KINDERGARTEN PHYSICAL EXAM FORM

Eastern Local School District Health
Student Name:_____________________________________   Birthdate: _________

PLEASE COMPLETE THE INFORMATION AND RECORDS

IMMUNIZATIONS (Enter month/day/year of each immunization)

DPT
1_________ 2_________ 3_________ 4___________ 5___________

Polio
1_________ 2_________ 3_________ 4___________

MMR (measles, mumps, rubella) 1_________ 2___________

Hepatitis B 1___________ 2___________ 3____________

Varicella 1________ 2 ________

TB Testing: Date Given: _______ Type:_____ Result____

Other ________________________________________________________________

RECORD OF IMMUNIZATION (To be provided by parent at Kindergarten registration or with this form)

MEDICAL HISTORY

Seizure: ________________________________________________________________

Chronic Illness: __________________________________________________________

Allergies: _______________________________________________________________

Medication: _____________________________________________________________

Significant Historical Information ____________________________________________

________________________________________________________________________

PHYSICAL EXAM

Normal
Abnormal



Height: ____ Wt. _____ B/P _____

_____

_____
General Appearances

Hearing: R _____ L _____

_____

_____ 
HEENT


Vision: R ___/___   L ___/___

_____

_____ 
Neck



HCT: _______

_____

_____
Chest



UA: _______

_____

_____
Heart

_____

_____
Abd-Genitalia


School Readiness:  Normal:_______

_____

_____
Extremities-Back

Needs Evaluation: ______________

_____

_____ 
Neuro

Explain Abnormal Exam: __________________________________________________

________________________________________________________________________

RECOMMENDATIONS

____No Restrictions:
Normal Exam

Special Seating Needed: ___Yes   ___No

____No Restrictions:
Abnormal Exam - Explain ________________________________

________________________________________________________________________

____Restrictions and suggestion to school: _____________________________________

________________________________________________________________________________________________________________________________________________

Signed: ______________________________________
Date: _______________




Physician

Address: __________________________________________
Phone: ___________

