Hlinois Department of Public Health
PROOF OF SCHOOL DENTAL EXAMINATION FORM

To be compieted by the parent {please print):

Student's Name: Last First Middie 8irth Date: (Montayivear)
/ /
Address: Street City ZIP Cede Telephone:
Name of Schootl: . Grade Level: Gender;
O Male [1Female

Parent or Guardian: Address (of parent/guardian):

To be completed by dentist:
Oral Health Status (check all that apply)
LIYes T No Dental Sealants Present

UYes [INo Caries Experience / Restoration History — A filling {temporary/permanent) OR a tooth that is missing because it was
extracted as a result of caries OR missing permanent 15t molars.

LYes LINo Unireated Caries — At least 1/2 mm of iooth strueture foss at the enamel surface. Brown to dark-brown coloration of the
. walls of the lesion. These criteria apply to pit and fissure cavitated iesions as well as those on smooth tooth surfaces. If retained
root, assume that the whole tooth was destroyed by carles. Broken or chipped teeth, pius teeth with temporary fillings, are consid-
ered sound unless a cavitated lesion is also present.

LdYes [INo Soft Tissue Pathology

OYes [0 No Malocclusion

Treatment Needs {check ali that appiy)

L Urgent Treatment — abscess, nerve exposure, advanced disease state, signs or symptoms that include pain, infection, or swelling
{] Restorative Care — amaigams, composites, crowns, efc.

O Preventive Care — sealants, fiucride treatment, prophylaxis

[ Other — periodontal, orthadontic

Please note
Signature of Dentist Date
Address Telephone
Street City ZiP Code

lilinois Department of Public Health, Division of Oral Health
217-785-4899 + TTY (hearing impaired use only) 800-547-0466 « www.idph.state.il.us

Printed by Autharity of the State of Hlinois
P.C#346085 5M 10/05






[ihinois law requires that proot of an eve examinarion POPlOmenIst or phvsician {such as as ovhihalmelogist) w
SXAMNAoNs be submitted 1o the school no later than L)Cl( shay 5oofthe vear the child is first enrolled or as ICGUiI“' by the school for
other cildren. The examinanon must be completed within one vear prioy o the f1rst day of the school vear tae child enters the insis
school svstern for the first ume. Tne parent of anv child who is unable 1 obtain an examinaton musr subrt a warver fosmt to the school,

i l')lO\l{JL_w eve

51 {Firsi: (Rl ididie Induad)
Bt Daw Crender Cirade
donthib ey

Parem or Guardian

ilas (Fra
Fhone
fAres Codes
Adddr
(Mumber; [Srrect (L (218 Code

LoounTy

To BeCompleted By Examining Doctor

Case History
Drate of exam

Ceujar history: LhWormal  or Positive (o
Medieal history, UNormal  or Positive for
g aliergies: UNKDA  or Allergic to

Other piormation

Examirnation

Distanec ' Near |
Kight Lefi I Bown ot ;
Lmeorrected visual acuny 20 T2 200 2 i
Hestr correcion visnal acuit E20 | 200 2 20 :
Was refraciion performed with ditniion? U Yes Mo
Normal Abnormal Not Able o Assess Commens
Externas exam (lxds. lashes. cornes, ste.) ) o o _ L
Internal exam (vitreous., lens, fundus, ete.’ i . | o
Pupiliary reflex {pupiis; ot o o B
Bocolar funcion tstereopsis) O L i ) o
Acconmmaodation and vergence o o o L
Color vision - L = o '
Glaucoma evaluation i ol -
Cculomoror assessmen: - it -}
Ohes - L . o o

s the mabilny of the child w compio we

Lot e nablitty of die socior o provide the 1o

Pagnosis
WNeormal P Mvopis L2 Hyperopis Asngmatdsm U Sabienus Amblvonia
Cther

Page | . Crmnmued on bac,



Recommendations

b Corrective lenses LI No

- Constany wear 2 Near vision

Mav ne removed for phy

" 3y f g 181 SOArIn o reannTntar 1 v
2. Preferenusl seadng recommended “yes

Comments

cal edu

~ Far vision

icaton

3. Recommend re-exanunmion: U3 months 7o months

4 Onhier

112 monthy

th

Bring name

Uptametrist or phvsician (such as an ophthaimaingist:
who proviged the eve examination O MDD 40D 2 D6

7

Addres

Phone

signature

o

{Source: Amended at 32 [Il, Ree.

