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Physical Examination Record

Name:  __________________________         Date of Birth: _____________

Mantoux test date__________ Result__________ Date read___________

Ht ________ Wt ______ BP ______ Pulse ______ Vision _______ Hearing________  

Heart ________ Lungs   ________ Abdomen_______ Hernia________

Skin______ Glands______ Orthopedic__________    Neuromuscular__________    

Nutrition___________ Allergies__________    Structural Defects_______________   

Scoliosis_______ if yes, degree__________ & treatment_____________________

Seizures _______ if yes, describe_______________________________________

Seizure meds & treatment_____________________________________________

Lab work, if any______________________________________________________

Illness, injury or surgery since last exam_______________________________

Medications ______________________________________________

Participation in Physical Education__________________________________________

Remarks or recommendations______________________________________________

Please attach the immunization record & sign, date & stamp the form.

__________________________________________   Date _____________
Physician’s Signature                       
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Registro de examen físico
 
[bookmark: _GoBack]Nombre: _______________________________       fecha de nacimiento: _____________
 
Prueba de Mantoux date__________ Result__________ Fecha read_________
 
Ht ________ Wt ______ BP ______ Pulso ______ Visión _______ Hearing________
 
Corazón ________ pulmones ________ Abdomen_______ Hernia________
 
Skin______ Glands______ Orthopedic__________ Neuromuscular__________
 
Nutrition___________ Allergies__________ Defects_______________ estructural
 
Scoliosis_______ en caso afirmativo, degree__________ y treatment_____________________
 
Las convulsiones _______ en caso afirmativo, describe________________________________

Medicamentos anticonvulsivos y treatment_________________________________________
 
Análisis de laboratorio, si any_____________________________________
 
Enfermedad, lesión o cirugía desde el último exam_______________________________
 
Medicamentos______________________________________________
 
Participación en Fisica Education__________________________________________ 
 
Observaciones o recommendations______________________________________________
 
Adjunte el registro de vacunación y firme, ponga la fecha y selle el formulario.
 
__________________________________________Fecha_____________
Firma del médico
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