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HeaLTH ScReenIng cODe: n = normal;  R = Referred; T = Under Treatment; c = See comments
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sTREp infECTiOns
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■ provisional admission attached–Date Granted:______________________________ ■ Medical exemption attached ■ Religious exemption attached

MEninGOCOCCal

Tdap

HEpaTiTis a ***
HpV (HuMan papillOMaViRus) *** 
OTHER
OTHER

Date of Birth (Mo/Day/Yr) sex
■   Male ■   female

TElEpHOnE nO.

IMMUnIZaTIOn RegISTRY nUMBeR

Date: Titer:

Titer:

Titer:

Date:

Date:

4th Dose
Mo/Day/Yr

Measles

Rubella

Mumps

Hepatitis B
Titer:Date:Varicella

3rd Dose
Mo/Day/Yr

2nd Dose
Mo/Day/Yr

1st Dose
Mo/Day/Yr

5th Dose
Mo/Day/Yr

pOliO – inaCTiVaTED pOliO 
VaCCinE (ipV)
If oral vaccine, indicate (OPV) in corner box

R
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Read
Mantoux Result (MM) or
iGRa Result

TB screening (Mantoux or iGRa Test)
Date Date

Muscle Balance

Color perception           Date Results

Chest X-Ray                                            Result
Date normal abnormal Medication

Reactor no Rx ■
Date started

Date Completed
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BiEnnial sCOliOsis sCREEninG
(Beginning at age 10)
Referred for abnormal result ■                     ■                     ■                     ■                     ■

Date Date Date Date Date

DipHTHERia, TETanus, pERTussis 
(DTap) or any combination
(If Td or DT, indicate in corner box)

Titer:Date:

LeaD ScReenIng

Test Date              Result

HISTORY HISTORY HISTORY

Document below single antigen vaccine receipt,
serology titers, or varicella disease history

influEnza (flu)
OTHER



PHYSIcaL eXaMInaTIOnS
Grade/ageDate Type of Exam significant findings Medical provider

RECORD: findings and Recommendations of physicians including medications, operations and injuries; Modification of
school program;  Referrals and follow-up; Conference with parents, Teachers; Counseling with student.  individual
nurses notes must be attached.
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