SULLIVAN COUNTY BOCES MEDICAL EXAMINATION 

NAME:_________________________________________D.0.B.___________________ 

ALLERGIES_______________________________Date of Exam: _________________

------------------------------------------------------------------------------------------------------------

FINDINGS:

Height: ______ Weight: _____lbs. B/P: _______ P: _______ R:______

REQUIRED: BMI______%   

Weight Status Category:
<5%____, 5%-49%____, 50%-84%____, 85%-94%____, 95%-98%____, >99%____

Eyes:_________Far Vision:  R -20/_____ L- 20/_____  Uncorrected/Corrected(c glasses)

Ears (Otoscopic): _______________ Hearing: R _____ L _____

Lymph Nodes: ______________________ Thyroid: ______________________ 
Nose: _________________________Tonsils: _______________________ 

Teeth:_______________Heart: ___________________ Lungs: ____________________

Hernia: _______________________ Genito-Urinary: ________________

TANNER SCALE:    I_____,II_____, III_____, IV _____, V_____

Orthopedic-Structural:___________________Posture-Scoliosis:____________________  

Feet:_________________ Skin (Non-Comm): __________________________ 

Abdomen: __________________ Nervous System: __________________________

Seizures: ___________________  Epileptic: ____________   Febrile: __________

Speech:__________________________Nutrition:________________________

Diabetes: ______________________ Fractures: _______________________  

Operations:______________________________________________________________

Serious or Chronic Illness:_________________________________________________

Abnormal Findings:_____________________________________________

Problems relating to growth, development, or nutrition:
Immunizations administered at this time: 

_____________________________________________________________ 

------------------------------------------------------------------------------------------------------------ 

RECOMMENDATIONS:

Adaptive Physical Education?  Yes _____  No _____

Restrictions from performing normal school activities? Yes _____  No _____  

Please Explain:____________________________________________

Further Diagnostic Evaluations Recommended: 

__________________________________________________

To Determine:____________________________________________________________

------------------------------------------------------------------------------------------------------------ 

MEDICATION:

What medication(s) does this child take?_______________________________________

_______________________________________________________________________

Date ___________  
               Physician’s Signature:_______________________
PLEASE STAMP or Print Physician’s Name:______________________        
Address________________________________
  Phone __________________________________ 
