
Ravena-Coeymans-Selkirk Central Schools 
Selkirk, NY 12158 

 
 
 

Building________________________ Grade_________    Scoliosis Screening 
 
Name ________________________ DOB ____________    1. Shoulder Higher   R L 
 
Address __________________________________________________________  2. Prominent Scapula  R L 
 
Parent/Guardian____________________________________________________  3. Elevated Scapula  R L 
 
Phone______________________       4. Deviation in Alignment 
                                                                                                                                              Of Vertebrae   R L 
 
Family Physician Name/Address_______________________________________  5. Iliac Crest Higher  R L 
       
Immunization Dates:         6. Arm to Body Space Greater R L 
D.P.T.  Trivalent Oral Polio Vaccine Other(Hib) Hep. B.    
1st _____   1st _____   _____  _____   7. Distortion of C Curve  
2nd _____   2nd _____   _____  _____       when flexing laterally  R L 
3rd _____   3rd _____   _____  _____    
Booster _____   4th _____   _____     8. Forward Bend 
Booster _____            Thoracic Rib Prominence R L 
          
Td  M.M.R. #1 _____  Tuberculin Tests     Lumbar Rib Prominence R L 
Booster _____  #2 _____  Date _____ Results_____     
Booster _____             _____           _____    Kyphosis   R L 
              _____           _____     
 
Lead screening _____ Measles _____  Mumps _____ Rubella _____  9. Lordosis (swayback)  R L 
            Unable to touch ankles 
Varicella _____________                 
 
 
            Passed ______________________________ 
 
 
Physician’s Signature __________________________________________ 





Physical Examination 
 
 

Height: _______________   Weight: _______________   B.P.: ______________   Scoliosis: ______________ 
 

Visual Acuity: Uncorrected: R 20/  L 20/  Both 20/                   
                                     Corrected: R 20/  L 20/  Both 20/ 
 
Check off legend for physician convenience: 

_______ No abnormality     ________ Abnormal   ________ Not Done 
 
Nutrition (over, under) __________________________ Heart (murmur, size, rhythms, rate____________ 
Hair (scalp, genital) _____________________________ Peripheral Pulse___________________________ 
Eves (coordination , etc.)_________________________ Lungs ___________________________________ 
Nose and Nasal Passages_________________________ Abdomen and Hernia_______________________ 
Ears (cerumen, hearing)_________________________ Genitals__________________________________ 
Speech and Palate ______________________________ Testicles (size and position)__________________ 
Tonsils and Larynx _____________________________ Arms, Hands, Legs__________________________ 
Lymph Nodes _________________________________ Feet______________________________________ 
Thyroid ______________________________________ Spine/Posture_____________________________ 
Breasts ______________________________________ Anal region________________________________ 
Menses ______________________________________ Neurological_______________________________ 
Tanner Scale (Gr. 7-8) __________________________ Allergy___________________________________ 
Skin _________________________________________ 
 
Comments on Any Abnormal Findings: _______________________________________________________ 
_________________________________________________________________________________________ 
 
Previously Unreported: (Surgery, Injuries, Health Problems, Medication): __________________________ 
_________________________________________________________________________________________ 
 
Classification for physical activity: Unlimited _____________ Limited _______________ 
 
 
This certifies that ___________________________ is physically qualified to participate in the following  
categories of competition during the school year 20____ - 20____. 
Check the line for the category in which an athlete may qualify: 

____ Contact or collision sports ____ Endurance activities      ____Others      ____ None 
Football/Baseball    Gymnastics/swimming/  Bowling/ 
Basketball/Soccer/   Track/Tennis/   Field Events/ 
Wrestling/    Cross Country/   Golf/ 
Softball     Volleyball   Cheerleading 

Reason for disqualification: __________________________________________________________________ 
 

Date of Physical ___________________ Physician’s Signature _______________________________ 

 
This certification is void if the pupil is absent from school for 5 or more days because of a significant injury or illness.  A new certificate 
must be issued before he/she is allowed to participate.  



 


