Capitol Park Early Learning Center

Child Physical

_______________________________________________________________________________

Last Name



First Name
_______________________________________________________________________________

Birth date

Age

Sex




_______________________________________________________________________________

Parent/Guardian

Address



Telephone
Allergy____________________________________________________________________________

Injuries___________________________________________________________________________

Surgery___________________________________________________________________________

Illness:  (dates of)

	Chickenpox


	Diabetes
	Diphtheria
	Ear Infections

	Epilepsy


	Rubella
	Hepatitis
	Measles (red)

	Mumps
	Pneumonia
	Polio
	Rheumatic Fever



	Strep Infections
	Tuberculosis
	Whopping Cough
	Other




Physical Examination

√= Normal or negative

	Appearance
	
	Ears
	
	Hernia
	

	Posture
	
	Nose
	
	Back
	

	Nutrition
	
	Throat
	
	Extremities
	

	Neurologist
	
	Lymph Nodes
	
	Blood Pressure
	

	Skin
	
	Thyroid
	
	Urine Analysis
	

	Hair & Scalp
	
	Heart
	
	Hemoglobin
	

	Eyes & Vision
	
	Lungs
	
	Height
	

	Abdomen
	
	Genitalia
	
	Weight
	

	Other
	
	
	
	
	


Chronic Disease _______________________
Medications ________________________________

RemediableDefects_________________________________________________________________
Physician’s Comments & Recommendations: __________________________________________________________________________________________________________________________________________________________________
Date of Exam _____________________ Physician Signature ________________________________

Physician Name (please print or stamp) __________________________________________________

3/2013

