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PHYSICAL EXAMINATION FORM 

 
Pupil’s Name___________________________________________ Birthdate__________________ 

 

School________________________________________________ Grade_____________________ 

 
Immunizations DTP_____________________________DT________   Td __________ Tdap _________ 

 

Polio_________________________________________Meningococcal___________________________ 
 

MMR___________ MMR_____________ Hep B___________  Heb B__________  Hep B__________ 

 

Varicella________________ HIB_________________________ PCV____________________________ 
 

Pneumococcal Conjugate____________________________ Influenza____________________________ 

 
Mantoux Tuberculin Skin Test: Date Administered___________Date Read___________ Results_________ mm 

 

Last Lead Test___________________  Lead Test Results_______________________________ 

 

Height______ Weight_______Blood Pressure________  Hearing________ Vision___________ 

 

Nutrition________ Skin_______ Head_______ Eyes________ Ears_______ Nose__________ 

 

Oral (Teeth/Gums)__________ Throat______ Neck______ Heart_______ Lungs ___________ 

 

Abdomen/Hernia________ Genitalia_______ Extremeties_________ Orthopedic____________ 

 

Scoliosis_______  Remarks____________ Neurological_______CBC______ Urinalysis_______ 

 

History of Illness/Injury__________________________________________________________ 

 

Medication____________________________________________________________________ 

 

Participation in Physical Education/Sports/Activities___________________________________ 

 

Remarks/Impressions/Summary____________________________________________________ 

 

Physician’s Signature_____________________________ 

 

Date of Exam___________________________________ 
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