
 
High School Boarding Student 

Physical Evaluation 
 

Name:  ______________________________________________________ 
 

Date:  _____________________ 

This Physical Evaluation must be completed ONLY by a Primary Care Provider. 
The student named above has had a complete history and physical exam on the following date:   ___/___/___ 
                                Month   Day    Year 

Screening Results:   
Height:    ___________      Weight:    ___________      Blood Pressure:    __________     Pulse:    ___________ 
 
Vision - Without 
Correction 
 

Right 
20/________ 

Left  
20/________ 

Hearing - Right 

    Passed  Failed  Referred   

Vision - With 
Correction 
 

Right 
20/________ 

Left  
20/________ 

Hearing - Left 

    Passed  Failed  Referred  

 
 
Gross Dental (teeth and gums) Normal Abnormal 

Refer/Treatment 

 
Head/Scalp/Skin                   Normal Abnormal 

Refer/Treatment 

 
Eyes/Ears/Nose/Throat                      Normal Abnormal 

Refer/Treatment 

 
Chest/Lungs/Heart                             Normal Abnormal 

Refer/Treatment 

 
Abdomen Normal Abnormal 

Refer/Treatment 

 
Postural Assessment                           Normal Abnormal 

Refer/Treatment 

 
This student has the following problems that may affect the educational experience: 

Vision    Hearing    Speech/Language    Physical    Social/Behavioral    Cognitive 
Specify:  ___________________________________________________________________________________ 

This student has a health condition (such as seizures or allergies) that may require emergency action at school. 
Specify:____________________________________________________________________________________ 

Recommendations (attach additional sheet if necessary):______________________________________________ 

___________________________________________________________________________________________ 

 
(Please Check One) 

This student may participate in all school activities including physical education. 

This student may participate in all school activities including physical education with the following restriction/adaptation. 

(Specify reason and restriction)  _______________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________ 
 
Signature/Title of Health Care Provider                              Date Address (Please print or stamp) 
 
 
 
 
 

 
 

A copy of the Physical Evaluation will be sent to Pensacola Christian Academy. 
10/2007-Revised 



 
Immunization History 

BOTH SIDES OF FORM MUST BE COMPLETED BY AUTHORIZED MEDICAL PERSONNEL ONLY 
 
Name ________________________________________________________ Birth Date ____/____/____ S.S. No. _______________ 
 (Last)  (First) (Middle) 

 
IMMUNIZATIONS:  In order to be considered official, this form or additional records forwarded to us must meet two of the four following 
requirements:  (1) Signature of authorizing person, (2) Medical License number of authorizing person, (3) Official letterhead, (4) Office stamp with 
complete address.  All documents must include the student’s name. 
 

 
(A TB skin test must be done no more than 12 months prior to admission/arrival on campus.  If a TB skin test has ever been done 
and resulted as “positive,” a negative chest x-ray is required.  Those individuals whose most recent screening resulted as 
“positive” must have a negative chest x-ray within the 12 months following the TB skin test.) 

 
TB skin test  (PPD) mm ______ Pos ______ Neg _____  ____/____/____ 
 

The Graf Clinic recommends a 6-9 month treatment of INH for any positive TB skin test. 
 

TB treatment dates:  Prophylactic INH      ___/___/___ to ___/___/___ 
 

⃞ MD documentation that course of INH has been completed. 
 

Measles, Mumps, and Rubella - 2 doses required for each (individually or combined) 
 

MMR Combined  ___/___/___                    ___/___/___ 
                            Dose 1                          Dose 2 
         or 
Laboratory evidence of immune titer (attach copy of lab results)  ____/____/____ 
                                                                                                                           Date 
DPT - 5 doses required 
 
___/___/___               ___/___/___              ___/___/___              ___/___/___              ___/___/___ 
      Dose 1                    Dose 2                          Dose 3                             Dose 4                           Dose 5 
 
Polio - 4 doses required (Dose 4 must be after fourth birthday.) 
 
___/___/___              ___/___/___               ___/___/___              ___/___/___ 
     Dose 1                            Dose 2                           Dose 3                            Dose 4 
 
Tetanus (Td) - (Tetanus shot is good for ten years.  List most recent shot.)              ___/___/___ 
                                                                                                                                                     Date 
Hepatitis B - 3 doses required by Florida law 
___/___/___                 ___/___/___                 ___/___/___ 
     Dose 1                  Dose 2                         Dose 3  
 
Varicella (Chicken Pox) Vaccine  ___/___/___      ___/___/___ 
                                                                  Date                     Date 
Varicella Disease  _______ 
                                 Year  

  
The State of Florida requires any individual enrolled in a postsecondary educational institution who will be residing in on-campus 
housing to provide documentation of:  (1) having received the vaccination against Meningococcal Meningitis or (2) declining the 
vaccination by signing a waiver.  Please read the enclosed information. 
 
Meningococcal Meningitis ____/____/____ 
          or 
I have read the enclosed information and decline to receive the Meningococcal Meningitis vaccine.   
                                                                                                                                                                                   Signature 
 (Parent/Guardian required for student under 18) 

 
      
PHYSICIAN, NP, or PA SIGNATURE DATE LICENSE NO. or OFFICE STAMP WITH ADDRESS 
10/2007-Revised 





 




