[image: image1.png]THE SCHOOL DISTRICT OF PRILADELPHIA
REPORT OF PHYSICAL EXAMINATION

Name of School Student D # Date Issued

Name of Student Date of Birth Room/Section/Book | Grade

TO THE CARE PROVIDER

Pennsylvania law requires that students attending school in the Gommonwealth be immunized and receive periodic medical
examinations at stated intervals. Participation in sports also requires a physical examination. Payment for these examinations
is the responsibilty of the parent. Both sides of form must be completed for sports participation

THESE IMMUNIZATIONS ARE REQUIRED FOR SCHOOL ATTENDANCE. Attach a copy of the student's immunization record, or
record the dates below. Minimum required doses for Pennsylvania School Law are shaded

Enter Month, Day, and Year Each Immunization Was Given
VACCINE Doses

Diphihera and Tetanus

(OTap, DTP, Td or OT) 1 a2 0 3 |4 |5 0 1
Polio, (OPV or PV T 7 T |2 7 7 {37 T[4 7T 7T
Hepatits 8 17 |2 1 g[8 0
[Measles™ - Mumps - Rubella (MMR) 17 1 |2 1 1 |orMessksSeobgy Date Titer
Varicela T 7 7 [2 7 7 |rusasevey  Dae Ther
Gther 171 |2 11| Wuesasease degroseanyashysoen_Dae

[ One dose must be on or after the fourth binhday.

[** First dose must be on or after the first birthday and
the second dose should be at least one month after the first dos.

RECORD THE FOLLOWING

1. Visual Acuty (Without Glasses) R L (With Glasses) R L
2 keignt. inches fcm Percentle Weign pounds / kg Percentie
3. Scoliosis Screening Nomal 1 Abnormal [ Referred [ NoReferral [
4. Biood Pressure Audiometric Screening R L
5. Date of fast PPD. Resut Date of ast Tetanus Booster

mm
6. List all medications currently being taken. Reason for medication

7. Circle any conditon this student has or ever had: allergy, asthima, bone fracture or dislocation, congenital abnormaliy,
contacts or glasses, diabstes, epilepsy, head injury, hearing loss, heart trouble or mumnur f any. Please specity detail, under comments

5. Has student ever had any serious ilness, inury or operation?  Yes [] No O
ifyes, please specy details
g ISt other prablems at this Ristory or examnation Status of the Problem
Under Care | Care is Complte Retered

1

2

3
m

[ No problems identified
Comments follow - Up reatment pan / Specialinstructons to school
Signatire of Care Provider (REQUIRED) Terepnone Care Provider office stamp (REQUIRED)
Address Date of Exam
VER - (Res 47000 COWV, CODE GTRLEATGT





[image: image2.png]THE SCHOOL DISTRICT OF PHILADELPHIA
Report on Interscholastic Athletic Participation

School Year Ending June:

Name of Student Date of Birth Room/Section/Book | Grade

TO THE CARE PROVIDER

Yes No

1. I have examined the student named on this form. O O
(if yes, please report reslts on other side)

2.1find this student physically qualified to practice for m] m]
and participate in ALL competitive games / sports.

3. List any special instructions or limitations for sports participation.

Signature of Care Provider (REQUIRED) [Telephone

Address Date

To the Parent / Guardian

1. Does this student have health insurance? Yes O No [

2. Name of Insurance Provider Policy #

3 Emergency Contact Telephone Relationshp

1 hereby give consent to this student named above to practice for and participate in ALL competitive games / sports . |
give my permission for travel to and from these programs. | am fully aware of his / her health conition and fimitations,
ifany. I allow this student to receive any emergency treatment deemed necessary by the medical personnel designated
by the program authoritis.

