PART - STUDENT'S MéDiCAL‘]H!STORY

o {To be completed by parent or guardian prior to-examination)
Name & ‘ Bmhda!e_ / /. Grade e Age
Has the student ever had: . Does {he student:
Yes No 1. Chronic or recurrent finess? ’Diabeles Asthma, Seszures Y . Yes No 1. Have any allergies?
Yes . No 2. Any hospitalizations? e, : Yes No 12. Haveany problems with hearl/blood pressure?
Yes No 3. Anysurgery (Except tonsils)? ‘ Yes No 13, Has anyone in your family ever fainted during exercise?
Yes Mo 4. Anyinjuries that prohibiled your participation In sporis? Yes No 14. Take any medicine? List
Yes Nc 5. Dizziness or frequent headaches? ~ Yes No 15, Weargiasses ___, . contact lenses__, dental appﬁances,_ﬁ
Yes No 6. Concggs}onlknoéked out? ‘ Yes No 16, Have any organsmissing (eye, kidney, {eslicle, aic.)?
Yes No 7. Kneg, ankle or neck injuries? Yes No 17. Has it been longer than 10 years since yourlast telanus shot?
Yes Nc 8. Broken bone or dislocation? . I S Yes Na " 18. Have you:ever begn iold not to parlicipate in any. rporiV )
Yes No - 9. Heat exhausiion/sun stroke? . i ety " Yes 'No 14 Dc you know of any reason thls-student should; not DnFﬂC}
Yes No 10, Fainling or passing out? : S8 e “insporfs?

' Yes No .20, Have a sudden death history in your famity?
LEASE EXPLAIN ANY "“YES” ANSWERS OR ANY OTHER Yes No 21, Have afamily histary of heart atffack befors age 527

ADDITIONAL CONCERN; Yes - No 22, Develop coughing, wheezing, or unusual shortness of brealh
: , { .. whenyou exercize?

| also glve my consent for the phycscxan in attendance and lhe appropnate medtcai staff fo giver trealmam al any at hlé(ic' avent forany ihju:y. 3

SIPNATU'?E CF PARl:NT OR GUARDIAN e i s s 2l ‘ ¢ DATE G LR |

' PART {V VITAL SIGNS L :
Height ' - Weight F‘U!a& jrecm w2 . Blood Pressure

Visual aculty: Uncorrectad el | ; v 'Comected | K : "1( - - Pupﬂs equai dzarrelm YN

' 'PART V SCREEMING PHYSiCAL EXAM
] h;s exarn s not meant to replace a fuli p ysrca! examination done by your privale physician.

Mouth et 5 ¥ BEYE Respiraloryy - - h : i Abd‘-‘.r:'.‘?-’“ﬂ? PR s B
Appliances & Y N i s Symmetncal braalh scunds Y N . Masses. oy e R
Missingfioose testh Y N Wheezes. 1+ YoineN Organomegaly .~ - Y N
Carles needing treatment e N Cardlovascular, ' ' Genitourinary {males only);

Enlarged lymph nodes Y N Murmur Y N “Inguinal hernia g NCURE

Skin 1nfec_izous lesions Y N .. Imegularities Y . N Bﬂaterai!y,d,esceaded'.zes_iicles Y N

Peripheral pulses equal Y- N © Murmur with Valsalva Yo N - o & ;

Musculoskeletal: (nole any abnormalilies) .

- Nack Y N . Elbow: Y N "~ KneeHlp: . - Y N Hamstrings: Y M
Shoulder: Y N Wrist: Y N Ankle: " Y N Scoliosls: Y N
~ RECOMMENDATIONS BASED ON ABOVE EVALUATION:

After my evaluation, | give my:

. Full Approval; ]
Tan : Eye Du"tor ; Family Physician i Other

_Full app(ovai; but needs further evaluation by Famnily Dentist

Limited approval with the following restriclions: __

Denial of approval for the following reasons:

MDIDO Dale | o



