OHIC SCHOOL HEALTH FORM Schoot

Physician’s Report Date Enrolied Gr __
Student's Legal Last Name First Name Middie Name

Date of Physical Examinstion: Today’s Date

Screening Data

| Vision Date Hearing Date

Distance Acuity Right ___ Left Pure tone testing:
Mauscle Balance [ JPass [[JFail [T] Not done Right ear [JPass [JFail [[] Not done
Stereopsis [JPass [JFail [} Not done Leftear [ JPass [_JFail [[] Not done
Color [JPass [JFail [] Not done Stndent wears hearing aid? [ JYes []No
Stndent wears glasses? [JYes [INo Testing with hearing 5id? [JYes [INo
Tested with plasses? [JYes [JNo Referral Made? COYes [ONo
Referral Made? . [JY¥es [[INo Other Test (specify)

Speech Assessment Date:

[CJStudent has no discernible speech problem

[CJSmdent has possible problem with: [JArticulation [ JRhythm [[JVoice [ ILanguage
Speech evaluation is recommended:  []Yes [TNo

Objective Data

| Height | Weight [ BP

Laboratory Tests:

[ JHemoglobin/Hematocrit |_JUrine Protein  [_JUrine Blood | JUrine glucose
[CJOther: ;

Physical Exam:
[[JPhysical Exam essentially within normal limits.
[ JPhysical Exam is not within normal limits.

Does this stndent have any physical, developmental, or behavioral problems? [JYes[JNo
If yes, please suggest special programs, placement or attention that the school cam provide.

Activities & Limitations:

Can the student participate folly in the following activities?
Classroom and scademic activities? [JYes [[JNe

Physical Edncation classes [OYes [CJNeo

Competitive Athlstics [Yes [ONe

Contact and collision sports [¥es [INo
Medications: Is this student on any medications? Yes No
Explain:

Immunizations given at this examination

Physician’s Signature: Date signed
Physician’s Printed Name:

Address: Phone No:




