
The Jerusalem American International School in Israel 
New Student Physical Examination Form / School Year 200___ - 200___  

 
** It is very important to bring the student’s official immunization record to the physician’s 
office on the day of the exam.   
 
Student’s Name _________________________________________________     Grade Entering ________ 

Date of Birth___________________  Height__________ Weight_________  Blood Pressure_________ 

Eyes: Glasses _____Contact lens_____  

        
Skin/Appearance 

Eyes/Ears/Nose/Throat 

Lymph Nodes 

Heart 

Pulses 

Lungs 

Abdomen 

Neurological 

Nutrition 

Back –Scoliosis check:  +  or  −                 

 
Health History 

Previous Illnesses_____________________________________________________________________________ 

Allergies__________________________________ Surgery_________________________________________ 

Chronic Conditions____________________________________________________________________________ 

Physical Limitations___________________________________________________________________________ 

Any restrictions to full participation in physical education classes?  Yes  �  No � 

Please explain if Yes: __________________________________________________________________________ 

_______________________________________________________________________________________________ 

Immunizations 

Students must be immunized according to the recommended Childhood Immunization Schedules of 
the United States and Israel (see USA schedule on back – Israeli schedule is comparable).  
 
Examining physician – after reviewing immunization record, please record any inoculations or 
tests needed or given at the time of this exam: 
 
DTP or DT ___________________________ MMR (measles, mumps, rubella) ___________________________ 

POLIO (specify OPV or IPV) ___________________________   

Other _______________________________________________ 

Tuberculin Test (Mantoux) ___________________________ Result __________ 
_______________________________________________________________________________________________ 

 
Date of Exam_____________________________________________ 

Physician’s Signature_____________________________________  

Physician’s Phone #______________________________________ 
 



 
 
 
 
 
 

 

 
 
 
 
 


