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Family Name ............................................................................. First Name ............................................

Date of Birth (Month/Day/Year) ............................................... Male/Female .........................................

Doctor’s Name ........................................................................... Tel. Number .........................................

Results of examination (please make necessary comments)

Eyes














Ears














Nose, Throat














Teeth, oral














Respiratory tract













Heart, circulatory system












Neurological














Musculoskeletal













Spine















Extremeties














Abdomen














Skin (eczema, etc)













Walking














Nutritional State













Development of age













Mental/Behavioral state












Speech














Overall comments


























I have examined the person stated above, and in my opinion this student is physically able to engage 
in all school activities, except as noted above

Signature of Doctor ...............................................................................................Date ............................

NOTE TO PARENTS: A copy of this childs immunization record must be attached to this form.

I confirm that a copy of my child’s most  recent immunization record is attached to this form. 
Signature of Parent/Guardian ................................................................................Date.............................
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