THE SCHOOL DISTRICT OF PHILADELPHIA
REPORT OF PHYSICAL EXAMINATION

MNames of Schoo Student D # Date lssued
Mame of Student Date of Birth Room/Section/Soak Grade

TO THE CARE PROVIDER

Pennsylvania law requires that students attending school in the Commenwealth be immunized and receive penodic meadical
examinations at stated intervals. Parficipation in sports alsc requires a physical examination. Payment for these examinations
15 the responsibility of the parent. Both sides of form must be completed for sperts paricipation.

THESE IMMUMIZATIONS ARE REQUIRED FOR SCHOOL ATTEMDAMCE. 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 Immunizaticn Was Given
VACCINE DOSES

Diphtheria and Tetanus®

(OTap, DTE, Td or OT) 1 i { 2 | [ 3 | 4 | | 5 I {
Polio, (OFY or IFV) 1 f 2 ! [ i 4
Hepatitis B 1 [ 2 ! f i r
Measles™ - Mumps - Rubella (MMR) 1 f 2 f or WMeasles Serclogy: Date Titer
Varicella 1 [ 2 Rubela Seroloay: Cate Titer
Other 1 [ 2 ( [ Mumge dizease dizgnozed by a physician:  Date

w

Cine dose must be on or after the fourth hirthday.
** First dose must ba on or after the first birthday and
the second dose should he at least one month after the first dose.

RECORD THE FOLLOWING

1. Visual Acuity (Without Glasses) | L {With Glasses) [ L
2. Height nches icm Percentile Weighi pounds £ kg Percentile
3. Scoliosis Scresning Mormal [ Abnormal [ Referrad [ Mo Referral [
4. Blood Pressure Audiometric Screening R L
5. Date of last PPD Result Date of last Tetanus Booster

mm
&. List all madications currently being taken. Reascn for medication

7. Circle any condition this student has or ever had: allergy, asthma, hone fraciure or dislocation, congenital abnormality,
contacts or glasses, dizbetes, epileosy, head injury, hearing loss, heart troukle or mumur if any. Please specify details, under comments.

8. Has student ever had any serious illness injury or operation? Yes [] No [
If yes. please specify deia
a, List other problems at this history or examination Status of the Problem
Under Care | Cars is Complets Referred

ke

Gl

[ Mo oroblems identified

al instructions to schaol

Comments / follow - up reatment plan [ Spec

Signaturs of Care Provider (REQUIRED) Talephons Care Provider office stamp (REQUIRED)

Addrass Date of Exam

MEH -1 (Rev. 4/2000) COMM. CODE 61602445214




THE SCHOOL DISTRICT OF PHILADELPHIA
Report on Interscholastic Athletic Paricipation

School Year Ending June

Mame of Student Date of Birth Room/Section/Boak Grade

TO THE CARE PROVIDER:

O

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

2. | find this student physically qualified to practice for O O
and participate in ALL competitive games / sporis.

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

Signaturs of Care Provider (REQUIRED) Telephans
Address Date

T the Parent [ Guardian:

1. Doss this student have health insurance? Yes [ Mo [
2. Mame of Insurance Provider Palicy #
3. Emergency Contact Telephone Relationship

I 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 condifion and limitations,
ifany. | alfow this sfudent fo receive any emergency treatment deemed necessary by the medical persannel designated

by the program authorities.