Primwed by A

License Number

Consent of Parent or Goardian
I agree to release
ar ward o appropniaie school or healt

the above information on my chiid

authorities.

{Parery or Gruardian's Signature:

{Dntes

Prate

e ol Lo

POOEDY




COMMUNITY UNIT SCHOOL DISTRICT 201 -
SCHOOL MEDICATION AUTHORIZATION FORM

STUDENT'S NAME: BIRTH DATE:
ADDRESS: TELEPHONE:
SCHOOL. GRADE: _

EMERGENCY NUMBER:

Lhereby gramt permission for the above named school to issue the medication routine described
below for the above named child.

Parent/Guardian Signature Date
TO BE COMPLETED BY THE PHYSICIAN:

Name of Medication

Dosage Time
Diate of Order Driscontinuation Date

Type of Disease or {{iness

s this medication necessary i order o maintain the child ar school?
Dragnosis & intended effect)

T
{

Other medications child is recetving:

Side effects o be alerted to:

I'wish to be recontacted by the school in 4 weelcs 8 weeks

Doctor's Signature Date

\T
|

Emergency Number

FURTHER INSTRUCTIONAL REMARKS




Administering Medicines fo Students

Students should not take medication during schoo! hours or during school-related activities unless it is
necessary for a student’s health and well-being. When a student’s licensed heaith care provider and
parent/guardian believe that it 1 necessary for the student to take medication during school hours or
school-related activities, the parent/guardian must request that the school dispense the medication to the
child and otherwise follow the District’s procedures on dispensing medication.

No School District employee shall administer to any student, or supervise a student’s self~administration
of, any prescription or non-prescription medication uniil a compiete and signed “School Medication
Authorization Form” is submitted by the student’s parent/guardian. No student shall POSSESS OF consurne
any prescription or non-prescription medication on school grounds or at a schooi-related function other
than as provided for in this policy and s implementing procedures.

A student may possess an epinephrine auto-injector (EpiPen®) and/or medication prescribed for asthma
for immediate use at the student’s discretion, provided the student’s parent/guardian has completed and
signed a “School Medication Authorization Form.” The School District shall incur no Hability, except for
willful and wanton conduct, as a resuit of any jury arising from a student’s seif-administration of
medication or epinephrine auto-injector or the storage of any medication by school personnmel. A
student’s parent/guardian must indemnify and hold harmless the School District and its employees and
agents. against any claims, except a claim based on willful and wanton conduct, arising out of a student’s
self-administration of an epinephrine auth-injector and/or medication, or the storage of any medication by
school personnel,

Nothing in this policy shall prohibit any school empiovee from providing emergency assistance to
students, including administering medication.

Procedures for dispensine medication:

1. All prescription medications brought to the school must be in a container labeled by the
pharmacy or the physician. This will include the name of the swdent. the name of the
physician, the name of the medication, the dosage, and time to be given.

2. Medication brought to the school in a container labeled by the pharmacy or the physician
may be administered by the school personnel, under the supervision of the school nurse
uniess otherwise directed.

[W'S)

Over the counter medications meluding Tylenol, cough medications, aspirin, etc. may be
given at school with a completed “School Medication Authorization Form.” Over the
counter medication must be delivered to school in a new, unopened original container,
except certain self-carry medications, and clearly labeled with the student’s name,

4. All medications must be delivered to the school office/nurse.

5. The "School Medication Authorization Form” must be renewed each vear. An individual
form must be completed for each medication.

