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Ankeny Christian Child Care

2506 SW 3rd, Ankeny, Iowa 50023
Phone: 964-3599

Physical Examination Form

To be completed by physician

Child’s Full Name _______________________________________DOB: ____________________
Address  ______________________________________________________________________________
Age___________
Height_________
Weight_________

Skin________________________________
Head & Scalp______________________

Eyes____________
Nose___________
Lymph Nodes_____________________

Teeth___________
Throat_________
(R) TM _____________________________

Throat__________
Neck___________
Chest______________________________

Heart______________________________
B.P.___________ Femoral Pulse______

Lungs______________________________
Abdomen_________________________

Genitalia___________________________
Rectum, Anus_____________________

Spine and Back____________________
Extremities________________________

Neuromuscular____________________
Gait________________________________

Urinalysis__________________________


Vision:  
(r) eye ___________ (l) eye___________ Both__________

Hearing:
Normal__________ Abnormal________ Both_________


If needed:
Hemoglobin of Hematocrit_______________________



TB screening_________________ Sickle Cell___________



Lead screening_______________

Allergies_________________________________________________________________________________________________________________________________________________________

Summary of findings and recommendations:

I have examined______________________________.  He/She is____ is not____ physically and emotionally able to participate in your program.

Additional comments______________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________                          ________________________

        (Physician’s Signature)          




          (Date)

*this form is good for 1 year and must be renewed annually


