McDonogh School Record of Physical Examination

School Health Assessment
To be completed ONLY by Physician / Nurse Practitioner

This form should be completed annually by all students in grades K-12 (prekindergarten students should use the form
from the Office of Child Care instead). This form must be signed by a medical practitioner who is not the child's parent.

Student’s Name (Last, First, Middle) Birthdate (MM/DD/YY)  Gender Grade

1. Does the child have a diagnosed medical condition?

CINo [JYes

2. Does the child have a health condition which may require EMERGENCY ACTION while he/she is at school? (e.g.,
seizure, insect sting allergy, asthma, bleeding problem, diabetes, heart problem, or other problem) If yes, please
DESCRIBE. Additionally, please “work with your school nurse to develop an emergency plan”.

|:| No [ Yes

3. Arethere any abnormal findings on evaluation for concern?

I No [dves

Evaluation Findings / Concerns

Physical Exam | WNL | ABNL Area of Concern Health Area of Concern Yes No
Head Attention Deficit / Hyperactivity
Eyes Behavior / Adjustment

ENT Development

Dental Hearing

Respiratory Immunodeficiency

Cardiac Lead Exposure / Elevated Lead
Gl Learning Disabilities / Problems
GU Mobility

Muscoskeletal / Nutrition

Orthopedic

Neurological Physical lliness / Impairment
Skin Psychosocial

Endocrine Speech /Language

Psychosocial Vision

Other Other

4. RECORD OF IMMUNIZATIONS - DHMH 896 is required to be completed by a health care provider or a computer-

generated immunization record must be provided. Note that McDonogh requires vaccination per DHMH and

COMAR 10.06.04.03 and that the School only accepts exemptions for medical contraindications. Other
types of exemptions, including religious exemptions, are not accepted by the School.
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McDonogh School Record of Physical Examination

School Health Assessment - continued
To be completed ONLY by Physician / Nurse Practitioner

5. Isthe child on medication? If yes, indicate medication and diagnosis.

|:| No DYes

(A medication administration form must be completed for EACH medication administration in school).
http://test. nsde.maryland.gov/about/Documents/DSFSS/SSSP/SHS/medforms/medicationform404.pdf

6. Should there be any restriction of physical activity in school? If yes, specify nature and duration of restriction.

[INo [ Yes

7. Screenings

Screenings Results Date Taken
Tuberculin Test

Blood Pressure
Height

Weight

BMI %tile

Lead Test Optional

(Child’s Name)

has had a complete physical
examination and has:

] Noevident problem that may affect learning or full school participation

|:| Problems noted above

Additional Comments:

Physician / Nurse Practitioner (Type or Print) Phone

Physician / Nurse Practitioner (Signature) Date

Rev. 8/26/2025
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