6. The Schoo! District retains the discretion to reject requests for administration of
medication,

Parents are always ailowed to dispense necessary medications to their child during school
howrs.



. St:}tt:: of fiiinois o ors s D) ( Qs
Certificate of Child Health Examination j P ek |

N

FOR USE IN DCFS LICENSED CHILD CARE FACILITIES

Student’s Name Birth Pate Sex Race/Ethnieity Schoul /Grade Level/iD#
Last First Middle Month/DayiY ear
Addrece algel Lt Zip Code ParentGuanrdian Telephone # Home Work

IMMUNEZATIONS: To be completed by health care provider, Mote the mofdaryr for every dose adminisiered. The day and month is required 1 you cannot
determine if the vaccine was given ofier the minimum interval or age. If a specific vaccine is medicaliy contraindicated, a separate written statement must be
attached explaining the medical reason for the contraindication. )

1 2 3 4 5 6

Vaceine / Dose MO PA YR MO DA YR MO BA YR MO DA YR ME DA YR MO DA YR

DTP or DTaP

) | DTdepOTdODT | OTdeplITdODT | OTdapliTdODT | BTdapTTdOIDT | OTdaplITdODT | OTdap3Ta0DT
Tdap; Td or Pediatric

BT (Check specific type}

0 1PV 0PV O ey D opPv O v O 0PV 0O v gory £ PV 3 OoPv O ipv T opv

Palie (Check specific
type)

Hib Haemophilus
mfluenza type b

Hepatitis B (1113}

Variceila COMMENTS:
(Chickenpox}

MMR Combined

Meastes Mumps. Rubella

. Measles Rubela Mumps
Single Antigen

Vaccines

Preumococcal
Conpugate

Other/Specify
Meningococeal, .

Hepatitis A, HPV,
fufluenza

Health care provider (MD, DO, APN, PA, school health professional, health official) verifying absve immunization kistory msust sign below.  If adding dates
1o the above immunization history section, put your initials by date(s) and sign here,)

Signature Titie Bate

Signature Title Date
ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis is acceptable if verified by physician. Al measles cases diugnosed an or atier July 1, 2002, must be confirmed by laboratory evidence.)
*MEASLES (Rubeols) M0 pa v MUMPS Mo pa YR VARICELLA MO pa YR Physician’s Signature

2. History of variceHa (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official.
Person signing below is verifying that the parent/guardien’s description of varicelis disease history is indieative of past infection and 15 aceepting such history as documentation of disease.

Date of Disease Signature Title Date
3. Lahoratery confirmation {check one) ~ [Measkes OMumps ORubella CHepatiiis B OIVaricella
Lab Results Date ™m0 Dpa YR (Attach copy of Iab result)

VISION AND HEARING SCREENING BY IDPH CERTIFIED SCREENING TECHNICIAN

Bate
Code:
Agef
Grade t P = Pasy
i ¢ = Fai
¥ o= Tail
ROL R0 = L » L 3 . R i I L R L R L | ¥ = Daable fo sest
Vision R = Referred
i GIC =
Heariny i Glagses/Cuntacts

TL444-4737 {R-01-12) (COMPLETE BOTH SIDES) Frinted by Asthority of the State of Hiinoiy



