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HEALTH APPRAISAL
 

, '~ar Parent or Guardian:	 I 

e following information is requested so that the school and parent can work together to meelthe physical. intellectual. and emotional needs of the child. Fill out the information 
. .,quested in Section I. Section II may be certified by transcription of information from the certificate of immunization. The remaining sections (III. IV. V) are to be completed by a 
doctor. nurse. and dentist. (BE SURE TO BRING YOU CHILD'S IMMUNIZATION RECORDS TO THE EXAMINATION.) 

PERSONAL 

Child's Name' .....,... -=	 _ Date of Birth _~Se'x.l( 

Last First Middle 

Address -:-:-- Today·s Date _ 

Number & Sireet City Zip 

Parenrs or Guardian's Name .,...- -:::- _ Telephone (Homel _ 
Last First Middle 

Address --:-:-- Telephone (Workl _ 

Number & Street City Zip 

SECTlON 1I-IMMUNIZATlONSECTlON 1- HEALTH HISTORY 
S1DmentIIUCh."UP TO DATE" 01' "COMPLETE" Will not be accepllld. 
Adrrilaion to .c:IIooI rIlIJ be dlnled on lIIe buil Dlthi. lnllllll1llion.· 

Does your child take any medication regularly? YES C NO 

If yes. what medication?	 _ 

Reason for medication: 

Is your child haVing any of the problems listed below? YES NO 

1.	 Allergies or reactions: (For example. 10Od.
 
medication. or other)
 

2.	 Hay lever. asthma. or wheeZing 

3.	 Eczema or frequent skin rashes 

4.	 Convulsion/Seizures 

5.	 Heart trouble 

6.	 Diabetes 

7.	 Frequent colds. sore throats. earaches
 
(4 or more per year)
 

8.	 Trouble With passing urine or bowel movements 

9	 Shortness of breath
 

Speech problems
 

II. Menstrual problems 

12, Dental problems. Date of last examination 

13. Other 

Please explain any' problem areas identllted above: 

VACCINE: DATE ADMINISTERED 
TYPE MOJDaylYr: TYPE MOJOaylYr:OTPIOTlTd 

1.	 6.(Specify Type) 

2.	 7. 

3.	 8. 

4.	 II. 

5.	 10. 

POLIO
 
(Specify Type)
 1.
 
OPVIIPV
 

2-	 5. 

1 

HaelT1llllllilu. 
1.	 3.Inlluenzae type b 

2-	 .. 
I Not.: II.~~••I.II. RU":~", or Mumps vlCcln.1I w.r. g,v.n b.forll 12 montlls of IIg.,
11111 dosl II musl be re lIed. 
MMR MoJDayIYr: MoJDayIYr: 

1.	 2. 
HlPIlilis B 

1.	 3. 

2. 
OTHER VACCINES 

IndlClII pllYllclan
 
dlagno.11I of dl..... or
 
Ilboretory 1,ldenc. of
 
immunity as IPpllcable
 

VACCINES WAIVED DUE TO
 
REACTIONS/CONTRAINDICATIONS/
 
REUGIOUS OBJECTIONS
 

I c.rtlfy 11111 1111 ImmunlzaUon dales are Irue 10 Ihs besl of my knowledge 

gateValldallng Signeture	 Tille 

arenrs Signature:	 _ 



SECTION'" - PHYSICAL EXAMINATION, INSPECTION, TESTS, AND MEASUREMENTS 
EXAMINATIONS AND/OR INSPECTIONS 

TESTS AND MEASUREMENTS 

Under under 
Referred 

Vision Tested? o Visual Acuity 

Normal ClreReferredNormal Care 

Urinalysis Done? o Sugar 
o Ves oNo o Albumin 

Date o Other 

o Ves oNo o Ocular Muscle 
Date o Microscopic 

Hearing Tested? o Audiometer Blood Preaure Measured? 

OVes DNa o Other o Ves DNa 

Date Reeding 

Hemoglobin/Hematocrit Tested? Height Weight 

OVes DNa Other: 

ESSENTIAL FINDINGS DEVIATING FROM NORMAL AND/OR RECOMMENDATIONS 

DOCTOR'S/NURSE'S SIGNATURE DATE: 

_______ mm.Tuberculin Test lif given) Date Type: 0 Negative o Positive 

SECTION IV • RECOMMENDATIONS 

Is there any defect of vision, hearing, or other condition for which tha school could help by seating or other action? o Ves DNa 

If yes, please explain 

Should the student's activity be restricted becau. of any physical defect or Illness? 0 Ves 0 No If yes, check below and explain degree of restriction: 

o Classroom .OPlayground o Gymnasium OSwimming Pool OCompetitive Spans OCamp o Other 

Examiner'S Signature este ~lClImtner s Name (print or typel Degree or L.lcense 

Number & Street City ZIP Te.epnone 

SECTION V· DENTAL EXAMINATION AND RECOMMENDATIONS (OPTIONAL) 

I have examined 
Child'S Name 

teeth and mike the following recommendations as to treatment: 

Centist's SI9nsture Cate 

COMMENTS: 

1-­-----1 


