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3.  RECORD  OF  RELEASE  OF  PERMANENT  RECORD  INFORMATION

RELEASED BYINFORMATION RELEASEDTO WHOMDATE

2.  SCHOLASTIC  AND  ATTENDANCE  RECORD

GRADING SYMBOLS A-Outstanding
Progress

B-Very Good
Progress

C-Satisfactory
Progress

D-Below Average
Progress

F-Little or No
Progress
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LANGUAGE ARTS MATH. SOCIAL STUDIES FINE ARTS
ATTENDANCE
STATISTICS

NATURAL
SCIENCE

THIS SPACE FOR
PHOTOGRAPH OF CHILD

REMOVE OLD PHOTOS

PARENT’S NAME BIRTHPLACE

Father:

Mother:

Guardian:

Street

Town

Building No.

Street

Town

Building No.

ADDRESS:

Zip Code

Zip Code

Apt. No.

Apt. No.

Home
Telephone:

Home
Telephone:

Home
Telephone:

Home
Telephone:

Emergency
Telephone:

Emergency
Telephone:

Emergency
Telephone:

1.  PERSONAL  AND  FAMILY  HISTORY

ENTRANCE  AND  WITHDRAWAL  RECORD

Date
Entered

Date of 
WithdrawalGrade School Transferred To

BIRTH:   Month                   Day                  Year

BIRTHPLACE:

BIRTH CERTIFICATE NO.:

Date Graduated:

HEALTH PROBLEMS:

INSTRUCTION TO THE TEACHER:  This folder is to be 
completed in accordance with the Family Educational Rights
and Privacy Act of 1976 and any subsequent applicable Acts.

PUPIL’S PERMANENT CUMULATIVE
HEALTH AND SCHOLARSHIP RECORD

ISSUED BY
SUPERINTENDENT’S OFFICE

NAME SEX         (M)         (F)

Last                                                First                                           Middle (Check)

AREA
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INSPECTION MARKING CODE:
O = No observable defect.  X = Defect.  Circled X = Corrected.  V = Irremediable. 

PARENT PRESENT

OTHER

PHYSICAL EXAMINATION  (See Code Below)

6.  SCHOOL HEALTH RECORD

DATE

GRADE

DATE

GRADE

THYROID

LYMPH GLANDS

HEART

LUNGS

CHEST

ABDOMEN

HERNIA

ORTHOPEDIC

GEN’L APPEARANCE

URINALYSIS

BLOOD COUNT

DIABETES

ALLERGY

TUBERCULOSIS

RHEUMATIC FEVER

CHICKEN POX

DIPHTHERIA

GERMAN MEASLES

MEASLES

MUMPS

WHOOPING COUGH

POLIOMYELITIS

SCARLET FEVER

SMALLPOX

TYPHOID FEVER

PNEUMONIA

EAR INFECTIONS

TONSILLITIS

EPILEPSY

ILLNESS DATE  AND  REMARKS

MEDICAL  HISTORY

IMMUNITY  STATUS  (Enter Dates)

TB  TEST

X-RAY

TB  IN  ASSOCIATES

LEAD  TEST

SICKLE  TEST

TESTS

DTP

HEP B

HIB

IPV

MMR

OPV

TD

VARICELLA

VACCINE BASIC BOOSTER DOSES

Ng. or Ps.

DENTAL
EXAM

PROBLEM

DENTAL  EXAMINATIONS
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HEIGHT AND WEIGHT RECORD

SEPTEMBER FEBRUARY APRIL NORMAL

WEIGHT
DATE
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G
R
A
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TEST
THRESHOLD

TEST

R RL L

DATE
OF TEST REFERRED

TREATMENT
RECEIVED

HEARING  TEST

K

1
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4
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9
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12

G
R
A
D
E CORRECTED

VISUAL ACUITY
UNCORRECTED
VISUAL ACUITY

R RL L

DATE
OF TEST

VISION  TEST

If there is a vision or foot examination given by other than the reporting physician, the name of the
examiner should be given here also.

(Name) (Degree)

(Name) (Degree)

The above named person is physically able to participate in all physical education and competitive 
sports, unless otherwise specified.

Date M.D.

* State law requires cases of malnutrition to be reported to the State Department of Public Health 

by school administrators.  

Check box if evidence of malnutrition is present � and sign below:

Date M.D.

Certain Section(s) of the School Code:
         “A sickle cell anemia test shall be administered to each pupil by the request of the examining
physician when he determines such test necessary.”

Test Given __________ Yes  __________ No
Result of Sickle Exam given:

Abnormal Hgb Type: __________ SS __________ AS __________ Other _________________________

Normal Adult Type of Hgb ____________________

Examining Physician

4.  ACCIDENT  REPORT

DATE INCIDENT REPORTED  BY

5.  MEDICAL  RECOMMENDATIONS  &  RESTRICTIONS

DATE TO DATE FROM RESTRICTIONS  & CAUSE DOCTOR’S  NAME

DOTTED LINE SHOWS APPROXIMATE TAB LOCATION. FOLLOW PREVIOUS JOBS.
LINE DOES NOT PRINT
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