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PRIVATE PHYSICIAN'S REPORT OF 
PHYSICAL EXAMINATION OF A PUPIL OF SCHOOL AGE 

    DATE _____________________ 20 ______      
NAME OF SCHOOL  ________________________________________________      GRADE  ________ 
 

NAME OF CHILD  
_________________________________________________________________ 
Last                                                           First                                                            MI      

DATE OF BIRTH 
 
 

SEX 
   
   M     F 

ADDRESS 
 
_________________________________________________________________________________________________ 

No. and Street                                                                        City                                                       Zip Code 
 

PART B – PHYSICIAN’S REPORT (TO BE COMPLETED BY PHYSICIAN) 

Problems of which you should be aware:___________________________________________________ 

Hearing: ______________________________________           Allergies: medicine: _________________ 

Vision:  _______________________________________   Insect stings: ______________ 

Dental:________________________________________                             Food: ____________________ 

Developmental: ________________________________                              Other: ____________________ 

Language/Speech: ______________________________     

Asthma: _______________________________________ 

Other (Include behavioral concerns): _______________________________________________________  

Are there any special medical problems or chronic diseases which require restriction of activity, 

medication or which might affect his/her education? If so, specify 

_____________________________________________________________________________________ 

MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FOR THIS CHILD: 

_____________________________________________________________________________________ 

IMMUNIZATION HISTORY: 
ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD WITH DATES OF DOSES OF ALL 
IMMUNIZATIONS OR THE IMMUNIZATION EXEMPTION FORM 
 
Physician:_______________________________________________ Date of Physical Exam: ________ 

Address:________________________________________________ Date This Form Completed: _____ 

Telephone: ____________________    Signature _____________________________________________ 

 

  Physician                      Physician’s Assistant          Nurse Practitioner 


