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(Last Name) (First Name)
Medical Examination By Physician Medical History
Mark the relevant medical concerns.

Development: Weight : .................. Height : ................ [ Allergies [ Asthma [ Congenital [O Anomalies
Gomments: O Cnnvul.smns O Ef}nlepsy O DiabEtE‘«‘E
- Vie _ O Recurring Ear Infections [ Hearing Difficulties

yes: Vision 475 3| B, 72| SR O Frequent Headaches [ Heart Problems [ Kidney
Does the Student wear glasses?  Yes O/ No O O Urinary Infections O Menstrual Problems
EBPE VI8N i o i tism s marsnmiinnnananshammnemmanianpaanznss L Orthopedic Problems L1 Post-operatic Condition

[0 Rheumatic Fever [ Skin Problems

Is there evidence of ear infections? Yes O/ No (O _ _
[0 Tuberculosis O Visual Problems [ Other.

Teeth: Permanent : .................. Deciduous : .................. PIEASE COMMENT ..o oo e e
DS, i eeeer et e e e e e e eesse s et s aeeemnaeanssnnaeesansaennsneeesnnnnsenns . .
Medication:
THIDAE LYMPN MOBBS i i s Z
ymph Nodes Is the student on medication? Yes [0/ No O
LENOE conmmonmmmmnnnmmsssis e s i s st i Does the student take it himself Yes O/ No O
Heart: Size VIUFIIUES. oo Please list the name of the medication and frequency.
ABUOMBIY s . & e aeen A AN X A R
Sl The school doctor is allowed to administer medicine and inform
E'nl E. ........................................................................................ pﬂf&ﬂﬂguafdlﬂﬁ as dEEI’T’IE‘d necassaw YES D f ND D
B o e o e o A ST R 3 R 5555 = g
+ Immunizations:
Posture and SpPINE: ..........oieiiiiiiieiiiieeeeee e seeseetanaeeeeeennaseesssssnns Date of last booster:
R R e s e S e R s Diphtheria/Tetanus/ Pertussis
Urine: .....ccccocuuen.... AIUTON § acesminsssis ST s s Tetanus (every 10 years) T e
BGO HE coiotis Typhoid (three years) B T AR AR
Mumps

Blood Group & Rh Factor A B O AB Rh
Oral polio

B0 PESSBINGE cvvis soenmanp s et S e St G

Measles - ORI SR S
TB SkKin lest: Type: .......cccro... DI onammninns BRESNE . cioviisnnsan Rubella
BOG Vaceing: ....ccivmarsssnnnns DBEBI cunnsunsanexe . Other

Emergency Contact No.
Recommendations for physical activity CABBIOBIGEE s smasssssimismss OIBBE. .cnnmrnensiasisiniimn

| L] Permission is hereby given for emergency measures to be
O Full physical activity initiated in case of accident or sudden illness with the

. understanding that | will be notified.
[0 Modified physical activity because of:

Declaration:
| certify that all information given is complete and correct.



