


Name of the student Master/Miss.. 

Class. 

Parent's Name. 

Address 

Phone: (0).. 

(To be completed by the Doctor) 

DATE OF MEDICAL EXAMINATION: 

1. 

2. 

3. 

4. 

6. 

5. Condition of skin. 

1. 

2. 

3. 

7. Condition of spine. 

4. 

Height. 

SYSTEMIC EXAMINATION 

Weight.. 

1, 

Condition of teeth 

2. 

3. 

Condition of gums. 

4. 

Condition of feet. 

.... Admission No. 

General Examination 

5. Central Nervous system 

SPECIAL SENSES 

Respiratory system. 

Cardiovascular system 

Abdominal and genital urinary system.... 

Speech 

Hearing. 

Vision 

Remarks if any.... 

MEDICAL EXAMINATION 
(To be completed by the Parent) 

Signature and Stamp of the Doctor 

.(R). 

Date. 

Registration No. 

Pin. 

Mobile 

Registration No. 
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