
Physical Exam Form
(To be complete by physician) 

Child’s Full Name:_____________________________________________________________ Birthdate:___________________________ 

Address:______________________________________________________ Height:___________________ Weight:___________________ 

Skin:__________________________ Head/Scalp:__________________________ Eyes:__________________________ 

Nose:_________________________ Lymph Nodes:________________________ 

Ears:__________________________ (L) TM:________________________________ (R) TM:_______________________

Mouth:________________________ Gingvia:_______________________________ Palate:________________________ 

Throat:________________________ Neck:__________________________________ Chest:_________________________ 

Heart:_________________________ BP:_____________________________________ Femoral Pulse:_______________ 

Lungs:_________________________ Abdomen:_____________________________ Genitalia:_____________________ 

Rectum/Anus:________________ Gait:____________________________________ Urinalysis:____________________ 

Vision 

Right Eye:_________________________ Left Eye:_________________________  Both:__________________________ 

Hearing 

Normal:__________________________ Abnormal:_________________________ Not Tested:_______________________ 

If Needed 

Hemoglobin or Hematocrit:______________________________  Tuberculin Screening:____________________________________ 

Sickle Cell Screening:_____________________________________  Development Testing:____________________________________ 

Lead Screaning:___________________________________________  Other:______________________________________________________ 

Allergies:_________________________________________________________________________________________________________________________ 

Current Medications:____________________________________________________________________________________________________________ 

Summary of Findings and Recommendations: 

I have examined ______________________________________. He/She is__________ is not___________ physically and emotionally 

able to participate in your program.  

Additional Comments:__________________________________________________________________________________________________________ 

Date of Exam:_______________________  _______________________________________________________________________________________ 

 Signature of Physician    Date 
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