HERRICKS UNION FREE SCHOOL DISTRICT
NEW HYDE PARK, NEW YORK 11040

STAFF MEDICAL EXAMINATION FORM

PART 1
(TO BE FILLED OUT BY APPLICANT)

Ms.
Miss
Mrs.
Mr.
Dr. Age:

Last Name First Name
Address:
Occupation in School District:

HEALTH HISTORY

Have you ever had any of the following? If so, when?

Chicken Pox

Diphtheria

German Measles

Measles

Mumps

Pneumonia

Poliomyelitis

Rheumatic Fever

Scarlet Fever

Whooping Cough

Diabetes

Operations (indicate)

Seizures

Heart Disease

Tuberculosis

Contact with TBC

Ear Conditions

Frequent Headaches

Frequent Colds

Frequent Nosebleeds

Frequent Sore Throats

Tonsillectomy

Asthma and/or Allergy (Specify):

Serious Injuries (indicate)

History of TBC in the family

PART I1
(TO BE FILLED IN BY DOCTOR)
Height Weight Vision: Right Eye
Left Eye
Correction

(OVER)



STAFF MEDICAL EXAMINATION FORM

PART II - CONTINUED (TO BE FILLED OUT BY DOCTOR)

Ears (Otoscopic)

Orthopedic:
Lymph Nodes Structural
Thyroid Egit;lre
Nose Eyes
Tonsils Epilepsy
Teeth & Gums Nervous System
Skin Speech
Nutrition Lungs
Hernia Heart
Genito-Urinary Pulse Rate

Urinalysis Report

Blood Pressure

TBC Test & Results

Other

X-Ray (not required if TBC test is

given - Results:

Is patient under medication on a continuous basis?

If so, for what condition?

In your opinion, is there any physical or emotional condition that may interfere with the applicant's
work in our school district?

If so, explain:

Remarks and Recommendations:

PHYSICIAN'S NAME (PLEASE PRINT)

ADDRESS: PHONE NoO.

SIGNATURE OF PHYSICIAN DATE

RETURN FORM TO:  ASSISTANT SUPERINTENDENT OF SCHOOLS
HERRICKS PUBLIC SCHOOLS -
999 B HERRICKS ROAD
NEw HYDE PARK, NEW YORK 11040
7/05



