REQUIRED NYS SCHOGL HEALTH EXAMINATION FORM
T0 BE COMPLETED I ENTIRETY BY PRIVATE HEALTH CARE PROVIDER "OR SCHOOL MEDICAL DIRECTOR
Mote: NYSED requires a physical examn for new entrants and students in Grades Pre-K or K, 1,3, 5,7, 9 & 11; annually for
interscholastic sports; and working papers as needad: or as required by the Committee on Special Education {CSE) or
Committee on Pre-Schoot Specnal education {CPSE).

STUDENT IN FORMATlON

Name:’ sex: TfM [FF |DOB:
$chool: ' : ' : “|Grade: Exam; Date:
S o . HEALTH HISTORY . ‘ '

Allergies [INo  |[3Medication/Treatment Order Attached B Ana'p_hylaxis Care Plan Attached

[ Yes, indicate type|d Food .0 Insects Olatex  [1Medication -1 Environmental

Asthma [JNo |[]Medication/Treatment Order Attached [ Asthma Care Plan Attached

Ij?es, indicate type|O Intermittent [ Persistent . {1 Other: ]

Sefzures 1 Nb, [ 'Medication/Treatrment Order Attached 3 Seéizure Care Plan Attached

CFVes, indicate type| D Type: . Date of last seizure:

Diabetes [FNo - |[J Medication/Treatment Order Attached _ [ Diabetes Medical Mgmt, Plan Attached
[ Yes, indicate type| [4Type 1 T Type 2 D HbAlc results: _. Date Drawn:

Risk Factars for Diabetes or Pre-Diabetes:
Consider screening for T2DM if BMi% > 85% and has 2 or more risk factors: Family Hx T2DM, Ethnicity, Sx Insulin Resistance,
Gestational Hx of Mother; and/or pre- ~diabetes.

Bivil kg/m2Z Percentile (Weight Status Categary): [Festh [F5hqgh [I50n-84" [J85%:94% [Eg5™-98" 3ig9g9%and>

Hyperlipidemia: JNo [EYes Hypertension: IENo THYes

PHYSICAL EXAMINATION/ASSESSMENT ;.- e

Height: Weight: | BP: ~ Pukse: Respirations:

TESTS . - |Positive] Negative “Date ' " -- . - - Othér Pertinent Medical Concerns . .-
PPD/ PRI (R 0 One Functioningg [JEye O kKidney [ Testicle
Sickle Cell Screen/PRN I i (1 Concussion — Last Occurrence:

Lead level Required GradesPre-K &K~ .| 3'Date |1 Mental Health:

O TestDone  [Jlead Elevated > 10 yg/dL U Other:

{m System Revnew and Exany Entlrely Norma{ o Floo *ﬁ i *- b

Check Any Assessment Boxes Qutside Normal leltS And Note Below Under Abnarmalities

{1 HEENT (1 Lymph nodes (1 Abdomen . [ Extremities {73 Speech

] Dental - | Cardiovascular O Back/Spine =~ - {0 Skin [ Social Emational .
[ Neck O Lungs ) O-Genitouripary {}Neurological = -|CJ Musculoskeletal

{1 Assessment/Abnormalities Noted/Recommendations: —. . Diagnoses/Problems {list) 1CD-10 Code

("1 Additional Information Attached
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Name: ‘ DOB:
ol ..wiSCREEMINGS. - C e

Vision i Right -|. Left Refercal | Notes
- Distance Acuity - |20/ | 20/, [Eves [INo

Distance Acuity With Llenses ~ ~ | 20/ - 20/

Vision — Near Vision 20/ 20/

Vision-Color [IPass [FFall =

Hearing-. - .- v 71 "RightdB .| 5: Left’dB . Referral "~ |

Pure Tone Screening S Cyes [INo

Scolios_ie Reglired for boys grade & 'Negative ' 77 Positive | Referral

And girls grades 5 &7 ) [ 3 [Tives [INo
Deviation. Degree: ' Trunk Rotation Angle:

Recomimendations:

RECOMMENDAL{ONS FOR PAR[ICIPAI!ON IN-PHYSICAL EDUCAT ION/SPORTS/PLAYGROUND/WORK
[F Full Activity without restrictions including Physical Education and Athletics.