Student’s Name Birth Date Sex Schoel Grade Level/ ID #

Last First Middle Month/Diay! Yeur
HEALTH HISTORY TO BE COMPLETED AND BIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES (Food, drug, mseel. oiher) MEDTCATION (Lust ali preseried o7 tsken o 2 regulir basis.)
Dizgnosis of asthma? Yes No Loss of function of one of paired Yes  Ne
Child wakes during the night Yes Mo organs? {eye/earfkidney/icsticle)
Birth defects? Yes No Hospitalizations? Yes No
e When? What for?
Deveiopmental delay? Yes No c o
Biood disorders? Hemophilia. Yes No Sergery? {Listall.) Yes No
Sickie Cell, Other? Explain, When? What for?
Diabetes? Yes No Serious injury or illness? Yes Na
Head ijurv/Concussion/Passed owt? | Yes No TB skin test positive (past/present)? Yes®  WNo b *If ves, refer to local health
Seizures? What are they like? Yes No TB discase {past or present)? Ves*  No department,
Heart problem/Shortness of breath? Yes No Tobaccs use {Type, frequency)? Yes Nao
Heart murmur/High blood pressure? | Yes No AlcohictDrug use? Yes No
Dizziness or chest pain with Yes No Family history of sedden death Y e No
axereise? before age 307 (Cause?
Bye/Vigion problems? _  Glasses 01 Contacts O Lastoxam by eve doctor | Dental D Braces [0« Bridge [0+ Plate Other
Other concerns? (crossed eve. droeping lids. squinting, difficuiry reading)
Ear/Hearing problems? Y es No Information may be shared with appropriate personnet for health and educational purposes.
e - e e - Parent/Guardisn
Bane/loint probleny/mjury/scoliosis?  [Yes Mo Signature Date
PHYSICAL EXAMINATION REQUIREMENTS  Entire section below to be completed by MIVDO/APN/PA
HEAD CIRCEMFERENCE HEIGHT WEIGHT B B3/

DIABETES SCREENING (NOT REQUIRED FOR DAY CARE)  BMI>85% age/sex  YesDD  Nold  And any two of the following: Family Histery Yes £ No[)
EEthnic Minority Yes(O No DD Signs of Insulin Resistance (hyperiension, dysiipidemia, polyeystic ovarian syndrome, seanthosis mgricans) Yesd Wo I3 AL Risk Yes 1 No D

LEAD RISK QUESTIONAIRRE Required for children age 6 months thraugh 6 years enrolied in licensed or public schoot operated day care, preschool, nursery sehool and/or kindergarsen.
Questionairre Administered ? Yes [ No [0 Blood Test Indicated? Yes [0 No Eload Test Daie (Blood test required if resides m Chicago.)

TB SKIN OR BLOOD TEST Recommended only for chikiren in high-risk groups inciuding children immunosuppressed due to BTV misction or other conditions. frequent travel o or born in

inigh prevaience countries or those exposed to adults in high-risk catepories. See CDE puidelines. Mo test needed L1 Test performed [J
Skin Test: Date Read o Result: Positive 1 Negative T min
Blood Test: Date Reported [ Result: Positive [ Negative [J Valne
LARB TESTS {Rtecommended) Date Restits Date Results
Hemogiobin or Hemarocrit Sickle Cell {when indicated}
Urinalysis Developmental Screening Tool
SYSTEM REVIEW  [Normal |Comments/Follow-up/Needs Normal {Comments/Foliow-up/Needs
Skin Endocrine
Ears Gastrointestinal
Fyes Ambiyopia Yes[D WNold Genito-Urinary LMP
Nose Nearological
Throat Muscujoskeletal
Mauth/Drental . Spinal Exam
Cardiovascuiar/HTN Mutritional status
Respiratory [ Diagnosis of Asthma Mental Health
Currently Prescribed Asthma Medication:
{3 Quick-relief medication (e.g.Short Acting Beta Antagonist ) Gther
O Controlier medication (e.g. inhaled corticosteroid)
NEEDS/MODIFMCAFEONS required in the schood sexting METARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES c.p. safery glasses, glass eye, chest protector for archytiim iz, pacernaker, proshetic device, denial bridge, false teeth, athledc supporticup

MENTAL HEALTH/OTHER  1s there anything eise the school should knaw abaut this student?

I7 you would Jike 1o discuss this student’s health with school or school heahth personnel. check title: T Nurse LI Tencher [ Counselor [ Principal

EMERGENCY ACTION needed while at schoal due w0 child’s health condition (e.g. seizures. asthma, insect sting, foad, peanut allergy, biceding problem, diabetes, heart probiem)”?

