
G
rade Entering ____________________ 

List D
ates (m

onth – day – year) 

Type of vaccine 
1

st  
2

nd  
3

rd  
4

th  
5

th  

DTaP/DTP 
(Diphtheria, Tetanus, Purtussis) 

DT 

Td 

O
PV/IPV 
(polio) 
M

M
R 

(M
easles, M

um
ps, Rubella) 

M
easles 

M
um

ps 

Rubella 

HIB 

TB Test 
(type & result) 
Hepatitis B 

Varicella 
(chicken pox vaccine) 

O
ther: 

Follow
-Up Notes: 

__________________________________________
__________________________________________

THIS FO
RM

 M
UST BE RETURNED TO

 THE SCHO
O

L 
O

FFICE BY:  August 11, 2010 

School Year: 2023-- 2024

Physical Exam
ination Form

 

Student’s Nam
e: ____________________________

Birth Date: ________________  Sex:  ___________

Parent/Legal G
uardian: ______________________

Physician’s Nam
e: __________________________

Physician’s Phone #: ________________________

To Parent/Legal G
uardian: 

In accordance w
ith the recom

m
endations of the S

t. Louis 
A

rchdiocese H
ealth A

dvisory C
om

m
ittee, all children are 

expected to have a com
plete physical exam

ination upon 
entrance to kindergarten, 3

rd grade, 6
th grade, 9

th grade, and all 
new

ly enrolled students w
ho have not had a physical 

exam
ination w

ithin the past 12 m
onths. 

This form
 is provided for the convenience of your child’s 

physician.  A
t the tim

e of the exam
ination please have your 

physician com
plete and sign this form

.  It is expected that
each student have this form

 on file at school by the first 
day of school. 

S
chool N

am
e:  Ascension Catholic School

S
chool A

ddress: 238 Santa M
aria Dr. Chesterfield, M

O
 

S
chool P

hone:  (636)  532-1151
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Physical Exam
ination Form

 – Ascension Catholic School 

M
edical History (to be com

pleted by parent) 

E
yes:  G

lasses ____   (reading ___  distance ___)  C
ontacts ____ 

O
ther _______________________________________________

E
ars:  Frequent infections  ______________________________

H
earing D

ifficulty (explain)  ______________________________
H

earing A
id:  right ____   left ____  w

ear at school ____ 

A
llergies: (drugs, food, insects, pollens) 

P
lease list: 

__________________________________________
H

as the allergy ever required em
ergency action? (explain) 

____________________________________________________

A
sthm

a:  Y
es ____   N

o ____  Triggered by: ________________
Treatm

ents/M
edications:________________________________

D
iagnosed by physician (date):___________________________

S
eizures:  Yes ____ N

o ____  D
ate of last seizure:

___________
D

escribe S
eizure:

_____________________________________
M

edication:
__________________________________________

O
ther M

edication/Inhaler:
_______________________________

____________________________________________________
R

easons for taking:____________________________________

O
ther Health Concerns: 

!
 yes 

!
 no 

D
iabetes 

!
 yes !

 no 
heart problem

s 
!

 yes 
!

 no 
bleeding 

!
 yes !

 no 
eating  

!
 yes 

!
 no 

sleeping 
!

 yes !
 no 

bow
el  

!
 yes 

!
 no 

bladder 
!

 yes !
 no 

bed w
etting 

!
 yes 

!
 no 

dental 
!

 yes !
 no 

skin  
!

 yes 
!

 no 
m

enstrual history 
!

 yes !
 no 

phobias(fears) 
!

 yes 
!

 no 
blood pressure 

!
 yes !

 no 
orthopedic 

!
 yes 

!
 no 

neurological 
!

 yes !
 no 

head aches 
!

 yes 
!

 no 
blood disorder 

!
 yes !

 no 
lungs  

!
 yes 

!
 no 

sickle cell anem
ia 

!
 yes !

 no 
TB

 exposure  
!

 yes 
!

 no 
bee allergy 

E
xplain:

_____________________________________________
 

O
ther illness, injury, or health problem

 that m
ight affect perform

ance 
at school:____________________________________________

 

Physical Exam
ination (to be com

pleted by physician) 

G
row

th M
easurem

ents: 
H

eight: _________   W
eight: ________ 

D
ietary restrictions:

____________________________________

P
hysiologic M

easurem
ents: 

Tem
perature: ________   P

ulse: ________  R
espiration:________ 

B
lood pressure: ________  U

rinalysis: ________ 

P
hysical E

xam
: 

G
eneral A

ppearance: 
__________________________________

S
kin: 

_______________________________________________
H

ead: _______________________________________________
N

eck: _______________________________________________
E

yes: _______________________________________________
V

ision Test:   B
oth ________  R

ight ________  Left ________ 

E
ars: _______________________________________________

H
earing Test:  P

ass ________   Fail  ________ 

N
ose/M

outh/Throat: 
___________________________________

C
hest: ______________________________________________

A
bdom

en: ___________________________________________
G

enitalia: ____________________________________________
B

ack &
 E

xtrem
ities: ____________________________________

N
eurological E

xam
: ____________________________________

C
hronic conditions and treatm

ent: 
________________________

____________________________________________________
____________________________________________________

S
hould physical activity be restricted?  Y

es _____   N
o _____ 

If yes, specify degree: __________________________________
O

ther restrictions:______________________________________
P

referential S
eating: ___________________________________

Signature: 
__________________________________________

Date:  ____________    Date of Exam
:  

___________________
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