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Kingsway High Kindergarten & Preparatory School

10-12 Osbourne Road, Kingston 10

Telephone:  (876)968-9179 Fax: (876)9082

Email:  kingswayhighandprep@gmail.com or kingswayhigh@cwjamaica.com
Medical Examination Report

Date:  ____________________

Name of Student: _________________________________________________________________________ 

(IN FULL CAPS)

Guardian’s Name: _____________________________________________  Contact:___________________

Date of Birth:  ___________________________________________________________________________

Address:  _______________________________________________________________________________

Section I Medical Data

	A. Family History
	Yes
	No
	B. Individual History
	Yes
	
	No
	C. Immunization

	1. Asthma
	
	
	1. Allergies
	
	
	
	B.C.G
	

	2. Diabetes (sugar)
	
	
	2. Asthma
	
	
	
	D.P.T
	

	3. Tuberculosis
	
	
	3. Congenital Deformity
	
	
	
	Polio
	

	4. Mental Illness
	
	
	4. Epilepsy (fits)
	
	
	
	Measles
	

	5. Heart Disease
	
	
	5. Jaundice
	
	
	
	Rubella (female)
	

	6. Epilepsy (fits)
	
	
	6. Kidney Disease
	
	
	
	D.T
	

	7. Sickle Cell Dis.
	
	
	7. Mental Illness
	
	
	
	T.T
	

	8. Other (specify)
	
	
	8. Mumps
	
	
	
	
	

	
	
	
	9. Tuberculosis
	
	
	
	
	

	
	
	
	10. Other (specify)
	
	
	
	
	

	
	
	
	11. Medication
	
	
	
	
	


Section II Examination

1. Height ..………………………………...……………

2. Weight ……………………………..…...…………..

3. Respiratory System …………………...…………

4. Cardiovascular System

a. Blood Pressure: ……………...…….

b. Pulse: …………………….…………….

5. Abdomen: …………………………..……….……...

6. Heart

a. Murmurs 


Yes ….……… No………….

7. Genito Urinary ……………………….……………

8. Skin …………………………...……….………………

a. Female (LMP) ………..…...…………

9. Ear ……….……..…   Nose ………..………………

10. Throat ………………………………….……………

11. Eyes Vision …………………….………...………

   Colour …………………
12. Urine Analysis:              Sugar: …………...……….

      Protein:……….…………….

----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

I certify that I have made a thorough Physical Examination of the above-name student and that the above answers are a true record of this examination.

……………………………………..


………………………………………..


………………………..

        Doctor’s Name



       Signature & Stamp




Date 

