FORT LEE CHILD & YOUTH SERVICES

PHYSICAL EXAMINATION
To be completed by a qualified licensed physician.

Child/Youth’s Name ___________________________________________________________________





Last


First



Middle

Date of Birth: ___________ Height: ___________ Weight: ___________ Blood Pressure: ____________

Date of Physical Examination: __________________
	SYSTEM EXAMINATION
	EXAMINED
	NOT EXAMINED
	COMMENTS AND FINDINGS

	General Appearance
	 
	 
	 

	Nutritional Status
	 
	 
	 

	Posture/Motor Behavior
	 
	 
	 

	Skin
	 
	 
	 

	Head
	 
	 
	 

	Eyes
	External
	 
	 
	 

	
	Fundi
	 
	 
	 

	Ears
	External & Canal
	 
	 
	 

	
	Tympanic Membrane
	 
	 
	 

	Nose
	 
	 
	 

	Throat
	 
	 
	 

	Mouth/Teeth
	 
	 
	 

	Neck
	 
	 
	 

	Heart
	 
	 
	 

	Lungs
	 
	 
	 

	Abdomen
	 
	 
	 

	Genitalia Tanner Stage)
	 
	 
	 

	Bones, Joints, Muscles
	 
	 
	 

	Neurological
	 
	 
	 

	Estimated Developmental Level
	Cognitive Development
	 
	 
	 

	
	Speech/Language Development
	 
	 
	 

	
	Social/Emotional Development
	 
	 
	 

	
	Health Behaviors/Health Habits
	 
	 
	 

	Other
	 
	 
	 


This child is  CLEARED  /  NOT CLEARED  to participate in the following sports (for children 3 years and older) – Basketball, Soccer, T-ball/Baseball, Football/Flag Football, Cheerleading, Swimming, Dance, Martial Arts, Tennis, Bowling, and golf with the exception of the following sport(s) ___________________________       

Summary of abnormal findings, if any _____________________________________________________________________________

__________________________________________________________________________________________________________._

Medical Diagnosis: ____________________________________________________________________________________________

___________________________________________________________________________________________________________.

Recommendations/Referrals: ____________________________________________________________________________________

___________________________________________________________________________________________________________.
Allergies, if any _______________________________________________________________________________________________
Physician’s Name (Printed): ____________________________________ Phone: ____________________

Signature of Physician:  ____________________________________Date (MM/DD/YY) ______________

FORT LEE CHILD & YOUTH SERVICES

PHYSICAL EXAMINATION – Continued
To be completed by a qualified licensed physician.

Child/Youth’s Name ___________________________________________________________________





Last


First



Middle

	IMMUNIZATION
	RECORD COMPLETE DATES (month/day/year) 

OF VACCINE DOSES GIVEN

	Diptheria, Tetenus, Pertussis (DPT, DtaP)
	1
	2
	3
	4
	5

	Diptheria, Tetenus (DT) or TD (given after 7 yrs of age)
	1
	2
	3
	4
	5

	Poliomyelitis ()PV or IPV)
	1
	2
	3
	4
	5

	Haemophilus 
nfluenza Type B (HibConjugate Vaccine)
	1
	2
	3
	4
	5

	Measles (Rubeola)
	1
	2
	Seriological Confirmation of Measles Immunity:

	Rubella
	1
	2
	Seriological Confirmation of Rubella Immunity:

	Mumps
	1
	2
	Other (List type and date received)

	Measles, Mumps Rubella (MMR vaccine)
	1
	2
	

	Hepatitus B Vaccine (HBV)
	1
	2
	3
	 
	 

	Varicella Vaccine 
	1
	2
	Or Date of Disease:

	Rotavirus Vaccine
	1
	2
	3
	 
	 

	Pneumo/Prevnar
	1
	2
	3
	 
	 

	Last TB Tine/PPD
	1
	2
	Results:


Comments: __________________________________________________________________________

Physician’s 

Address: ___________________________City: __________________State: _____ Zip: _____________

Physician’s 

Name (Printed): ________________________________ Phone: ________________________________

Signature of Physician:  ___________________________________Date (MM/DD/YY) ______________

DATA REQUIRED BY PRIVACY ACT OF 1974
AUTHORITY:

Title 10, United States Code, Section 3013
PRINCIPAL PURPOSE:
Information is used by DA personnel to: (1) verify child health status and currency of immunization per admission requirements: (2) note special program considerations or restrictions on child participation;


(3) execute emergency medical procedures for chronic illnesses/conditions; (4) refer child for enrollment in Exceptional Family Member Program.

ROUTINE USES:
Disclosure of requested information is voluntary; however, if information is not provided, 

DISCLOSURE:

individuals may not be able to participate in CYSD programs
PAGE  
1

