Madison County Schools
Health Assessment Form for EC evaluation

Student’s name__________________________ DOB and age ______________ Teacher/grade__________ 
Health History including any chronic conditions, illnesses or injuries: ______________________________
______________________________________________________________________________________
________________________________ History obtained from:  __________________________________
Any current health concerns including allergies, special dietary needs, and current medications: _________
______________________________________________________________________________________
Date/Time of Assessment___________ Vital Signs: Temp ______ Pulse ______ RR ______ BP _______
 *See attached vision screening results and growth chart for height and weight findings*

General Appearance:  ____________________________________________________________________
Neurological assessment:  _________________________________________________________________
Integrumentary system: __________________________________________________________________                             
Eyes, Ears, Oral cavity, Nose, and Throat: ____________________________________________________
______________________________________________________________________________________
Heart, Lungs, Peripheral vascular: __________________________________________________________

______________________________________________________________________________________
Abdomen and Genital/Urinary (review of GU symptoms only, no physical exam):  ___________________
______________________________________________________________________________________
Musculoskeletal system:  _________________________________________________________________
______________________________________________________________________________________
Any follow-up indicated or additional comments are listed below
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Nurse completing assessment:  _____________________________________________________________
