Sidney Elementary School

Physical Form Fax 712-374-2648
- Child’s Name: DOB;: Age: Sex: M F
Allergies: Medicatiors:
Dentist Name: Location:
Required by law:
Hgh/Het:, Fluo.ridé'aﬁjnlicaﬁsn: YES NO Dental Screen: YES NO Referral Maclef YES NO
Lead Level: ug/dl  Date Drawn:_ _ Ht: Wi B/P: Pulse;
Vision: Right eye Left eye Hearing: Right ear Left ear

Reguired by Schol:
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Devslqphiéntal refettal mad.e: YES, NO

Immunizations given today

Immunizations: Please attach a'coinplete record and return to school

Medicaid (Title 19) # bawk-I

Insurance Type:
Physician: ‘Location; Phone:
Date:

(Physiclan Sighature) -

(Date of Exam)