YesCl Neo [T 1ives please describe.

On the basis of the examination on this day, I approve this child's pericipation m tIf Mo ar Modified plesse attach expianation. )

PHYSICAL EDUCATION  Yes [l No O Modified O INTERSCHOLASTIC SPORTS (forone vear)  Yes[l Ne [ Limited O
Print Name (MD.DO. APN, PAY  Sigpature Prate

Address Phone

{Complete both sides)



FOR USE IN DCFS LICENSED CHUD CARE FAGHLITIES

e State of Hlinois cresor o e
slliw Certificate of Child Health Examination L e
| Student’s Name ﬁ Birth Date ? bex | Race/Etiniciry ‘E School /Grade Level/1Ds |
Las: First Middls i Monily/Dav/Y ear ! i ‘
- Addres: Stpees Cin 2in Cade {i FarentGuargian Teieshane £ Howme Wark

' IMMUNIZATIONS: To be compiered by nealth carz provider. Note the mo/daryy for every Gose adminisiered. The day and month is required if vou canaor
b derermine i the vaceme was given arier e mindmum interval or age. I a specific vaceine is medically contraindicated. 1 separsle written statement must be

atached expiaining the medical reason for the coptraindication.

. ! ; ; 2 i 4 ; : ) i
Y Vaceine o H H i i . - -
- Vaccine / Dose : MO DA YR i MO DA YR ] MO DA YR i MO DA YR f MO DA YR MO DA YR
: i i i : i i { | i
: DTP or DTa? & | ? ? = ‘ i i
DTP or Dia | I l ‘ | i ! J i | : | J !
) i Tdap Td DT Tdap Td DT Tdap Td DT Tdap Td DT Téap Td DT Tdap Td DT
Tdap: Td or Pedairic - - = — ; ”
DT (Cireci specific type) [ ; i | |
] i ! ‘ i ! [
IR PV Opv Py Opv PN OPY 1M Opy Py Opv i M Opy
- Polio (Check speeiiie T : T - T ; E : -
- Lype] { J ? ’ J [ E -
H | ! 3 | H f i ]
- Hib Haemophifus | E | : | | |
L mfluenza Type b ! } : b f i ;
A i | | E £
¢ Hepatiiis B (HE: ! } { ; i ;
P Varicelis } | : COMMENTS:
¢ (Chickenpox | |
I ] © H i
| MM Combined } | | !
F Messles Mumps. Rubellz | ! ’ !
: Mieagies - Fupeliz | Meamps
- Single Antigen | ‘ - * ;
I Vacoines ! é [ :
i | : ‘
¢ Prepmococes! 5 : ‘; f g | é ‘ { |
- {onjupare ] i i f ! ‘ i i i i
E Other/Speciiy i 'L
Menmgococeal, . . . ; y - " . d
| Hepatiuis A, HPY, | ! | ] | |
: Influenza i ] ! | I !

¢ 1o the shove iymunization history section, put vour mitials by dateis) and swn hers. |

Health care provider (MD, DO, AP, P'A, scivool health protessianal, healéh ofiteial) verifving above immunization history must stgn pelov.  IFadwng daies

t Signature Titie Date

. Sisnature Titie o Drate E

VALTERNATIVE PROOE OF IMMUNITY :
L. Ciinieal dingnesis 1s accepiabie if verified by pirvsician. AL measies cases diagmosed on or avier Jupy 1. 2002, must be confirmed by iaboratory evidenice,; .
*MEASLES (Rubeola) Mo pa v MUMPS ma ps vR VARICELLA MO DA YR Physician's Signature

Z. History of varicella (chiickenpox) disease is accepiabie if verified By health care provider. schoel health professional or nealtir official,
Ferson signimg below is verifving that the parent puardian s descripnon of varicelis disease mstory is indicatve of past infection and is acceptieg such history as documentation of diseass

Date of Diseasc Signaturs Titte {rawe
3. Laborarory confirmation (cireck one)  Measies Muamps Kubehia Hepatiiis | Waricejja
[ Lab Fesubs Erate MO DA YR (Attach copy of iab result)

