PLEASE PRINT/TYPE
                                                                                                CERTIFICATE OF CHILD HEALTH EXAMINATION

                                                                                            (INFORMATION ON THIS FORM MAY BE SHARED WITH APPROPRIATE PERSONNEL FOR HEALTH AND EDUCATIONAL PURPOSES)

PUPIL’S NAME:_________________________________________BIRTHDAY__________________ SEX    M____ F___    GRADE LEVEL________










(MO) (DAY) (YR)

ADDRESS_________________________________________________ PARENTS TELEPHONE________________/________________SCHOOL__________________

 (STREET)                     (CITY)                         (ZIP CODE)       


(HOME)

      (WORK)

PARENT OR GUARDIAN__________________________________________ ADDRESS_________________________________________________________________

____________________________________________________________________________________________________________________________________________

                                                                                       IMMUNIZATION: Please provide the month and the year for every dose administered. The day and the month is 

 MEDICAL HISTORY                                                           required if you cannot determine if the vaccine was given prior to the minimum interval of age.

    To be completed by parent        

Chicken Pox…………..    Year__________________

DOSE 

     MO   DAY   YR       MO   DAY   YR       MO   DAY   YR       MO   DAY   YR
Scarlet Fever………….    Year​​​​​__________________                                                     

T.B./T.B. contact……..     Year__________________ Diphtheria, pertussia, and

Congenital Defects…..      Year__________________ Tetanus (dpt)____________________________________________________________________________________

Diabetes………………     Year__________________ 

Epilepsy………………     Year__________________ Diphtheria and tetanus 

Heart Diseases………..     Year__________________ (Td) or (TD)                                                                                                                                                   ___________

Frequent Ear Infections   Year__________________

Injuries/ Accidents……    Year__________________ Oral Polio                                                                                                      ___      1. Clinical diagnosis is acceptable if
Results______________________________________






                    verified by physician.


Permanent Disability…... Year__________________ Combined Measles Mumps

Type________________________________________ Rubella  (MMR)



_________________                                                                                     
Results______________________________________






                          Measles______________________

Surgery(Operations)…..   Year__________________ Combined Measles and 




                   MO           DAY          YEAR


Type________________________________________ Rubella (MR)




_________                                                                                         
Results______________________________________

Allergies(list)_________________________________ Rubella (Red Measles)




                      MUMPS_____________________________________
 Live virus vaccine





             
  _______________________            ____________________________________________     


    



                    MO         DAY            YEAR

Routine Medications(list)______________________

____________________________________________  Rubella (3day or German




    2. Laboratory confirmation of any

Sickle Cell___________________________________  Measles)                                            



 Other_______________________________________                                                                                                                                            disease is acceptable   




        
                 Mumps                   



__________________     

  











            Disease_____________________






       *TB Skin Test                                                     

              __             

                                                                                                          Health provided signature physician, school                                                        _______________________

                                                                                                  health professional or health official) (verifying that


     MO        DAY        YEAR

___________________________________________________                

immunizations were given)

(PARENT’S SIGNATURE)
         (DATE)                






                    _______________________














          Lab Results






       ___________________________________________




                               
                (Signature)


(Date)

========================================================================================================================================================================

REQUIRED:
YEAR         20
20
20
20
20 __ 
RECOMMENDED:       YEAR  
20
20
20
20 
__________      

MONTH—DAY_______________________________________________________________ URINE: Spec.Grav.                                                                                                             . ______________  

HEIGHT






_____                       Albumen








WEIGHT






_____                         Sugar








Gen. Posture





                                   Casts








Heart:  Murmur





          Tonsil






__________

             Rhythm 





___    Nose and Throat





____________________
             Blood Pres. 





___    GLANDS






__________

Rate:    Normal





____ EARS: Right









             After 15 hops





____               Left









             After 2 Min___________________________________________________________ Teeth






__________



Hernia






____ Eyes: Right








Lungs: Percussion





____            Left









Auscultation





___   Blood Test:









Orthopedic:Feet





____ Tuberculin Test





__________



                     Spine 



                       
____ Other defects









THE ABOVE STUDENT MAY PARTICIPATE IN ATHLETICS __________

















_____________________________________________________________










PHYSICIANS SIGNATURE                 
                    DATE

_____________________________________________________




___________________________________
                          PHYSICIANS STAMP

       





PHONE NUMBER
