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Height:  _______ 
 
Vision:  ______/__
   R   L 
With glasses?  Yes
 
General Appeara
   
Head:  __________
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_______________
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SEAMAN USD #345 CHILD/YOUTH HEALTH ASSESSMENT 
(To be completed by physician/nurse qualified to provide 

child health assessments) 

 

_______________ DOB: __________ School Name: ______________ 

cation the student is on at home & medication (dosage & time) and/or 
 above named student may need during the school day: 

Weight:  _______ BMI/%:  _____ /_____   Pulse/BP:______/______ 

_____/_______          Hearing:  _____/_____ 
           Both                                R        L 
 __  No ___    Contacts?  Yes ___  No ___ 

nce:           Allergies:  ______________________ 
                         (List food, bee sting or medication) 

     EENT:   ___________  Abdomen:  __________ 
    Dental:  ___________  CNS:   ______________ 
    Skin:     ___________  Lungs:  _____________ 
__________             Nutrition: __________              

       
opmental delays?  ____  yes   ____  no 
_______________________________________________________ 
_______________________________________________________) 

s:  
_______________________________________________________________
_______________________________________________________________ 
Please list by day, month, year.)  
ated by law for school entry  
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________________ ___________________  ____________ 
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ignature 
T 


