
 
PHYSICAL FORM 

 

Name:  _________________________________Birthdate:  ___________ Age:  ____ Grade in Sept. ____  
 

Allergies:   ____________________________________________________________________________ 
  

Will your child need:  ____ Inhaler; ____ EpiPen ____; Benadryl; ____Other medications (please list) 
_________________________________________ during the school day or to be kept in school for emergency 
use? (please check all that apply.  The necessary paperwork will then be sent home for you and your healthcare 
provider to complete). 
 

HEIGHT:  _________ WEIGHT:_______B/P:______SPECIAL CONCERNS: ___________________________  
_____________________________________________________________________________________  
Please list any significant illnesses, accidents, operations, congenital abnormalities, family history, activity 
restrictions, etc. 
_____________________________________________________________________________________  
 

 
 
PHYSICAL FINDINGS (Please list any positive findings and treatment advised)  DATE OF EXAM:  _________  
 
EENT ______________________________________________________________________________________  
 

SPEECH  __________ TEETH-MOUTH _________ NUTRITION _________ ABDOMEN _________HERNIA ________ 
 

HEART/CARDIAC _______________________________ LUNGS/PULMONARY _____________________________ 
 

GU _________________ GI ___________________ ENDOCRINE _________________ THYROID _______________  
 

NERVOUS SYSTEM ___________________ LYMPH GLANDS ____________________ SKIN ____________________  
 

ORTHOPEDIC (Feet) __________ (Posture) _____________ (Structural) __________ (Other) __________________  
 

Signature of Examining Healthcare Provider (MD, DO, NP, PA) ___________________________________________  
OFFICE STAMP 