Signature of Parent / Guardian (REQUIRED) Telephone

Address Date




Student's Name Age Grade
ISECTION 3: HEALTH HISTORY]
Explain “Yes" answers at the bottom of this form.
Circle questions you don’t know the answers to.
ez iz b= i
1. Hag a doctor ever denied or rastricted your 22, Do you regulary use a brace or assistive
participation in sgort{s} for any reason? O O devica? O O
2. Do vyou have an ongoing medical condition 23. Has a doctor every told vou that vou have
(ke asthma or diabetss)? O O asthma or allergies? O O
3. Areyou currently taking any prescription or 24, Do you cough, whesze, or have difficulty
nonprescription (over-the-counter) medicines breathing DURING or AFTER exercise? O Oa
ar pils? O O 25, lzthere anyvone inyour family who hag
4. Do you have allergies to medicines, pollens, asthma? O O
:, or stinging insects? O O 26. Have you ever used an inhaler or taken
5. youl ever passed oul or nearly passed azsthma medicine? O O
out DURING exercise? O O 27, Were you bom without or are your missing a
B. Hawve you ever passed out or nearly passed kidney, an eye. a testicle, or any other organ? O O
cut AFTER exercise? O (| 28, Have you had infectious mononuclecsis
7. Hawve you ever had discomfort, pain, or (mona) within the last month? O O
pressure in your chest during exercizse? O O 24, Do you have any rashes, pressure sares, or
5. Does your heart race or skig beats during other skin problems? O [l
sxercisa? O O 30. Have you had a herpes skin infection? O O
4. Has a doctor ever told you that you have 31. Have you ever had a head injury or
(check all that apply) concussion? O O
[ High blosd pressure [ Heart murmur 32. Have you been hit in the head and been
[ High cholestern [ Heart infiection confuzed or lost your memory ¥ O |
10. Has a doctor ever orderad a test for your 33. Have you ever had a seizure? O |
heart? (for example ECG, echocardiogram) O O 34, Do you have headaches with exsrcee? O O
11. Hasg anyons in your family died for no 35. Have you ever had numbness, tingling, or
apoarent reason’? O O weakness in your amms or legs after being hit
12, Does anyons in your family have a heart or falling? O O
crollem? O O 38. Have you ever been unable to move your
13, Has any family member or relative died of arms or legs after being hit or failing? O O
heart problems or of sudden death hefors 37. When exercising in the heat, do you have
age 507 O O severs mugcle cramps or becoms ill? O O
14, Does anyone in your family have Marfan 33. Has a doclor told you that you or somecne in
syndrome? O O wour family has sickle cell trait or sickle cell
15, Have you ever 2pent the night in a hospital? O O dizease? O O
16. Hawve you ever had surgery? [l [l 3%, Have you had any problems with your eyes ar
17. Hawve you ever had an injury, like a sprain, vigion? O O
muscle, or ligament tear, or tendonitis, that 40, Do you wear glasses or contact lenses? O O
caused you to miss a practice or Contest? O O 41. Do you wear grotective eyswear, such az
f yes, circle affected area below: gogales or a face shield? O O
13. Have vou had any broken or fractured bones 42, Are you happy with your weight? [l (]
or dizlocated joints? If yes, circle below: O O 43, Are you trying W gain or loss weight? O O
13, Have you had a bone or joint injury that 44, Has anyone recommendsd you changes your
required x-rays, MR CT, surgery, injections weight ar sating habits? Il [l
rehabilitation. physical theraoy. a brace, a 45, Do you limit or carsfully control what you eat? O O
cast, or crutches? | yes, circle below: O O 45, Do you have any concemns that you would
Head — Meck Shoukder Upper  Elbow  Foreamn Hand/ Chest ke to discuss with a doctor? Il O
— — T Ten kmee s . FEMALES ONLY
= 2 : 2 nee e = 47, Have you ever had & menstrual pericd? O O
20. Have you ever had & sress fracture? O 48. How cld were you when you had your first
21, Have you been told that you have or have mengtrual period?
wou had an <-ray for atlantcaxial (neck) 45, How many pericds have you had inthe last
rstability? | O 12 months?
50, Are you pregnant? [l O
Mo(s). Explain “Yes™ answers here:

| hereby certify that to the best of my knowledge all of the information herein is true and complete,

Student's Signaturs

| hereby certify that to the best of my knowledge all of the infermation herein is true and complete,

Farent's/Guardian’'s Signatura

iplease turn page over)




