
Scoliosis Screening
The Pennsylvania Department of Health 

requîres a scoliosis screening for alI students erlteringthe seventh grade, Please have your child's physician complete this f
orm and return it to theCampus School office on or bafore the fi

rst day of school. Thank you.

Physician's Findkngs
NAME OF STUDENT 

- , - - ' DATE J 
-  ...-  , -

1, Rib Hump/t-tlmbar Rotation
( 1 Right Tboracic Rib Flump (RT)
( J Left Thoraclc Rib Hump (LT)
I ) Right Lumbar qotation (RT)
l ) Left l-umbar Rotatlon (L.T)

2. Other Otlhopeclic Conditions
( l Pflvic Leves
( J Right itiac crest higher (F1R)
( 1 Lef't iliac crest higher (LT)

( 1 li#phosis (11)
( 1 Lordosis (L)
f 1 Other -  -

Qxaminafion (please cheok)

1. Bcoliosis confirrned
ex-ray taken
Degree of cul've (specify)

2. Possible scoliosis
No x-ray taken

3, No scoliosis 2 )
*'x-ray taken

4. No Scoliosls I 'l'
hk ' takeno x-ray

* S/rlg/e erecl AP x-my for bôzeline r
eo mmar/ded by tlïe Anlerican Academy c)r Odhopedic'Stzrgeona.

Recommendations (Rlease Check)

1. Will observe
2. Recommend bracin:
3. Recommend surgery
4. Discharged

5. Comments

Physician's 8ignature

Physician (print narne) ' 
.

Dat'e 
....m -- - . . .-


