
(06/1998) 

Pupil’s Health Record 
Name: ___________________________________________ 
Address: __________________________________________ 
Student Number: ___________________________________ 
Birthdate: ________________          �Non-Indian     �Indian 

School: ___________________________________________ 
Hospital Number: __________________________________ 
Father: ___________________________________________ 
Mother: __________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Grade                   

School Year                   

Height                   

Weight                   

Nutrition                   

Skin                   

Hearing                   

Eyes                   

Far Vision R                   

Far Vision L                   

Near Vision R                   

Near Vision L                   

Color Vision                   

Randot E Test                   

Mouth                   

Teeth                   

Lungs                   

Heart                   

Extremities                   

Other                   

Scoliosis Exam                   

Nervous System                   

  

IMMUNICATION 1 2 3 DATES BOOSTERS 
DTP      
Td      
OPV      
MEASLES      
RUBELLA      
MUMPS      
OTHER      
PPD      

INSTRUCTIONS 
� = Normal 
D = Disease, defect or abnormality 
Health Record (reverse) 

1. Record briefly in ink date and 
initial. 

2. Note defect, disease or 
abnormality found on 
examination. 

3. Corrective measures advised 
or undertaken. 

 



(06/1998) 

Student Number: ___________________________  
 
Student Name: _______________________________________________________________________________ 
                                                                LAST                                                   FIRST                                                   M. 

CONFIDENTIAL

 HEALTH RECORD  - Los Alamos Public Schools Use Pencil 

Parent/Guardian Name: ___________________________________________ 
Birthdate: ______________________ Class Year: _____ �  Male   �  Female 
Siblings:  
 
Family Data:  

Year        
Grade K 1 2 3 4 5 6 
Teacher        

Special Program:  
 
Remarks: 
 

Date:                  Current Health Problems 
                               (physical, social, emotional) 

Childhood Diseases: 
 
Accidents or Surgery: 
 
Significant Medical Hx: 
 
Allergies: 

Date:                  Current Medications 
                               Treatment 

 
Measles: _______________________________________________________ 
Rubella: _______________________________________________________ 
Mumps: _______________________________________________________ 
HIB: __________________________________________________________ 
HbV: _________________________________________________________ 
Other: ________________________________________________________ 

 
Dates 

 
1 

Series 
2 

 
3 

 
Boosters 

DP     
DPT     
Polio (o)     

Immunization Exemption: �  Yes     �  No 
 
Reason: 
 
 
 
 
 
TB Test: 
 
 
Chest X-Ray: 
 
 
Other:   

Date:                  Recommendations, Follow-up 
                               (seating, P.E., exempt, etc.) 

 




