
 
 
 

ANNUAL PHYSICAL FORM 
 

Date: ______________ 
 
Name:________________________________     DOB:____________________ 
 
Address:_________________________________________________________ 
 
Allergies:_________________________________________________________ 
 
 
 
Height:________  Weight:_________  BP:_______________  Pulse:__________ 
 
 
Tests / Treatment: 
 
 
Results / Diagnosis: 
 
 
Medication Prescribed: 
 
 
Other Treatment: 
 
 
Return visit (if necessary) : 
 
Health Care Provider Signature: 
 
 
 
 
Follow-up (if any) 
 
 
Signature of person accompanying client (if any) 
 
 
 


