
 
 

STUDENT PHYSICAL FORM 
 
 
 

GREEN PARK LUTHERAN SCHOOL requires all new students, kindergarten,  4th and 7th grades to have a physical 
examination and current immunization report.  This Physical form, along with an Immunization Report are re-
quired before the first day of school.    
 

CHILD’S NAME ___________________________________________________________ GRADE  _________________ 

DATE OF BIRTH  __________________________________________________________ 

 

PHYSICAL EXAMINATION 

Height __________    Weight   __________   B/P  __________ 

 

VISION 

Normal  __________    Glasses  __________   Contacts  __________ 

 

HEARING 

Normal  __________    Abnormal  __________ 

 

GROWTH DEVELOPMENT 

Ears/Nose  __________   Heart  __________   Musculoskeletal  _________ 

Skin/Glands  __________   Mouth/Teeth  __________  Head/Neck  __________ 

Genitalia ___________ 

EXPLAIN ANY ABNORMAL FINDINGS  ___________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

LIMITATIONS 

Activity restrictions  __________________________________________________________________________________ 

Diet restrictions  _____________________________________________________________________________________ 

Allergies  ___________________________________________________________________________________________ 

 

IMMUNIZATION RECORDS - PLEASE ATTACH A COPY OF CHILD’S IMMUNIZATIONS FROM DOCTOR 

 

DATE  ________________________  DOCTOR SIGNATURE  _____________________________________ 

      PRINTED NAME  _________________________________________ 
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