 (
Free Examination Form
 Physical Examination
State Educational Service, State of
[Please fill in and submit this form to the Office of Student Welfare in your child's school. Attach all the requisite 
medical documents as specified below]
Details of Word
Name of ward:________________________________________ Date of Birth ___________________
Birth certificate registration number: ________________________________________
Name of guardian: ____________________________________
Address: ________________________________________________________________________________
City/Town: __________________________________ St: ___________________________Zip:______________
Telephone Number: ________________________________________________
Child Physical Proportions
Height: ___________________________            Weight: __________________________    BMI:__________
BMI Percentile: ____________________________
Blood pressure: _____________________________
Child Physical Examination
[This should take into account all aspects of the child's physical and mental wellbeing including eyes, ears,, hands, skin, sensory perception, speech and cognitive development, digestion, heart, genitourinary organs, mood, communication skills, abdomen, food habits, and so on]
Please tick the following if applicable:
         Allergies                                                                                           Major Surgical Procedure
          Epilepsy                                                                                           Juvenile Diabetes
           Prior medication                                                                             Physical exercise
            Current Medicine consumed                                                          General tenor of health
Provide suggestions for the ward to follow:
 ________________________________________________________________________________
_________________________________________________________________________________
)

 (
Child Vaccination Chart
Vaccine
Date
Vaccine
Date
MMR
Polio Vaccine
DPT vaccine
Vericella
 Vaccine
Hepatitis A
Hepatitis B
Please tick if the following tests and vaccines are needed:
           
                Tuberculin Test                                           BCG
Signature of medical officer in charge: _____________________________________________
Date of examination:__________________________________
)
