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 EARLY CHILDHOOD PHYSICAL FORM 
 

Release:  I give permission for my physician’s office to fax/send this completed form to: 
 

The Above Checked School 
 

Signature of Parent of Legal Guardian ________________________________________________  Date ___________ 
 
 

         Date of Exam ___________________________ 
 
Child’s Name: _____________________________________________________________  Date of Birth ___________________ 
 
Parent’s Name: ___________________________________________________________________________________________ 
 
Address: ________________________________________________________________________________________________ 
 
Birth History    
 
Was your child born early, late or on time? _____________________________________________________________________ 
 
Birth Weight ______________________    Medications used during pregnancy? _______________________________________ 
 
Medical History      
 
Are there any medication or food allergies? ______________________     If so, please list _______________________________ 
 
________________________________________________________________________________________________________   
 
List any medical problems or diseases your child has/had __________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
List any Surgeries, hospitalizations, serious injuries or broken bones: _________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
Please list any medical problems that run in the immediate family: ___________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
 
EXAM CONTINUED ON NEXT PAGE 
 
 
 
 
 
 



 
Physical Exam: * indicates information required by state law     Concerns 
 
*Height _______________________________________  _____________________________________________ 
 
*Weight _______________________________________  _____________________________________________ 
 
Blood Pressure __________________________________  _____________________________________________ 
 
Hematocrit _____________________________________  _____________________________________________ 
 
*Lead _________________________________________  _____________________________________________ 
 
Concerns/Recommendations _______________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
Hearing:   Right – Pass / Fail   Left – Pass / Fail 
 
Vision:   Right – Pass / Fail   Left – Pass / Fail 
 
Head ____________________________________________________Abdomen_______________________________________ 
 
Eyes_____________________________________________________Genitalia________________________________________ 
 
Ears______________________________________________________Extremities______________________________________ 
 
Nose_____________________________________________________ Spine/Neck______________________________________ 
 
Throat____________________________________________________Dental__________________________________________ 
 
Neurological_______________________________________________Skin____________________________________________ 
 
Neck/Thyroid______________________________________________Speech_________________________________________ 
 
Heart_____________________________________________________Lungs_________________________________________ 
 
Development______________________________________________________________________________________________ 
 
Immunization Record- Please indicate month/date/year of each immunization 
 
DPT 1_______________2_______________3______________4______________5**_______________ 
 
Polio 1_______________2_______________3______________4**_____________ 
 
MMR 1_______________2_______________  Varicella       1____________2____________ 
 
Hep A  1_______________2_______________  Hep B   1____________2______________3_____________ 
 
Hib 1______________2________________3________________ 
 
The 5th DTP and 4th Polio should be administered just prior to preschool or school entrance  
 
Physician’s Signature _____________________________________________________ Date __________________________ 
 
Physician’s Name ________________________________________________________________________________________ 
 
Address ________________________________________________________________________________________________ 
 
Phone ___________________________________________________ 
 


