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COMPLETE PHYSICAL EXAMINATION

Height in {%'ife) | Physical Examination:
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Lead Scraaning (Vencs prefed)

Tuberculin Test (FPD Maroux)*

Vigion Screening

! £

[10ps  [JDamsl Hygisnist

1. Examiner [ ] MD
[] Otrwer Henlih Care Profesalonal (Specify)

2. Docs the chitd alesp with abote? [ Yes [ No

3. Findings A. No Visibke Proplems ... o e
{Claan mouth, na visible cavities, heality guma)
(Cawibe, infismed gums, open bite, melocchumson)
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+ D. Other {Spacify). ... e e e e
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IMMUNICATION HIBTORY
DATE IMMUNIZATION GIVEN

1t nd 3rd 4th

oTe

oT

OwP

T

OPVNFV
Hep B
MMR
\aricalla

Other,
Specrdy.
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