
Physical Exam 
Not required – strongly recommended 

 
 
Pupil ______________________________________ 
 
 
Height ____________  Weight __________ Ocular Health _______________ 
 
Problems: 
 
 
 
Date of exam ___________   
 
 
Physician signature _____________________________________________ 
 
 
 
 
 
 
 
 
 

Dental Exam 
Not required – strongly recommended 

 
 
Pupil ______________________________________ 
 
 
Results: 
 
 
 
Date of exam ______________    
 
Dentist signature ________________________________________________________ 
 