VISION AND HEARING STREENING BY IDPH CERTIFIED SCREENING TECHNICT AN

Irare :
. Coge
Ages ; : : : ‘ i : ‘ i
I : : ; : : : : ! !
Grade i | : | : : i : : ‘ : ; ; |
B i I . ! " ! B - | K : Lt L ! h i Eoipe Unahle torest |
Viston i : ; ; : . : ; ‘ . ; { : ; ‘ C = Referved %
L ¥ ! H : H i H : | i ! : : H e = :
T - ! el = I
. Hearine | i ; ! i ; : : : : i i i | i GinssesiContacts i
riny | i i i : i ‘
1 H H H : | H H : : H i | ! i

TL444-4T37 (R-01-12; (COMPLETE BOTH SIDES) Princed oy Amnarity of tae Sure of Hitnois



F Anelign Nambre Inrcigi 1

Mes / Dia : Ahc £

Fecha de Nacimiente FSexo Eseueln [Grado/ivim. ae idem.i
i

HISTORIAL MEDICO - PARA SER COMPLETADO Y FIRMADO POR PAPDRES / TUTOR Y VERIFICADO POR EL PROVEEDOR DE CUIRADCG DE SALUD

P ALERGLAS (Aimenics. drogas. insecios. 2w

MEDICINAS {annte woss ias receiatas o 1omadas con reauizioas .

. Fiene diagnostico de asma” S No 2 Tiene pérdida de Funciones en uno de ios S NG
¢ Despiena el nblo tosiendo en ka noche? 5 Ne organos? (CiosfOidos/Riflones/Testioulos j '
: (Tiene defectos de nacimienie? 8i No . Ha sido hospuaitzade” 5 No
— — e 3 ™ :Cuanda? (Por Qué?
¢ Tiene rewrasos del desarrollo 54 NO < <Por Qu
; Tiene problemas de ka sangre? Hemofilic, Si No Ha atendide cirugia? (anoteias wdas) kY No
¥ Glonulos Fatciformes {Sickle Cellt. Ouwe Cudnde?  [Para Qué”
JTiene diaberes” S NO ;Ha tendido berigas graves o enfermedades” |8 o i 3
L o Tiene nerigas en la cabeza s goipe / desmave” 5: Nigy cPrecos posinva ae TH (Pasaao o Presente)” No b S comesio sk refieraal 5
. . L i
o - pra— — - = = - — " - " - Geparaner E d
- Tiene convuisiones? ;Como se manifiestan” §i o ¢ Enfermedad ve TB (Pasado o Freseniel” IR Nt ‘(f THAMENG O & £
i e i
b . Tiwne probiemas cardiacos ! No respira ben” S Nt :Lisa tabaco (upo. Frecuencia)” S N 1
b Tiene sopio en corazdn ¢ presion arteriat ajita” | &4 Ko i ¢ Toma alcohol / drogas™ Si No i i
JTiene mareos o doior de pecho al hace Si No ¢ Historial de familiares oo muerte repentines 5 e | i
. A A | 4
 eiercicios” antes de los 50 afos ([ Causat | i
- i Probiemas con tos Olo Lentes ... Lemtes de Comacwo ... U ltimo Examen | Drentai o Ganchos .o Puente . Plucas Owe ;
. (Onras Preocupaciones? (bizeo, parpados caidos. parpadear. dificuttad cuando leei : a
1 EI‘TIEHG probig;ﬂas de oidos / INo ave men” !S-{ Nt La mfonmacion en ¢5io foTimuiand se puede COMPATIY CON & persona: anrontado [ara DrOPosies deé.
e - salud v educacion. :
§ {Tiene problemas de fos iiwesos ; anicuiaciones | heridas S Ny Firma del Padre/Tutor Fechn
¥ g‘.‘:r.ﬂ‘r;‘nvm” ! 1 {

