
PHYSICIAN REPORT AND HEALTH RECORD 

Immanuel Lutheran School ~ Kindergarten 
1101 Hilltop Drive 

Loveland, CO 80537 

667-7606 

 

IMPORTANT:  Children entering kindergarten should have a physical examination, and everyone must have a 

completed immunization card before entering school. 

 

 

Child’s  Name________________________________________ Sex_____ Birth Date___________________ 

 

Address__________________________________________________________________________________ 

 

Check Illnesses child has had: 

_____German Measles  _____Rheumatic Fever  _____Ear Infection (right/left) 

_____Measles (regular)  _____Mumps    _____Strep Throat 

_____Scarlet Fever   _____Chickenpox 

_____Allergy (type or types)_________________________________________________________________ 

 

Tuberculin Test:   Date_____________   Negative______   Positive______ 

 

Immunizations-year of completed primary or latest booster: 

Diphtheria__________________ Poliomyelitis_________________ 

Pertussis__________________ Rubella_____________________ 

Tetanus___________________ Measles_____________________ 

 

Surgery, accidents, other illnesses, or special problems:__________________________________________ 

__________________________________________________________________________________________ 

Physician’s Examination (check and explain any abnormalities) 
Posture _____________________  Thyroid  _______________________ 

Eyes  _____________________  Lungs   _______________________ 

Ears  _____________________  Heart   _______________________  

Nose  _____________________  Pulse   _______________________  

Mouth  _____________________  Hernia   _______________________ 

Skin  _____________________  Genitalia  _______________________ 

Throat _____________________  Feet    _______________________ 

Lymph Nodes_____________________  Nervous System_______________________ 

Thorax _____________________  Abdomen   _______________________ 

 

Lab Results:     Height____________ Weight_________________ Hearing_________ Vision_________ 

   (If tested) 

Medication: (if any)______________________________Comments and recommendations______________ 

 

__________________________________________________________________________________________ 

Over-all health and physical condition is judged to be (circle): 

 

Excellent  Good   Fair   Poor 

 

Date_____________  Doctor’s Signature_________________________________________________ 

 


