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NAME OF SCHOOL

COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF HEALTH

PRIVATE PHYSICIAN'S REPORT OF
PHYSICAL EXAMINATION OF A PUPIL OF SCHOOL AGE

DATE

GRADE

ZU

HOMEROOM

NAME OF CHILD DATE OF BIRTH

ADDRESS

No. and Street City or Post Office Borough or  Township County State Zip Code

VACCINE
Enter  Month,  Day,  and Year each
immunizat ion was g iven

DOSES
BOOSTERS & DATES

Diohtheria and Tetanus
(Circle): DTaP, DTP, DT, TD

1 2 A

l '  t
Pol io (Ci rc le) :  OPV, IPV

1 2 3 4 l' ,
Measles,  Mumps,  Rubel la

1 2

Hepatit is B
1 3

I I t l l t

H I B
1 z

Varicella
1 z Varicella Disease or Lab

Evidence
Date:

Other

MEDICAL HISTORY
IMMUNIZATIONS AND TESTS

MEDICAL EXEMPTION The physical condit ion of the above named chi ld is such that immunization would endanger l i fe or health
RELIGIOUS EXEMPTION (lncludes a strong moral or ethical convict ion similar to a rel igious bel ief and requires a writ ten

statement from the parent/guardian)

l f  Appl icable:

Follow-Up of significant tuberculin tests:
Parent/Guardian notified of significant findings on

Result  of  Diagnost ic Studies:

tr
n

n
No

n
Yes

Tuberculin Tests

Preventive Anti-Tuberculosis - Chemotherapy ordered.
Date



Signif icant Medical  Condit ions ({)
l f  Yes, Explain

Yes
Allergies n
As thma. . . . . . .  I
Cardiac n
Chemical Dependency X

Drugs n
Alcohol n

Diabetes Mel l i tus
Gastro intest ina l  Disorder . . . . . . . . . . .  n
Hear ing Disorder . . . . . .  n
Hyper tens ion . . . . . . . . . . . . . . . . .  n
Neuromuscular Disorder I
Orthopedic Condit ion n

n

No
nnnnnnn
Tnn
Tnnnnn
l

Respiratory l l lness
Seizure Disorder. .

n
x

Sk in  D iso rde r . . . . . . . . . . . . . . . . .  t r
Vision Disorder n
Other (Specify) fl

Are there any special  medical  problems or chronic diseases which require restr ict ion of act iv i ty,  rnedicat ion or
which might affect his/her education? lf so, specify

Report  of  Physical  Examinat ion ( !)

.  Height ( inches)

.  Weight (pounds) BMI
;putse i  i

. Blood Pressure

. Hair /Scalp

.  Sk in

. Eyes/Vision-; 
raistHeaiing

. Teeth and Ginoiva

. Lymph Glands

. Heart  -  Murmur, etc

.  Neuromuscular Svstem +.  Genitour inary

+l
tfit
Ir--1

I - t- -
'J
r l
l l
1 l

- , - - i-ir
t -  t
l

. Extrem-itieG I

.  Spine (Presence of Scol iosis) l

Date of Examination

Signature of Examiner PRINT Name of Exanriner

Normal

Address Te lephone Number


