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For use of this form, see AR 40-200; the proponent agency is the Office of The Surgeon General.

REPORT TITLE

HEALTH EXAMINATION

OTSG APPROVED (Date)
MAMC Approval Aug 94

HISTORY (To be completed by parent and/or student before seeing the physician)

This exam is needed for: [ School Entry [0 Sports {which sports)

[ Camp [ Other

HAS THIS STUDENT EVER HAD:
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Chronic, recurrent or serious ilinesses?
Any hospitalizations?

Any operations?

Missing organs (eye, kidney, testicle,
spleen, other)?

Medication allergies? Bee sting
allergies?

Allergies that cause trouble breathing,
hives, swelling or problems with
circulation?

Problems with heart or blood pressure?
Chest pain with exercise?

Dizziness or fainting with exercise?
Head injury or been knocked out?
Seizures or convuisions?

Heat exhaustion, heatstroke or other
heatinjuries?

Asthma or wheezing?

Eyeglasses or contact lenses?

Dental bridges, braces or plates?
Take any medications including
vitamins or birth control pills?
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Date last period began

Injuries requiring medical treatment?
Broken bones or sprains?

Neck, back or joint injuries?

Any skin rashes or sores in the last
month?

Any illness or injury in the last month?
Any reason why this student should not
participate in sports?

Has any family member died suddenly
at less than 40 years of age of causes
other than an accident?

Has any family member ever had
elevated cholesterol? Heart attack or
stroke at less than 55 years of age?
Any learning, developmental or
behavior problems?

Do you have other concerns?

Are you having periods?

Any problems with periods?

PATIENT/PARENT/GUARDIAN SIGNATURE

DATE

{FOR PHYSICIAN USE ONLY) EXPLANATION OF ANY ABOVE YES ANSWER OR ADDITIONAL COMMENTS

(Continue on reverse)

PREPARED BY (Signature & Title)

DEPARTMENT / SERVICE / CLINIC [ DATE

PATIENT’S IDENTIFICATION SFor typed or written entries give: Name -last, first

middle; grade; date; hospita

or medical facility)

a

[m]
[m]

HISTORY /PHYSICAL [0 FLOWCHART

OTHER EXAMINATION [0  OTHER(Specify)
OR EVALUATION

DIAGNOSTIC STUDIES

TREATMENT

DA .U

4700

MAMC OP 877-PED, 1 SEP 94
PREVIOUS EDITIONS ARE OBSOLETE.






[image: image2.png]PHYSICAL EXAMINATION

AGE HEIGHT (inches) WEIGHT (ibs) BP PULSE VISION - RIGHT VISION - LEFT O Corrected
/ 3 Uncorrected
NOT
NORMAL  ABNORMAL EXAMINED COMMENTS
1. Eyes O ] 0
2. Ears, nose, throat 0 u] u]
3.  Mouthand teeth jm] u] =]
4. Neck [m] O a
5. Cardiovascuiar =} ] ]
6. Chestand lungs O 0 0
7. Abdomen [m] =] 0
8. Genitalia-hernia (male) [ 0 =]
9. Sexual Maturity Breast Tanner 1 2345
{Tanner Stage) Genitalia Tanner1 2345
10. Skin and lymphatics m] [m] ]
11. Musculoskeletal [m] =] ad
a.  Neck ] m] m]
b. Spine 0 ] =]
c.  Shoulders [m] [m] u]
d. Arms/hands [m] o] g
e. Hips 0O d Od
f. Thighs [m] 0 m]
g. Knees 0 ] o]
h.  Ankles [m} 0O u]
i. Feet a ad 0
12. Neurological ] ] m]
ASSESSMENT

CHECK ORDERS (As indicated by Clinical Pathways)

[J Vision Screen 1 Hearing Screen [JCBC JUA [ Non-Fast Cholesterol Screen
(] Fasting Lipid Screen []Other
C1DPT O DTAP aTd O MMR [jopv I Hib 1PPD [1 Hepatitis B Vaccine

ANTICIPATORY GUIDANCE (Check items discussed)

[ Nutrition [OSafety {71 Behavior ] Development [J Adolescent Risk Behaviors
[] Dental Checkups [1Fluoride 1 Other

RECOMMENDATIONS

[ Full activity without restriction
[J Specific restrictions and recommendations
[3 Further evaluation with

PHYSICIAN SIGNATURE AND STAMP DATE
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