CHECKMATE LACROSSE MEDICAL FORM

Name ___________________________________       Birth Date__________________________

 

Home Phone ______________________________      Grade in Sept._______________________

 

Father’s Name ____________________________         Day Phone__________________________

 

Mother’s Name ___________________________         Day Phone__________________________
  

 

Neighbor’s Name _________________________         Day Phone__________________________

 

Physician’s Name__________________________       Phone______________________________
PHYSICIAN’S REPORT

 

Height____________  Weight__________  Blood Pressure__________________

 

Patient in good health with following exception(s): ____________________________________________________

 

______________________________________________________________________________________

 

Activity Restrictions (for athletics): _______________________________________________________

 

Allergies ____________________________________________________________________________

 

Medications __________________________________________________________________________

 

Note significant diseases/all operations: ____________________________________________________

 

Is patient under medical treatment? _______________________________________________________

 

Is patient is counseling or therapy? ________________________________________________________

 

Braces or retainer worn? __________________________________________________________________

IMMUNIZATION HISTORY  (DATES):
 

DPT Series:  1) ____________ 2) ________________ 3)__________________ Booster ______________

 

Tri-Oral Polio: 1) _________   2) ________________ 3) __________________ Booster_______________

 

MMR ________ MMR Booster _________ OR Measles _________Mumps ________ Rubella _________

 

TB, PPD ____________ HIB________________HEP B 1) _____________2) __________ 3) _________

 

 Physician’s Signature and Stamp ______________________________________Date _______________

