PA School for the Deaf
100 W. Schoolhouse Lane

Philadelphia, PA 19144
Physical Exam

Date: __________________

 _________________________________________________   DOB: _____   Sex:  □ Male    □ Female
Name    Last                                       First                                      M.I.
_____________________________________________________________________________________ 

Address                                                City/State                                                           Zip Code
MEDICAL HISTORY
Immunizations and Tests

	VACCINE
	Enter Month, Day, and Year each Immunization was given
DOSES
	BOOSTERS & DATES

	Diphtheria & Tetanus*
	# 1
	#2  


	#3 
	#4

	#5

	Polio
	#1
	#2
	#3
	#4
	#5



	Measles, Mumps, Rubella
	#1
	#2
	

	Hepatitis B
	#1
	#2
	#3
	

	HIB
	#1
	#2
	#3
	#4

	Varicella
	
	
	
	

	Other:
	
	
	
	

	*Tetanus and Diphtheria are usually received in combined vaccines such as DTP, DT, or Td 


□ Medical Exemption   The physical condition of the above named child is such that immunization would endanger life or health     

□ Religious Exemption (Include a strong moral or ethical conviction similar to a religious belief and requires a written statement from                                                         
                                                             Parent/guardian)
THIS CHILD IS CURRENTLY FREE OF COMMUNICABLE DISEASES.  □ YES □ NO

TB   □ Mantoux             □ Tine                  Date _____________           Result _______________
ALLERGIES Medication: ______________________________________________________________


 Food: _________________________________________________________________



 Enviromental:__________________________________________________________

* IS Epi-Pen Needed?  
□ YES   □ NO
Are there any significant health concerns the school should be aware of  ? ________________________

______________________________________________________________________________________

History of past hospitalizations and/or surgeries ?_____________________________________________

______________________________________________________________________________________

Student Name: _______________________________   Date:_________________________

Report of Physical Examination (√)
  

    

 
       Normal         Abnormal  

 If Abnormal, Explain
	· Height (inches)
	
	
	

	· Weight (pounds)
	
	
	

	· Pulse                  
	
	
	

	· Blood Pressure  _________/__________    
	
	
	

	· Hair/Scalp
	
	
	

	· Skin
	
	
	

	· Eyes – Visual Acuity   R________/_________L
	
	
	Pupils    R ________  L___________

	· Eyes -- Color Vision
	
	
	

	· Ears /BMT’s
	
	
	

	· Nose and Throat
	
	
	

	· Teeth and Gingiva
	
	
	

	· Lymph Glands
	
	
	

	· Heart – Murmur, etc. ____Yes _____No

· Extra Beats ______Yes _______No
	
	
	

	· Respiratory / Asthma
	
	
	

	Chemical Dependency: Drugs □  Alcohol  □
	
	
	

	· Abdomen
	
	
	

	· Genitalia  * Tanner Stage ___________________
	
	
	

	· Spine (Presences of Scoliosis)
	
	
	

	· Musculoskeletal/Orthopedics 
	
	
	Expand for Sport Participation (see below)


	· Other Health Concerns

  
	
	
	


RECOMMENDED TESTS/FOLLOW-UP (Please indicate date of appointment or plan)
□ Physical Therapy   □Occupational Therapy □ Medical (Specify)   □ Dental   □ Other

Recommendation:____________________________________________________________________________________________________________________________________________________________________________________________
Name of Examiner____________________________________ Exam Date:______________________________ 

Office Address:____________________________________________ Office Phone:_______________________ 

Office Fax: ________________________ Signature:________________________________MD/DO, PA, CRNP 

EXPANDED PHYSICAL FOR SPORTS PARTICIPATION

	
	Normal
	 Abnormal
	If Abnormal, Explain

	· Musculoskeletal/Orthopedics
	
	
	

	· Cervical/Shoulders
	
	
	

	· Arms/Elbow/Wrist/Hand
	
	
	

	· Hip/Knees/Ankles
	
	
	


Clearance:

A. Cleared __________

B. Cleared after completing evaluation/rehabilitation for:_____________________________

C. Not Cleared for: □ Collision □ Contact □  Non Contact □ Strenuous □ Moderately Strenuous □ Non Strenuous  
Not Cleared Due to: ________________________________________________________________________

Recommendations:__________________________________________________________________________________________________________________________________________________________________
Name of Examiner ____________________________________ Exam Date: _________________________ 
Office Phone:____________________________  Office Fax: ______________________________________

Signature ______________________________________________________________MD/DO, PA, CRNP
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