PHYSICIAN’S EVALUATION FORM 

_______________________________                                  ______________________

                      NAME                                                                       DATE OF BIRTH

HEIGHT: ____________        RESP:   ___________

WEIGHT: ____________        PULSE: ___________

BP:           ____________       GENERAL APPERANCE:

------------------------------------------------------------------------------------------------------------

MARK (X) IF ABNORMAL AND EXPLAIN IN REMARKS SECTION:

1. Gait / Posture          _____                                9. Lymph Glands                  _____

2. Skin / Scalp             _____                               10. Thorax / Lungs                _____

3. Eyes                         _____                               11. Heart                               _____

4. Ears                         _____                               12. Abdomen / Hernia           _____

5. Nose                        _____                               13. Genitalia                          _____

6. Mouth / Teeth         _____                               14. Extremities                      _____

7. Pharynx                   _____                              15. Back                                 _____

8. Neck / Thyroid        _____                             16. Neuromuscular System     _____

------------------------------------------------------------------------------------------------------------

                                   UNCORRECTED                              CORRECTED

VISION: RIGHT        ____________                                 _____________

                LEFT           ____________                                 _____________

------------------------------------------------------------------------------------------------------------

URINALYSIS:

  SUGAR: ________________        ALBUMIN: __________________

------------------------------------------------------------------------------------------------------------

REMARKS:

------------------------------------------------------------------------------------------------------------

________ I find this student to participate in the MCJROTC program.

________ I find this student qualified with the following limitations:

                 _______________________________________________________________

________ I do not find this student qualified

                                          Signature:  _____________________________________ MD

Affix office address stamp
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