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3685 Middle Country Road,
Calverton, NY 11933

	Name_________________________________________________________________________Date of Birth________________________________
Parent________________________________________________________________________________________Grade_______________________

Immunizations

	PLEASE GIVE EXACT DAY, MONTH AND YEAR

	DTaP
	
	
	
	
	
	Pediarix
	
	
	
	
	

	Tdap
	
	
	
	
	
	Varicella
	
	
	
	
	

	Td
	
	
	
	
	
	Hepatitis B
	
	
	
	
	

	DT
	
	
	
	
	
	Hepatitis A
	
	
	
	
	

	IPV/OPV
	
	
	
	
	
	Menactra
	
	
	
	
	

	MMR
	
	
	
	
	
	Gardisil
	
	
	
	
	

	Measles
	
	
	
	
	
	Hib
	
	
	
	
	

	Mumps
	
	
	
	
	
	PPD
	
	Neg
	Pos
	
	

	Rubella
	
	
	
	
	
	Other
	
	
	
	
	

	HEIGHT___________________

WEIGHT____________________

BP__________________________


	This information is required for Sports Participation

URINALYSIS:

SUGAR____________________          ALBUMIN_________________________
PULSE – 
Before Exercise____________After Exercise___________After 2 Min. Rest_______________


	This information is required 
Body Mass Index  ________   ________  . ________

Weight Status Category (BMI Percentile):

____Less than 5th            _____5th through 49th     _____50th through 84th
____85th through 94        _____95th through 98th    _____99th and higher
	Vision – without glasses/contact lenses

	R
	L
	Referral


	
	Vision – with glasses/contact lenses

	R
	L
	

	
	Vision – Near Point

	R
	L


	

	
	Hearing  ___Pass 20 db sc both ears or:
	R
	L
	

	HEENT
	
	
	GLANDS:

  CERVICAL

    THYROID

      OTHER
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	LUNGS
	
	
	GENITO-URINARY

	HEART
	
	
	MATURATION FACTOR

	ABDOMEN
	
	
	FEMALE-ONSET OF MENARCHE:                            AGE:

	SKELETAL-MUSCULAR
	
	
	EPILIPSY

	SCOLIOSIS
	
	
	SPEECH

	HERNIA
	
	
	NUTRITION

	NERVOUS SYSTEM
	
	
	GENERAL CONDITION

	SKIN
	
	
	


REFERRAL OR COMMENT ________________________________________________________________________________________________________
APPROVED FOR INTERSCHOLASTIC SPORTS:
YES______________NO______________

APPROVED FOR PHYSICAL EDUCATION:

YES______________NO______________

DATE OF EXAM________________________    SIGNATURE & STAMP OF 
PHYSICIAN (REQUIRED)______________________________________________
For School Personnel:  Reviewed by School Nurse:_________________________________________________________________________________________________








                                    Signature


          Date


        Reviewed by School Physician______________________________________________________________________________________________

          


Signature
  
                             Date
Physician’s Report





�








