THE SCHOOL DISTRICT OF PHILADELPHIA

BCHOOL HEALTH SERVICES
REPORT OF PHYSICAL EXAMINATION
Nare oF Sucen Date of Gird Shident 10 & TGrade
P e,
?&f}_}f Schaal . 7(/ ‘ Room/SectionBook Date Tasuted
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favthorize the schioof nurse to communicate with my ehilo™s health sare provider and #1y health cara provider {o reply as needad regarding sy
chiid's care.,

ParsatiCuardian Bignature Date

TG THE CARE PROVIDER [Please complete all items)

Pennsylvania law requites thet slidents allending school In the state ba Immunized and recsivs partydic medicsl examinsiions. Payment for thasa
examinations Is the responsiblily of the parentiguardian. THESE IMMUNIZATIONS ARE REQUIRED FOR SCHOOL ATTENDANCE.

RECORD OF VACCINE ADMINISTRATION

Please attach complete immunization record including serology results If available.

m  Allergies = Daie of tag] PP Resul mm

Does this student have hasith susnse? ___Yes _ Ne Name of lnsurance Providar

—— ——

— e e

’ RECORD THE FOLLOWING

1. | Misual Acuity: Without Glasses: R L With Glasses: R L_
2. | Audiemetric Sorsening: R i 3. Bp
4, { Helght inclies S om Weight i f kg Bl percentils
B. | Sooliosis Screening: Noimal Abnormal Feferred No Relerral
Activily Recommendation: Full Physical Aclivily Restricled Physical Activity
- {Musi Complete Phys. £d. Medical ExemplionProgrem Modifcation Fom MEH-23)
Specily Ratlickions!
7. § Ust all madications currentiy being taken:
Mediostion: Reason;
8. | ListALL problems by hisiory or examination: {irele status of problem
1. Under Care Care Complete Refarsd
2, Undar Care Care Complete Heferred
8 Under Care Gare Compilete Reterrad

No Problems deniified

Comments / foliow-up reatment pian £ Spaclal lslrections 1o schaal:

Sigarature of Care Provider [REQUIRELT Telephone Care Provitder office stamp (REQUIRED;
Fax
Addrass Date of Exam

MEH-1 {Rew. 11412} Conwa. Gode 81802445244




THE SCHOOL DISTRICT OF PHILADELPHIA
REPORT OF PRIVATE DENTAL EXAMINATION

Name of School Student 1D Date Issued
Name of Student Date of Birth Room/Section/Book Grade
7O THE DENTIST

Pennsyivania law requires that students aftending school in the Cormnmonweaith receive periodic dental examina-
tions at staled intervals (upon original entry, while in third grade, and while in seventh grade}.

These examinations are required for school attendance. Payment for these examinations is the responsibility of the
parent/guardian. If the studentffamily does not have health insurance the school nurse will heip the family apply for
health insurance. Please attach a copy of the student’s dental examination or record the dafa below.

Thank you for your cooperation.

UNDER TREATMENT / WORK BEGUN COMPLETION OF WORK / NO TREATMENT NECESSARY

Date Work Begun
[ No Treatment Required Now

Scneduled Follow-up Appointment
] Al Necessary Dental Work Completed

Date of Dental Examination Expected Completion Date

Comments / Follow-up Treatment / Special Instructions fo Schoot

Name of Dentist Telephone
Signature of Dentist Date Signed
Address Fax Mumber
IMPORTARNT:

Return this form to:

Certified School Nurse/Praciifioner

School

Scheol Address

Prione Number

MEH-165 (Rev. 3/01) COMM. CODE 61802030102




