
 
      

Physical Form 

Student Name: _____________________________ Parent’s Name: ________________________ 

DOB: _______________________ Grade: ________________ Date of Exam: _________________ 

 
 

Should physical ac.vi.es be avoided?        ___ Yes ___ No 

Comments:   

Examining Physician:  ____________________________    Stamp and/or place of service: _________________ 
               Signature 

              
                                                                                      

   NORMAL ABNORMAL    NORMAL ABNORMAL

Nutri.on:       ___                      ___ 

Gait:        ___                      ___ 

Skin:        ___                      ___ 

Eyes:        ___                      ___ 

Nose:        ___                      ___ 

Speech:       ___                      ___ 

Throat:             ___                      ___ 

Thyroid:       ___                      ___ 

Lungs:        ___                      ___ 

Bones and Joints:      ___                      ___ 

Hemoglobin:        _______________            

Posture:        ___                      ___ 

Musculature:        ___                      ___ 

Scalp:         ___                      ___ 

Ears:         ___                      ___ 

Mouth/Gums:        ___                      ___ 

Teeth:         ___                      ___ 

Lymph Nodes:             ___                      ___ 

Heart:         ___                      ___ 

Abdomen:        ___                      ___ 

Feet:         ___                      ___ 
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