PHYSICIAN’S REPORT

Child's Name: . _ ‘ _ Sex ___Male __Female Age:
Objeciive Data: ) ;
Height ( %) ~  Weight . { %)
BP:: Pulse; ___ ’ T
Vision . Date Hearing - Date
Distance Acuily Right ___ Left___~ Pure Tone Testing (20 dB @ 1000, 2000, 4000 Hz)
Testad with glasses? Yes No
Muscle Balance Pass Fall Not done Right Ear.  Pass Fail
Farsightedness: . Pass Fail Notdone ___ _ leftEar  Pass Fail__.
Color vision with pseudo Other tests (specify)
isochromic plates:  Pass Fall Not done
Child wears glasses? Yes No Chtld wears hearing aid?  Yes No
Glassesfor.  Distance Reading___ Al Times__ Tested with hearing aid? Yes No
‘Referral Made? Yes No , Referral made? Yes No
Speschil.anguage
Speech assesément: done ____notdone ____ Child has no discernible speech problem
Child has possible problem with: ___ arficulation __ thytm . __ voice ___language
Speech evaluation recormmended: ____yes __no
Laboratory Tests ‘
Hemoglobin/Hematocrit Urine Protein Urine Blood Urine Glucose Other
Physical Examination _ ' .
Date examined: A .

Essentially normal Abnomalities as foflows:

Is this child able to participate fully in the following:
Classroom and academic activiies? __yes: ___nD Physical education classes? __yes - _._no
Competitive athletics? ___yes __no Contacl sporis? __yes  __no

If mitations are recommended, please specify:__

Does this child have any special needs that the school/school nurse'can assisi with special programs or attention?

Saint Vincent Elementary School » 17 South Maple Street * Akron, Ohio 44303 * 330-762-5912




Medications

What medications is this child cumently teking? Please fist below.

Medication Reason for taking

Immunizations Regquired by Law to affend school

DPT
Polio
MMR _
Hepaiifis B
Varicella {chickenpox) (effective Faft 2006 for Kindergarien)
HIB (Paycare, Head Start, and Pre-School only)
TB Test Result: Neg or Pos
Other
Please Print or Stamp:
Physician's Name _ Signature
Address ‘ Date Signed

Phone




