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Monticello Community Schools 
Medical Exam Form 

 
Name___________________  Date of Birth______________ 
Parent/Guardian Name_______________________________ 
Doctor/Clinic Name_______________________________ 
Health History: 
 Condition:   Date(s) 
 Hepatitis   __________ 
 Pneumonia   __________ 
 Strep Infection  __________ 
 Chicken Pox   __________ 
 Bladder/Kidney Trouble __________ 
 Seizure Disorder  __________ 
 Ear Infection  __________ 
 
Major Injuries/Surgeries: ________________________________________ 
Allergies: __________________________________ 
 
Physical Exam: 
Ht. _______ Wt. _______ BP _______ P _______ 
Urinalysis _______ 
HGB _______ 
 
General Exam: 
Head ______  Throat ______  GU______ 
Eyes ______  Neck ______  Ext. ______ 
Ears______   Lungs ______   
Nose ______  Heart ______ 
Mouth ______  Abd. ______ 
Conditions which could effect school work __________________________ 
 
*** Lead Testing: Results   _________ Date _________  
Immunization Plan: IPV #4 _______ Dtap #5 4 _______ MMR #2 4 _______  
   Hep B   _______ Varicella Vac _______  
 

• Please fill out Immunization form on back of Medical Exam Form, or  
      attach signed copy from IRIS. 
 
Examiner’s Signature ____________________________ 
Date: _________ 
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