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MEDICAL EXAMINATION 

  

TO BE FILLED BY THE DOCTOR AND RETURNED TO THE FOLLOWING ADDRESS. 

 
Peter Hall School Inc. 

Educational Services 

840, de la Côte-Vertu blvd. 

Ville St-Laurent, Quebec 

H4L 1Y4 

PLEASE PRINT 

  

NAME :  

FIRST 

NAME :  

DATE OF 

BIRTH :  

ADDRESS :  

  

MEDICARE NUMBER :      EXPIRY DATE :  
  

  

WEIGHT :  

HEIGHT 

:  BLOOD PRESSURE :  

DIAGNOSIS :  
  

EPILEPSY :   YES  NO MENSTRUATION :   YES  NO 

ALLERGY TO MEDICATION   
OTHER(S) 

:  

  

N.B. 

: ANY ABNORMALITY SHOULD BE SPECIFIED BELOW. 
      

EYES :  EARS :  NECK:  

THROAT   MOUTH :  TEETH :  

HEART :  LUNGS :  ABDOMEN :  

SKIN :  GENITALS. :  

CENTRAL NERVOUS 

SYSTEM :  

SPINE :  POSTURE :  

LOCOMOTION :  

OTHER OBSERVATIONS :  
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IMMUNIZATIONS (LAST DOSE OR ILLNESS)    

D.R.T. : 1e  POLIO : 1e  CHICKENPOX   HEPATITIS B   

 2e   2e  MEASLES   (PRESENT STATUS) 

 3e   3e  

GERMAN 

MEASLES   IMMUN.   

 4e   4e  MUMPS   CARRIER   

 5e   5e  MMR   

NOT 

PROTECTED   

BOOSTERS     HEPTAVAX B   UNKNOWN   

           

 
IS THE CHILD PRESENTLY ON MEDICATION ? :   YES  NO 

     TYPE  DOSAGE  FREQUENCY  

IF YES, WHICH ONES ?        

           

           

           

           

           
           

SCHOOL ACTIVITIES PERMITTED : 

           

    YES  NO  RESTRICTIONS AND REASONS, IF ANY  

HYDROTHERAPY        

         

SWIMMING        

         

GYM        
         

           
GENERAL PHYSICAL 

SUMMARY :  

 

 

 

 

DOCTOR'S NAME :  

ADDRESS :  

  

TELEPHONE :  

 

   

DOCTOR'S SIGNATURE  DATE 
 


