 REQUIRED FOR ENROLLMENT
The Tobin School Medical Form
This form must be completed by parents and a physician and returned to school BEFORE your child 
begins at Tobin.

Name of Student:_________________________________________________

D.O.B

__________________________________________________

Address: 
__________________________________________________

City, Zip 
__________________________________________________

Home Phone #: (    )-______________________________________________
	IMMUNIZATION HISTORY
	(give dates)
	

	DPT/DtaP/DT
	OPV /IPV
	HIB
	HepB
	MMR

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	TB SCREENING
	INFLUENZA
	V ARIVAX

	
	
	
	VACCINE
	

	
	
	
	
	

	
	
	
	
	

	Td
	OTHER IMMUNIZATIONS
	CHICKEN POX

	
	
	
	
	

	
	
	
	
	


Weight: ______________  Height _______________       BP: _________________

Vision:  ______________   Hearing ______________      Posture _______________

HCT:    ______________   Urinalysis: ____________

ALLERGIES:____________________________________________________________________________________

CHRONIC MEDICAL:____________________________________________________________________________

MEDICATION /TREATMENT: DIETARY RESTRICTIONS: ____________________________________________

The above patient was examined on___________. The patient's health history and

immunization records were reviewed and is WNL unless noted above.

This student is able to participate in all routine school and athletic activities.
.

If not, please explain any limitations or problems the school should be aware of. (It is the parents' responsibility to notify the school immediately in writing of any change that would

alter the child's ability to participate.) _______________________________________________________________

______________________________________________________________________________________________
Physician's Signature: _________________________________________________
Physician's Name (printed):_____________________________________________
Address: ____________________________________________________________
Telephone #:-1. ______________________________________________________
I certify that my child has not incurred any significant health problem(s) since the above physical examination.

Parent's Signature: _____________________________________
Date: _____________       
