NORTH HANOVER TOWNSHIP SCHOOLS, BURLINGTON COUNTY, NEW JERSEY
PHYSICAL EXAMINATION REPORT

NAME _______________________________
DATE OF BIRTH __________________  AGE _________________
SEX:  ______________
     HEIGHT: ________

WEIGHT: ________

BMI ___________________



BLOOD PRESSURE:  _____________
   
HR: _________BPM

VISION:  R 20/______   L 20/ _______    CORRECTED:  Y  /  N     CONTACTS:  Y  / N         GLASSES:  Y  /  N

EXAM DATE _________________________
TODAY’S DATE ______________________________
	INDICATORS
	NORMAL?
	ABNORMAL FINDINGS/COMMENTS

	General Appearance
	YES
	

	Head / Neck
	YES
	

	Eyes / Sclera / Pupils
	YES
	

	Ears
	YES
	

	       Gross Hearing
	YES
	

	Nose / Mouth / Throat
	YES
	

	Lymph Glands
	YES
	

	Cardiovascular
	YES
	

	      Heart Rate
	YES
	

	      Rhythm
	YES
	

	      Murmur
	ABSENT
	

	Lungs:  Auscultation / Percussion
	YES
	

	Chest Contour
	YES
	

	Skin
	YES
	

	Abdomen (liver, spleen, masses)
	YES
	

	Assessment of physical maturation or Tanner Scale
	YES
	

	Testicular Exam (male only)
	YES
	

	Neck / Back / Spine
	YES
	

	     Scoliosis
	ABSENT
	

	Skeletal
	YES
	

	Neurological:  Balance and Coordination
	YES
	

	Hernia
	ABSENT
	


Medications currently prescribed, with dose and frequency.

	Medication Name
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	


Additional Observations ____________________________________________________________________________

________________________________________________________________________________________________
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General Recommendations/ Referrals__________________________________________________________________
_________________________________________________________________________________________________
___________________________________________________________________________________________________________

Should this child have restrictions on play or physical activities?   Y  /  N

 If Yes, please explain _______________________________________________________________________________

__________________________________________________________________________________________________

***PLEASE ATTACH A COPY OF IMMUNIZATION RECORD.***
PHYSICIAN / PROVIDER’S SIGNATURE____________________________________________________________________________________  

TODAY’S DATE ___________________  




  DATE OF EXAM ___________________
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