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COMMONWEALTH OF PENNSYLVANIA

DEPARTMENT OF HEALTH

PRIVATE PHYSICIAN'S REPORT OF
PHYSICAL EXAM]NATION OF A PUPIL OF SCHOOL AGE

DATE

GRADE

20

NAME OF SCHOOL HOMEROOM

ADDRESS

VACCINE

Enter Month, Day, And Year Each lmmunizalion Was
Glven

DOSES BOOSTERS & DATES
Diphtheria and Tetanus
(Circle): DTaP, DTP, DT, Td

2 3

Polio (Circle): OPV, IPV 2 3

Measles, Mumps, Rubella 1 2

Hepatitis B 3

H I B 1 3

Varicella 1 Varicella Disease or Lab Evidence

Dale:

Other

MEDICAL HISTORY
IMMUNIZATIONS AND TESTS

The physicalcondiuon oflhe above named child is such ihat immunization would endanger life or health

(tnctudes a sirong mo€lor ethical conviction slmilaf to a religlous beliel and requires a written statemenl lrom the paenvguardian)

! veotcnr exrvplott
I Rerrcrous EXEMPTtoN
l l Applicable:

Follow-Up of significant tuberculin tests:

Parent/Guardian noti{ied of significant findings on.

Result of Diagnostic Studies:

Preventive Anti-Tuberculosis- Chemotherapy ordered.

Date

trtr
No Yes

Tuberculin Tests
Date Applied

Arm Device Antigen Manufacturer Signature

Date Read Results (mm) Signature

(Continued on Back)



Significant Medical Conditions (/)
Y6s No lf Yes, Explain

A| |erg ies . . . - . . ' . . . . . ' . . . . . . . . . . . . . ' . . ' . . . . . . . . . . . .nn
As thma. . . . . . . . . . . . . . . . . . . " . . . . . . . . . . . . . - . . . . . . . . . .  !
Ca rd iac . . " . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  n
Chemical  Dependency.. . . . . . . . . . . . . . . . . .  n

Drugs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  n
A|coho| . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  t r

Diabetes Mel l i tus . . . . . . . . . . . . . . . . . . . . . . . . . . . .  t r
Gastrointest inal  Disorder. . . . . . . . . . . . . . . .  E

a

Hae/ in^ n ie^rr lar  
- - l

'  ' u u '  
"  

' v  u ' J U ' u u '

Hypertension . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  n
Neuromuscular Disorder. . . . . . . . . . . . . . . .  !
Orthopedic Condit ion.. . . . . . . . . . . . . . . . . . . .  t l
Respiratory l l lness.. . . - . . . . . . . . . . . . . . . . . . . . .  f l
Seizure Disorder. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  n
Skin Uisorder. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  t l
V i s ion  D iso rde r . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  n
Other (Speci fy)  . . . . . . - . . - . . . . . . . . . . . . . . . . . . . . .  t r

Are there any special medical problems or chronic diseases which require restriction of activitv, medication or which
might affect his/her education? lf so, specify

Report of Physical Examination (/)

Abnormal Not Examined Comments
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o Weioht

r Pulse

. Blood Pressure

. Hair/Scal

r  Sk in

t

a

. Nose and Throat

I Teeth and

. Lvmph Glands

. Heart - Murmur. etc.
- Adventitious Find

. Abdomen

a

o Neuromuscular S
. Extremities

r S of Scoliosis

Pdnt Name ol Examiner

ffi

Date of Examination

Signature of Examiner

Address


