
COLLEGEDALE ACADEMY
PHYSICAL EXAMINATION RECORD

(Portions of this form may be omitted at the physician’s discretion)

NAME_____________________________________ NAME___________________________
   LAST FIRST MIDDLE PARENTS OR GUARDIANS

Birth Date______________________ Address______________________________________

Age______ Gender______ Grade______ _______________________________________

Date_____________________ Telephone_______________________________

Student Check This Section:
General Health

Excellent................. ( ) Measles................... ( )
High Average........... ( ) Mumps.................... ( )
Low Average........... ( ) Malaria.................... ( )
Poor........................ ( ) Polio....................... ( )

Diabetes.................. ( )

Family History Headaches............... ( )

(Immediate) Constipation........... ( )

Diabetes.................. ( ) Nervous................... ( )
Epilepsy.................. ( ) Orthopedic.............. ( )
Heart....................... ( ) Joint, swollen
Nervous Breakdown.( )     and painful.......... ( )
Tuberculosis............ ( ) Rheumatic Fever..... ( )
Other....................... ( ) Accident................. ( )

Surgery.................... ( )
Personal History Allergy.................... ( )

Pleurisy................... ( ) Asthma................... ( )
Pneumonia.............. ( ) Hay Fever............... ( )
Tuberculosis.............( ) Sinusitis................... ( )
Whooping Cough.... ( ) Colds, Frequent....... ( )
Typhoid.................. ( ) Influenza................ ( )
Diptheria................. ( ) Injury...................... ( )
Scarlet Fever........... ( ) Other...................... ( )

                             IMMUNIZATIONS

The PERMANENT TENNESSEE CERTIFICATE OF IMMUNIZA-
TION is required of all new students and is DUE AT REGISTRATION.

The required immunizations for school attendance are polio, tetanus,
measles, mumps, and rubella.  The Certificate of Immunization is
available from your health provider upon verification of immuniza-
tion.

Check condition found ( ).  Circle number to show
degree of defect.

Nutrition
Height
     in inches....................
Weight
     Actual...................... 1 2 3
     Standard................... 1 2 3
     Underweight..........lbs. 1 2 3
     Overweight............lbs. 1 2 3

Hearing
right................................ 1 2 3
left.................................. 1 2 3

Vision
right..........................20/20 / /
left............................20/20 / /

Glasses
right...........................20/20 / /
left.............................20/20 / /

Color Vision..............................................................................

LAB, BLOOD PRESSURE, & TEMPERATURATURE

Temp._________Specific Gravity__________

Blood Pressure______ Acidity________

Hemoglobin%_______ Albumin_______

Urinalysis__________ Sugar_________



PHYSICIAN’S RECORD
Circle No. 1 if normal; No. 2 if slight defect is present; No. 3 if condition needs attention

MOUTH 1 2 3

Breath..................... ( )
Lips......................... ( )
Membrane............... ( )
tongue.................... ( )
post nasal discharge..( )

TEETH 1 2 3
tartar....................... ( )
cavities.................... ( )
fillings..................... ( )
diseased gums........... ( )
malocclusion........... ( )

TONSILS 1 2 3
absent...................... ( )
enlarged................... ( )
inflamed.................. ( )
tags......................... ( )

NOSE 1 2 3
discharge................. ( )
obstruction.............. ( )
inflammation...........( )
sinusitis................... ( )

EYES 1 2 3
lids.......................... ( )
strabismus................ ( )
diseased....................( )
conjunctiva..............( )

EARS 1 2 3
wax......................... ( )
discharge................. ( )
canal....................... ( )
drum........................ ( )
mastoid................... ( )

THYROID 1 2 3
palpable.................. ( )
enlarged................... ( )
nodular.................... ( )

LYMPHATICS 1 2 3
inflamed.................. ( )
enlarged................... ( )

LUNGS 1 2 3
expansion...... ( )
rales............ ( )
dullness........ ( )

BLOOD PRESSURE 1 2 3
HEART

enlarged.......... ( )
irregularities.... ( )
murmurs....... ( )

ORTHOPEDICS 1 2 3
joints; swollen
painful..................... ( )
spine; lordosis.......... ( )
          kyphosis........ ( )
          scoliosis......... ( )

GENITO-URINARY 1 2 3
............................... ( )
............................... ( )

ABDOMEN 1 2 3
scar.......................... ( )
ptosis...................... ( )
hernia...................... ( )
organs, palpable.......( )
tender, where...........( )

REFLEXES 1 2 3
absent...................... ( )
sluggish.................... ( )
exaggerated............. ( )

SKIN 1 2 3
erruption................. ( )
disease..................... ( )
hair.......................... ( )
nails........................ ( )

OTHER PROBLEMS 1 2 3
....................... ( )
...................... ( )
...................... ( )

RECOMMENDATIONS
1. Physical Education............................Unlimited...( ) 4. Recommended labor load:  Restricted ( )   Unrestricted ( )

       limited to exclude............. ( )
       completely excused.......... ( ) 5. Medicine allergies are_____________________________

Reason if limited or excused____________________________ _______________________________________________
_________________________________________________

6. ________________________________________________
2. Medicine & dosage if any recommended________________  print or type doctor’s name below signature
_________________________________________________ ___________________________________________________________________________

3. Recommended class load: Extra ( ) Normal  ( )  Limited ( ) DATE___________________________PHONE____________________________________