Signature of Parent / Guardian (REQUIRED) Telephone

Address Date





[image: image3.png]Students Name Age, Grade.
Explain “Yes” answers at the bottom o this form.
Circle questions you don't know the answers to.
Yes Mo Yes Mo
1. Has adoctor ever denied or restited your 22, Do you regulry use a braceor assistive
Saricpaton i spon() o any reason’ o o devee? o o
2 3o you have an ongoing mecica condiion 23, Has a docoreverytoidyou hat you have
(lke asitm or dbetes)? o o Sstnma o allergies? o o
3. Arsyou cumenty kg any escrption or 24. Do you cough, wheeze, or have dificuty
nonprescption (over-he.ctrier) mediines brcating DURING or AFTER excrcse” o o
orpils? o o 25. 1 here anyone I your amly whahas.
4. Doyou have allergesto medicines, polens, asthma? o o
ood, or singing msects? o o 25, Have you ever used aninhaler orfaken
5. Have you cver passed out or early passed asthma medicne? o o
o DURING sterose? o o 27, \ere you bom wihout o e your issing &
6. Fave you ever passed out or nearly passed Ky aneye, atesice, oramy otherorgan? [ 01
ol APTER crercee? o o 25, Have you nad nfctous mononuciosis
7. Fiave you ver had iscoror, pin, or (moro) wiin e ast montr? o o
pressure i your chest durng exercioe? o o 25. Do you have any rashes, pressure sores, or
8. Docs your heart raceor skip beas durng ofrr skin problems? o o
oxersse? o o 30. Have you had a herpes sk nfecton? o o
9. Has a docior ever 1 you thatyou have: 31 Have you ever had  head inury or
(eheck i hat appty) conoussion? o o
3 High biood pessure (] Heart mumur 3. Have you been it nthe head and been
0 Figh cholestera ] Heartinfecton confused or st your memory? o o
10, ias & docto sve orcered atest o your 3. Have you ever had a seizure? o o
nea? (or example ECG, echocarcogram) 01 01 34 D0 you have headaches wi exercise? o o
1. Has anyone i you amiy e o no 35, Have you ever had numbness,tinging, or
aosaren reason? o o weakness nyour s o legsaer being it
12, Docs anyone inyour family have a heart orfaing? o o
sromem? o o 36, Have you ever bsen unabie to move your
13, Fao amyfamiy mermber or relaive ded of s orlegs afte being it or faing? o
neart problems o of sudcen deatn osore 37. \ihen exereaig n he hea,co you have
20507 o o severe muscl cramps or become 7 o o
14, Doss anyone inyour family have Marfan 35, Has a docor o you ht you or someone in
synarome? o o yourfamiy as scke cel it o sickie cel
15, Have you sverspent he rightinahosota? 0 O dscose? o o
15._iave you v had surgey g B 39, Have you nad any robiems with your eyes or
17 Have Yo everhad an iy, e 3 Spra vison? o o
muscle. or igamentear. or fendonit, that 40. Do you wear gasses o cortactenses? g B
Caused you tomiss apracice or Contest? 0 O 41 D0 you e protecive cyewear,suen as
Tfyes, e afecied area beiow gooties o fae ahiek? o o
18, Have You had any broken orfracured bones 42 At you happy wi your veght” g o
orcsocated onts? Ifyes, croe below: o o 43 1 you g 0 gan orlose weght? g B
19, Have you had a one oot ntry et 44 Has anyone recommendsd you change your
ecuired xrays, MRl T surgty, jectons, et or eatng habis? o o
ehabiltaton.physical herapy, a brace. 45. Do you mitorcarculy contolwhetyoueet? O 0
Cas, o cntghes? I yes crce beow: 45, D0 you have any concemsthat you would
e O el P ke fo cacuss wih 8 coctor? o o
o B = e FEMALES oY
e oo 47." Have you sver had a menstrual period? o o
20" Have you everhad a sires fracture? 48, Fow 0 were you wben you nad your st
21 Have you been tod at you have or have menstual perd?
you had an oy for aanioasel (reck) 45, How many perods have you had inhe last
bty o o T2 morths?
50._ e you pregnant? o0 O

No(s).

n“Yes" answers here:

Thereby certify that to the best of my knowledge all of the information herein is true and compiete.

Student's Signature

Ihereby certify that to the best of my knowledge all of the information herein is true and complete.

Parents/Guardian's Signature

(please turn page over)





