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Physical Examination
A licensed physician, nurse practitioner, or physician assistant must complete the section below.

Child’s Name: _______________________ Date of examination: ____________


Height ________


BP ___________


Weight ________


Pulse _________

Hearing: 
Right __________

Left __________ 
☐ Pass   ☐ Fail
Vision:
Right __________

Left __________
☐ Pass   ☐ Fail 
Spinal Screening: ☐ Pass   ☐ Fail 

Comments:  ______________________

	Physical Examination
	Check one
	Comments

	
	Normal
	Abnormal
	

	Head
	
	
	

	Eyes
	
	
	

	Ears
	
	
	

	Nose/Throat
	
	
	

	Mouth/Teeth/Gums
	
	
	

	Heart
	
	
	

	Chest/Lungs
	
	
	

	Skin
	
	
	

	Abdomen
	
	
	

	Genitalia
	
	
	

	Neurological
	
	
	

	Developmental
	
	
	

	Musculoskeletal
	
	
	

	Nutrition
	
	
	

	Speech/language
	
	
	

	Social/Emotional
	
	
	


Identified Special Needs: ______________________________________________________________________
____________________________________________________________________________________________________________________________________________

Health Care Professional’s Certification
Health Care Provider’s Signature: ______________________________________
Phone number: _________________________

Date: ___/_____/____
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