
                  
        650 Pee Dee Road • Southern Pines, NC 28387 

                                           910-695-1874 (T)   910-695-8655 (F) 
 

HEALTH ASSESSMENT & IMMUNIZATION FORM 
 
 

PERSONAL DATA 
 
Student name:________________________________________________________   DOB: _____________________________ 
  Last    First   MI 
 
Student’s health care provider (physician name or agency): ____________________________________________________ 
 
Address: ________________________________________________________ Phone number: __________________________ 
 
Has the student ever had an evaluation at a developmental evaluation center, by a psychologist, or other health 
specialist? Yes _______   No ________ 
 
If yes, list type of evaluation and age at the time of evaluation: _____________________________________ 
 
List any illnesses, injuries, or behavioral difficulties the student has (or has had) ________________________ 
_______________________________________________________________________________________________ 
 

 
HEALTH ASSESSMENT 

 
Height _____ft ______in   Percentile_________   
Weight _________lbs    Percentile __________ 
Blood Pressure ____/____ 
 
Vision        Hearing  (Pass_____  Fail _____) 
        Pure Tone_________dB level (Usually 20dB) 
 

  500 1000 2000 4000 
R     
L     

 
 
 
Please circle any of the following illnesses/problems or behavioral difficulties the child has or had: 
 
Asthma Cystic Fibrosis Hearing problems Bleeding problems Cerebral palsy 
Meningitis Bone/muscle problems Dental problems Sickle cell anemia Bowel problems 
Diabetes Skin problems Cancer Ear infections Speech problems 
Heart problems Stomach aches Convulsions/seizures Behavioral problems  
 
 
List any allergies this child has (e.g., food, medicine, pollens, etc): ___________________________________ 
 
List any medical, dental, developmental conditions or disabilities this child has and the extent to which 
these conditions might affect the child’s performance in school: _____________________________________ 
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 

 R     L         Both 
Far 20/     20/         20/ 
Near 20/     20/         20/ 
 
With Glasses?  Yes ___  No ___ 



 
Does this child take medication on a regular basis? ______Yes  _______No 
  If yes, list medication and possible side effects:___________________________________________________ 
 
Does this medication need to be given at school? ______Yes  _______No 
   If yes, list frequency and duration:______________________________________________________________ 
 
List any other health considerations needed for this child while in school: ___________________________ 
_______________________________________________________________________________________________ 
 
Signature of Health Care Provider: __________________________________________ Date:________________ 
 
Address: ______________________________________________________________________________________ 
 
 

RECORD OF IMMUNIZATION  
 

To be completed by Physician or other appropriate Health Care Provider 
Enter date of each dose – Month/Day/Year 

 
VACCINE #1 #2 #3 #4 #5 

DTP  
 

    

Polio  
 

   N/A 
 

Varicella  
 

N/A 
 

N/A 
 

N/A 
 

N/A 
 

Measles   N/A 
 

N/A 
 

N/A 
 

Mumps   N/A 
 

N/A 
 

N/A 
 

Rubella  N/A 
 

N/A 
 

N/A 
 

N/A 
 

Hib  
 

  N/A 
 

N/A 
 

Hep B  
 

  N/A 
 

N/A 
 

 
State Law requires the following minimum doses: 
• 5 DPT/DT Shots (If 4th dose is after 4th birthday, 5th dose not required; for age 12+, must have had booster dose 

within past 5 years) 
• 4 polio vaccine doses (If 3rd dose is after 4th birthday, 4th dose is not required) 
• 1 varicella dose (on or after 1st birthday; not required when accompanied by documented history of chickenpox)  
• 2 measles shots  
• 2 mumps shot  
• 1 rubella shots 
• 3 Hib doses (2 doses if first dose received between 12-15 months; 1 dose if first dose received after 15 months; Not required 

for children older than 5) – DUE TO VACCINE SHORTAGE, REQUIREMENT IS TEMPORARILY SUSPENDED 
• 3 Hep B doses  (for all children born after July 1, 1994) 
 
I certify this child has received the immunizations as noted above. 
 
Signature: _______________________________________    Title: _______________________________ 
 
Exemptions from NC State Immunization Law requires that a statement be on file at school in the 
school’s permanent record.       Medical Exemption           Religious exemption 
 