I Restrictions/Adaptations’ Use the Interscholastic Sports Categories {below) for Restrictions or modifications
[ No Contact Sports  ~ ‘ Includes: baseball, hasketball, competitive cheerleading, field hockey, foothall, ice
o hackey, lacrosse, soccer, softball, volleyball, and wrestling
CENo Non—Contact‘Sports ‘Includes: archery, badminton, bowling, eross-country, fenclng, golf, gymnastics, rifle,

Skiing, swimming and diving, tennis, and track & field
{3 Other Restrictions:

O pevelopmental Stage for Athletic Placement Process ONLY

Grades 7 &8 to play at high school level OR Grades 9-12 to play middle scheol level sports
Student is at Tanner Stage: [31 [EU [T CRiv 2y

O Accommodatians: Use additional space below to explain

(1 Brace*/Orthatic (3 Calostormny Appliance™® (] Hearing Aids
{1 Insulin Pump/insulin Sensor* ) [] Medical/Prosthetic Device* O pacemaker/Defibrillater®
O Protective Equipment : 1 Sport Safety Goggles [ Other:

*Check wrch athletic governing body if prior approval/form completmn raquired for use of device at athletic competmons

. Explain:

MEDICATIONS

[:l Order Form for Medlcation(s) Needed at School attached

List medications taken at home:

LTRSS Tt e riE . [MMUNIZATIONS - A .ii";'.'i 5

O Record Attached D Reported in NYSIIS
T ent ey el 0TS TLT T HEALTH CARE PROVIDER -
Medical Provider S:gnature
Provider Name: (please print} .
" |Provider Address:
Phone: -
Fax:
- " Bledse Returh This Form To Your €hili’s School Wihien Entirely Complated.: . * 1. it
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Denfal Health Certificate

iParent/Guardian: New York State law (Chapter 281) pefmits schools to request a dental examination in the following
drades: school entry, Pre Kor K, 1,3, 5, 7, 9, and 11.. Your child may have a dental check-up during this school yeay to
assess his/her fitness to attend school. Please complete Section + and take the form to your dentist for an assessment. If
your child had a dental check-up before hefshe staried the school, ask your dentist to fill out Section 2. Return the
completed fpem to the school's medical director or school nurse as soon as possible.

Section 1. To be completed by Parent or Guardian (Please Print)

Child's Name:

Fast Firsl Middle ! . . . -
Eel;th Date: /! WonhDay - Sex: (0 Male O Fernale [Will this be your child's first visit to a dentisi? O Yes 0 No
|Name of School: ) ) Grade

Have you noticed any problem in the mouth that interferes with your child's ability to chew, speak or focus on scheol activities? i
CYes ONo ' ) -

| understand that by signing this form | am consenting for the child named above to receive a basic oral health assessment. |
understand this assessment is only a imited means of evaluation to assess the student's dental health, and | weuld need to secure
the services of a dentist in order for my child fo receive a complete dental examination with x-rays if necessary to maintain good oral
health. . -

| alse undersiand that receiving this preliminary oral heakth assessment does not establish any new, ongoing or continuing doctor-
patient relationship. Further, 1 will not hold the dentist or those performing this assessment responsible for the consequences or
results should | choose NOT to follow the recommendations listed below.

Parent/Guardian Name -
Parent/Guardian Signature : Date

Section 2. To be completed by the Dentist

[. The Dental Health condition of ' on {(Date of Exam) The date of

the exam needs to be within 12 months of the start of the school year in which it is requested. Check one:

O Yes, The student listed above is in fit condition of dental healtn to permit his/er attendance at the public schools.

3 'No, The student listed above is not in fit condition of dental health to permit histher attendance at the public schools.

NOTE: Not in fit condition of dental health means that a condition exists that interferes with a student's abilily to chew, speakar

- {fecus on school activities including pain, swelling or infection related to clinical evidence of open cavities. The designation of notin
fit condition of dental heatth to pérmit attendance at the public school does not preciude the student from attending school.

Dentist's name and address (Please print or stamp): - Denfist's Signature: -

Opfional Sections - If you agree to release this information to your child's school, pteasé initiaf here.

:l. Oral Health Status (check all thatapply). . '
(0 Yes 00 No Caries Experience/Restoration History - Has the child ever had a cavity {treated or untreated)? [A filing
(ternporary/permanent) OR a tooth that is missing because it was extracted as a result of caries OR an open cavity].

-1 Yes O No Untreated Caries ~ Does this child have an open cavity? [At least 12 mm of tooth ‘structure loss at the enamel
surface. Brown fo dark-brown coloration of the walls of the lesion, These criteria apply to pits and fissure cavitated lesions as well
as those on smeoth tooth surfaces. If fetained root, assume that the whole tooth-was destroyed by caries, Broken or chipped teeth,
plus teeth with temporary filings, are considered sound unless a cavitated lesion Is alsa present].
[J Yes (J No Dental Seatants Present

Other problems’

Specify)

1

|l Treatment Needs (check all that apply) - :

. Na ebvious preblem. Routine dentat care Is recommended. Visil your dentist regularly.

(1 May need dental care. Please schedule an appointment with your dentist as soon as possible for an evaluation.

O Immediate dental care is required. Please schedule an appoiniment immediately with your dentist to avoid problems.




