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          Date _______________________________
Please have your child’s physician complete this form.

Child’s Name: 

Date of Birth: 


Weight: 

Height: 

Head Size: 

Blood Pressure: 


Examination:        ( Normal                 ( Abnormal 
      Date: 
________ 
Problems or Abnormalities:  (i.e., speech, communication)__________________________________________
Development 
(
Normal
(
Abnormal

Comments: 

Hearing – Type of test: 

Vision – Type of test: 

Date: ______________ (  Normal  (  Abnormal           
Date: ____________ Acuity: R:_______L: 


Immunization Dates
    Tests
Date
Result
DPT












Tuberculin





Oral Polio









MCV4 _______

Hb/Hct





Hib












Sickle Cell





MMR







Varicella ________

Lead





Hepatitis B






TDap _________


Urinalysis





Others












Others





Allergies: 


Medications: 


Restrictions: 


Physician Signature: 

Date: 

Address: 


Phone: 



Note:  Medical examinations for children shall include examination of all systems or regions which are made suspect by the history or screening test and a search for certain defects in specific regions common or important in this age group, e.g., skin, eye, ear, nose, throat, heart, lungs, and groin (inguinal) areas.
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