Name

Educational Service Unit 8

Date of Birth

Sex MO FO

Address/Phone

Month Day Year

Parent or Guardian

School

Family Doctor

Family Dentist

Date of Examination

Grade

Age

Height

Weight

BMI

Blood Pressure

Teeth

Vision Correction

Distant Vision (R)

Distant Vision (L)

Near Vision (R)

Near Vision (L)

Hearing R|L|R|L|R|L|R|L|R|L]|R RIL|R|L|R|L|R|L|R|[L|R|L|R]|L LR
500
1000
2000
3000
4000
6000
8000
Vision Evaluation Health History
Date Asthma Diabetes
OD/MD/PA/ARNP Allergies Chickenpox
Physical Seizures Surgery

Kindergarten Date Other

MD/PA/ARNP
Grade 7 Date

MD/PA/ARNP
Out-of-State Transfer Date

MD/PA/ARNP

Immunizations
DTP/DT/DTap/ | OPV/IPV MMR Hepatitis Hib Varicella | Prevnar | Menactra Hep A Other
Td/Tdap (Polio) B




NOTES




