(SCHOOL LOGO)


GENERAL  HEALTH  REFERRAL

Parents/Guardian:  Please give this report form to the doctor when your child is examined.

School ____________________________________________  Date ___________________
Name ___________________________________________  Gr. ____   DOB ____________

Parent/Guardian _____________________________________________________________

Address ___________________________________________________________________

Reason for referral:___________________________________________________________
___________________________________________________________________________  ___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

___________________________________________________________________________

______________________________________________                   ___________________
Signature of Person Referring                                                                                                                        Date 
____________________________________________________________________________________

Name (Printed) and Title of Person Referring
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
FOLLOW-UP HEALTH EXAMINATION
Physician's findings and recommendations:  (Please include activity status, whether the student may participate in P.E., length of time if restricted, and any action the school staff should follow for the maximum benefit of the student.) 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
___________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

_______________________________________________
Physician's Name (Printed)
_______________________________________________              _____________________

Physician's Signature                                                                                                                                 Date

PLEASE RETURN THIS DOCUMENT TO SCHOOL.
K - 7

