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OOE Policy #11
Attachment 4
DEPARTMENT OF CHILDREN AND FAMILIES (DCF)
OFFICE OF EDUCATION
ANNUAL PHYSICAL EXAMINATION FORM
DCF Regional School, ________________________ Campus

Name:_______________________________________     DOB:


Gender:_______________________________    Date of Exam:


Diagnoses - Primary:



Secondary:



I.
A.  Give date of last tetanus booster:



If more than ten years ago, TD is recommended.
B. List any immunizations or boosters given during the past 12 months:

Date:

Type:


Date:

Type:


II. TUBERCULOSIS (Screening Required When Highlighted)
Date Administered:   Mantoux Test______   X-Ray______  Results


III.
Any significant changes in child’s general health during the past year?


IV. MEDICATIONS

	Name
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


V. OTHER MEDICAL CONDITIONS

1.
Seizures:   ____Yes   ____No


Describe:


2.
Special Dietary Needs:   ____Yes   ____No  (Please include prescriptions)


Recommended food and liquid consistency:


3. Allergies, Sensitivities:


4. Other, please specify:


VI. CLINICAL EXAMINATION

1.
Height___________          Weight___________       Pulse___________

Resp.___________           B.P._____________       Temp.___________

2.
Head


3.
Sensory (Indicate any impairment and extent)


5. Nose


6.
Tonsils/Adenoids 

7.
Teeth and Gums


8.
Neck


9.
Breast and Axillae


10.
Respiratory System


11.
Cardiovascular System


12.
Gastro-Intestinal System


13. Genito-Urinary System


14. Muscular/Skeletal System


Are there any conditions which would prevent this student from standing or weightbearing?

_____Yes   _____No

If orthotics are recommended, please attach prescription:


Scoliosis:  _____Yes   _____No    
15.
Neurological System


VII.
ADDITIONAL INFORMATION

Please indicate any limitations/restrictions regarding physical activities, positioning, physical therapy, occupational therapy, etc:

Please attach prescriptions for each medication, special diet, adaptive device(s), etc.  Any medication to be administered in school requires a separate prescription.  The prescription must state student’s name, medication, dosage, time of administration, and route of administration.

Physician’s Signature:


PLEASE PRINT OR TYPE CLEARLY

Physician’s Name

Date:


Address

Telephone  (______)


PLEASE RETURN COMPLETED FORM TO:

Name


Address


THANK YOU FOR YOUR COOPERATION
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