
Plainview-Old Bethpage Central School District – Child Care Program


Medical Form / Physical Examination


Name ____________________________
      Address ________________________________________

School ___________________________
      Date of Birth ____________            Sex_______________

Present and Past History (allergies, injuries, operations, hospitalizations, etc.)_______________________ ____________________________________________________________________________________

____________________________________________________________________________________


Physical Examination
	1. Height_____________ 2. Weight ______________

3. Change in weight since one year ago:

Gain__________ Loss__________

If any change, state cause _______________________

____________________________________________

4. Orthopedic:

(a) Posture___________________________________

(Good, fair, poor)

(b) Deformities_______________________________

(Including spine, flat feet, etc.)

5. Vision:

Right eye___________ Corrected to_______________

Left eye____________ Corrected to_______________

Any disease______ If so, what? __________________

____________________________________________

6. Hearing:

Right ear____________ Left ear__________________

Defects______________________________________

7. Nose:_____________________________________

(Normal, abnormal)

(a) If abnormal, give particulars__________________

____________________________________________

8. Teeth:____________________________________

(Good, fair, poor)

Defects______________________________________

9. Throat____________________________________

(Normal, abnormal)

(a) If abnormal, give particulars__________________

____________________________________________

10. Neck:____________________________________

____________________________________________

11. Lungs:___________________________________

(Normal, abnormal)

(a) If diseased, give particulars___________________

(b) Other respiratory defects (bad breath, etc.)_______ ____________________________________________


	12. Heart:____________________________________

(Normal, abnormal)

(a) If abnormal, give particulars (including rate and blood pressure)_______________________________

____________________________________________

13. Abdomen:________________________________

(Normal, abnormal)

(a) If abnormal, give particulars__________________

___________________________________________

14. Extremities: ______________________________

____________________________________________

15. Hernia:___________   ______________________

(Type)                   (Truss worn)

Recommended correction_______________________

____________________________________________

16. Nervous system (reflexes):___________________

(Normal, abnormal)

(a) If abnormal, explain_________________________

17. Special tests:

(a) Urinalysis (history of albumen and sugar)________

____________________________________________

(b) Blood count_______________________________

(c ) Wasserman_______________________________

(d) Chest X-Ray______________________________

18. Skin and scalp conditions:___________________

(a) defects___________________________________

19. General Cleanliness_________________________

____________________________________________

20. Other significant physical conditions or defects:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Date____________________________ Place of Examination __________________________________________

Attention is called particularly to item numbers: _____________________________________________________

 Signature_____________________________________

Physician