%PIiYSiCAL EXAMINATION REQUIREMENTS  Entire section below 1o be completed by MDVDO/APN/PA

? HEAD CIRCUMFERENCE if < 2-3 vears old HEIGHT WEIGHT BMI BIF
EDIABETES SCREENTNG (NOT REQUIRED TOR DAY CARE:  BMI>83% agessex  Yei.. Moo, Andanytwo of tire following: Family History Yes . No ...
EErhnic Minoriry Yes... No ... Signs of insalin Resistance (hypertension. dvsiipidema, polvevstic avarian svadrome. acanthosts nigricans) Yes.,. No ... Af Risk Ye: ... No i

FLEAD RISK QUESTIONNAIRE Required for children age © months through 6 years enrolied m licensed or public schooi operated day care. preschool. nursery schoo|

and:or indergarien,

Ouestionnaire Administered ? Yes... No .. Blood Test indicared? Yes ... No

TB SKIN OR BLOOD TEST  Recommended oniy for chiléren i high-risk groups meindmg children mmmunoseppressed due 1o HIV iniection or other conditons. frequent raved 1o or oo

Skin Test:  Dare Read P Result: Positive.

i
Ein high prevaience countries or those cuposed o adults in ien-risk categories. See CDC guidslines
i
£
P
f

Hond Tesr: Thate Reoorted S Result: Positive ... IVegative .,

Megative ...

Biood Test Date {Blood test remured if resides in Chicago. s
Mo test needed ... Test performed ...
mm
Value

LAB TESTS (Kecomsnendesit Date Resnits

NSRS

! Diae Resuls

{Sickie Celt twhen mdicated)

;
i
! Hemoglobin or Hematocriy i

F Urinalvsis

Developmental Sereening Too! |

P SYSTEM REVIEW {Norma! {Comments/Foliow-up/Needs

[Normat iComments/Fohmv-upJNeecz‘s

!
! Skin ! ! Endocrine
Ears ‘ I Gastrointestinal
b Eves 1 Ambivope Yes.. Ne. | GeniteUrinary | Lv
P Nose | | Neurologieat %
t Throat Muscuioskeletal
I Mowrth/Bental Spinal Exam

I Cardiovascuiar/HTN

Nutritienal staius

| i
| i
| i
| H

Respiratory ... Diagnosis of Asthima

Mental Health

Currently Preseribed Astiima Medication:
... Ouick-reliefl medicauon {e.c. Short Acung Beta Antagonisti
... Conrroller medicavion fe.g. infialed corticosteroid:

Other

VNSRS WIUUUIR WS SNV, R JUS S—

' NEEDS/MODIFICATHONS required m the schooi sewuny

METARY heeds/Kesmotions

SPECILAL INSTRUCTIONS/DEVICES ¢.v. soferv miagses. giass eye. chiest protector for arrhyiinmia, paceinzker. prosinenic tevice. dental bridge. faise 1ees, athiene supporveur

b ifvan would e (o GiSCUSS This srugent’s nealth with achool or sehool haalth personnel. check iz

MENTAL HEALTH/OTHEL {5 there anvtivnyr else tiie sehool shoukd xnow apout this stuaen!”

.o Wurse .o Teacher ... Counseior ... Principa!

EMERGENCY AZTION neegen witiie at school cue to child’s neakn condinon (e.g. Setzures. asitima. insect sing. food. peanut allergy. breeding probiem. diuoetes. nednt probent”

F Yes ... MNoe ... Ifves. piease describe.
O the pasis o e examingtion on this day. 1 approve s chidd s participaton 1n {If Mo or Modifiea please atiach explanaton,
PHYSICAL EDUCATION  Yes .. No .. Modified . . INTERSCHOLASTICSPORTS (for one vearl  Yee .  Wo .  Limired
¥ Print Name (MD.DO. APN. PAL Sienature Dat:
: Address :ZP‘uone
A L§: H

(Complete Both Sides)



