PHYSICAL ASSESSMENT CHECKLIST

 Student Name-________________________________ Grade-_____  Age-____ Referred By-__________________

SUBJECTIVE DATA

1.  How are you feeling? ________________________________________________________________

2. Are you ill? ___ YES   ___ NO     What is the nature of your illness? ____________________________

3.  Are you diabetic? ___ YES  ___ NO                          Do you take Insulin?  ___ YES   ___ NO

4.  Do you have epilepsy/other seizure disorder?  ___ YES  ___ NO  If yes, explain_________________

5.  Do you have any health problems at all?   ___ YES  ___NO  If yes, explain _____________________

6. Have you ever had a head injury?  ___YES  ___ NO  If yes, explain ____________________________

7.  When did you last eat? _____________________      What did you eat? ________________________

8.  Are you on any medication?   ___ YES   ___NO   If yes, name medication?  ____________________

9.  Have you taken any drugs?  ___  YES   ___ NO  If yes, what? ________________________________
10. Do you have any drugs on you now?  ___  YES  ___ NO   If yes, what?  _______________________                       OBJECTIVE DATA                                             NORMAL RANGE
1.   Pulse                                     _________       60-90 BPM

2.   Blood Pressure                      _________      120-140/70-90

3.   Respirations                           _________     12-15

4.   Temperature                           _________       98.6  +/- 1*

5.   Horizontal gaze Nystagmus    ________       Nystagmus extinguishes within 4 seconds; visible only at lateral extreme.

6.   Pupils                                       ________         3.0 – 6.5; react to light within 1 second

7.  Conjunctiva                               ________         White

8.   Eyelid Tremors (present/absent ________    None    

       (Ask student to tilt head back and close eyes)

9.   Internal clock- (Have student stand with feet together, tilt head back , 

         and tell when 30 secs. have elapsed)  __________

10.  Odor Noted   YES   NO  describe _____________________________

11.  Behavior  
     ANXIOUS      EUPHORIC     EXCITED       CONFUSED       DISORIENTED      ATTENTION IMPAIRED

                                  RESTLESS   ALERT             LETHARGIC  COMBATIVE     STUPOROUS        VIOLENT     IRRITABLE

                                  DAZED          PARANOIA      TREMORS     PERSPIRING   GOOSE BUMPS     GRINDING TEETH

                                  ORIENTATION- DAY OF WEEK ________  MONTH________YEAR _______ TIME  OF DAY _________

12.  General Appearance _______________________________________________________________

13.  Any signs of illness/injury? ___ YES  ___ NO  If yes, describe _______________________________

14. Paraphenalia found?  ___ YES   ___  NO   If yes, what? ____________________________________

Comments:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Examiner’s Signature:___________________________________  Date: _____________   Time: _________________
