THE SCHOOL DISTRICT OF PHILADELPHIA
SCHOOLHEALTH SERVICES
REPORT OF PHYSICAL EXAMINATION

Date of Blrth Student (D #

Mame of Sludenl Grads

Name of School Hoom/Ssction/Book Date [ssUsd

TG THE CARE PROVIDER (Please complsie all ltems)

Pennsylvania Jaw requires that students altending school In the slate be immunlzed and receive patlodle medical examinatlons. Fayment for thase
examlnatlons 13 (ha responsibliity of the parent/guardian. THESE IMMUNIZATIONS ARE REQUIRED FOR SCHOOL ATTENDANGE, Aftach a copy of
the sludent's (mmunizatlon record, or record tha dates below.

** Flrst dose must be on or after the first (1st} blrthday and the second dose
should be at lsast oné month after the first dose

VACCINE_ ENTER MONTH, DAY, AND YESF;;AECSH IMMUNIZATION WAS GIVEN
Diptherla and Telanus' (OTep, DT, TdacDT) | 4/ /- |a 7 4 ls 7 ¢ V& 7 ¢ |s 1
Pallo, (OPV or IPV) ‘ ' . 1 J 5. FE 5 ;] 4 FE
Hapalltis B B Tl T 2/ | & 1
Maasles* « Mumps - Rubslia (MMR) .ol e or Moaslss Serology:  Dats . Ther
Varlcella ' 1. I 2 ./ Rubelia Serclogy: Dala Titer
Othear ' . 1, ! 3, / Mumps diseass dlé.g'rmsed by a physlclan: Daje |
E Date of las} Tetanus Boostar Dats of last PPD Result mm
* Ona dose must bs on or after the fourth (4th) birthday. Does this student have heallh Insurance? ___Yes ___No

Name of Insurance Provider;

RECORD THE FOLLOWING
1. | Visual Acully: Without Glasses: R L With Glasses: R L
2. | Audiomstrlc Scrée‘nlng: R L = '3. BP
4, | Height Inches / cm . Walght _ lb. / kg BMI parcentlls
E. | Scollols Screening:  ____ Normal Abnormal : Referred No Refarral

. Resttlcted Physical Activit

Full Physical Actlvity
(Must Complaie Phys, Ed, Medlcal ExempilonIProgram Madificatlon Form MEH-28)

6. | Activlty Recommandation:

Spacify Restrictions:

7. | st all madications currently belng taken:

Medication: Reason;

8, | ListALL p'roblems by histoty or examination: Circle status of problem

1, : Under Care Cars Dorhplata Refarred
2 . : Under Care Cars Complste Raférred
3. . Under Cars Cars Carnpleie Referrad

No Problems ldentified

Comivents ! follow-up treatmant plan f Special Instructlons to school

I

Tetephone

Slgnature of Care Provider (REQUIRED) Gare Pravider office stemp (REQUIRED)

Addrass Date of Exam

MEH-1 (Rev. 9/08) Comm. Gode 61602445214



