TULLY SCHOOL DISTRICT PHYSICAL EXAM

Student Name ______________________________________

Grade _______  
Age _______  Date of Birth ____________

Who is your regular Family Doctor?_____________________

Do you have any health problems you would like to discuss with the doctor?


_____ yes
_____ no

Reason for Physical: (check applicable items)

· 1.
Sports (Please list) ___________________________

· 2.
Working Papers

· 3.
CSE

· 4.
New Entrant (required by New York State)

· 5.
Grades K, 1, 3, 7 & 10 (required by New

York State) 

Student Health History: (To be completed by Parent/Guardian)

Please use comment section to explain any “yes” answers

	

	Y
	N
	Comments

	1) Have you ever had surgery?
	
	
	

	2) Have you ever been hospitalized?
	
	
	

	3) Are you presently taking any medication?
	
	
	

	4) Do you have any allergies (bees, medicine, etc.)?
	
	
	

	5) Have you ever passed out/been dizzy when exercising?
	
	
	

	6) Have you ever had chest pain when exercising?
	
	
	

	7) Have you ever been told you have a heart murmur?
	
	
	

	8) Have you ever felt your heart racing or skipping beats?
	
	
	

	9) Has anyone in your family died suddenly before age 50?
	
	
	

	10) Have you ever had a seizure?
	
	
	

	11) Have you ever had a head injury or been knocked unconscious?
	
	
	

	12) Have you ever had heat or muscle cramps?
	
	
	

	13) Have you ever passed out due to the heat?
	
	
	

	14) Do you cough or have trouble breathing while exercising?
	
	
	

	15) Have you had any broken bones?
	
	
	

	16) Have you ever sprained or strained any joints?
	
	
	

	17) Do you wear any special equipment (pads, knee braces, etc.)?
	
	
	

	18) Do you wear glasses, contacts, or protective eye wear?
	
	
	

	19) Have you had any medical problem or injury since your last exam?
	
	
	

	20) Have you had the Hepatitis B vaccination series?
	
	
	

	21) When was your last tetanus shot?
	
	
	

	22) Female Students only:
	
	
	

	Age of first menstrual period
	Date of last menstrual period
	Are  your menstrual periods regular?

	
	
	


I hereby state that, to the best of my knowledge, my answers to the above questions are correct.

Parent/Guardian signature (required) ______________________________________________________ Date ________________

PHYSICIAN USE ONLY

Hgt. __________

Wgt. __________

Blood Pressure __________

Pulse __________
	Medical Exam
	Normal
	Abnormal

	Eyes/Ears/Nose/Throat
	
	

	Lymphnodes
	
	

	Heart
	
	

	Lungs
	
	

	Abdomen
	
	

	Genitalia (males only)
	
	

	Skin
	
	

	Back/Scoliosis
	
	



Cleared for full physical activity including all interscholastic sports


Modified activity/Limitations


Qualified for lawful employment/working papers

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date: _______________
Physician’s Signature __________________________________________________________________










