_' d ﬁsn’.ﬁ;a'(n;f?wzm) Page 1 of 4; STUDENT HISTORY *
: p enh'sylvaﬁia Private or Schob . PARENT | GUARDIAN / STUDENT:
* DEPARTMENT OF HEALTH PHYSICAL EXAMINATION emplote page oneoftisform before

student's exam. Take completed form to

Bureau of Community Mealth Systems OF SCHOOL AGE STUDENT .
Division of School Health ) appointment.
Student’s name Today's date
Date of birth Age at time of exam Gender’ O Male O Female

Medicines and Allergies: Please list all prescription and ovér-the-counter medicines and supplements {herbal/nutritional) the student Is currently taking: *

'

Does the sludent have any allergies? I No O Yes (If yes, list specific alletgy and reaction.)

O Mediclnes 0 Pollens [ Food u} Stlngtng Insects

Complete the following section with a check mark in the YES or NO co[umn' circle questions you do not know the answer to.

1. Any angoing medical conditions? If so, please |dentlfy- - 23 Had groin pain or & painful bulge or hérmia in the groln area? <

g ﬂf\sthma OAnemia [ Diabetes [dlnfection - 0. Had a history of urinary fract Infections or bedwetting?
T, 3 T T
> 31, FEMALES ONLY: Had d menstrual perod? a
2, Ever stayed move than ene night In the hospital? If yes: At what age was her first menztrual perfod? __ - Yes DLiNo
3. Ever had surgery? How many penods has she had In the last 12 months?
4. Ever had a seizure?’ Dale of la
5. Had a history of being bom without or Is missing a kldney, an aye, a :

testicle (males), spleen, or any.other organ?
6. Ever bacome ill while exercising In the heat?
7. Had frequent mus!e cramps when exercll

‘A& Has the sludent had any paln or problens with hisfhergums orteath?
33, Name of student‘s dentist: g
Last dental visll. O jessthan 1 year 11 1-2 years EI grealer than 2 years

8. Had headaches with ekercise?

34. Bean told he/she has a leaming dlabilty, inellectual or -

9. Ever had a head Injury or concussion? davelopmental disabllity, coghltive delay, ADD/ADHD, etc.?

10. Ever had a hitor blow to the head that caused confusion, pralonged
headachs, or memory problems? 35. Been bullled or experienced bullying behavior?

11, Ever had numbness, tingling, or weakness in histher arms or legs 36. Expeqenoed n?ajor grief, trauma, or other significant life event?
after being hit or falling? 37. Exhibited significant chfanges in behavior, social relationships,

12 Ever been unable to move amms or legs after being hit or falling? :rades. eating or sleeping habits; withdrawn from famlly or filends?

13 Noticed or been told hefshe has a curved spine or scollosls? 38, Been woried, sad, upset, or angry much of the tima?

T Had any problem with hisfher eyes (vision) or had a history of an 39. Shown a general loss of energy, moﬂ.vahon, interest or enthu_sl_a.sm?
eve injury? 40. Had concems about welght; been trying to gain or lose welght or
received a recommendation to gain or lose weight?

41. Used (or currently uses) fobacca, alcohel, or drugs?

15 Been prescribed glasses or coniact lenses?

'1& Ever used an Inhaler or taken asthma me'dlclne?
17 Ever had the doctor say hefshe has a heart problem? If s0, check

42.Is there a famlly history of the foliowing? If 50, check all that apply:

all that apply: _« [0 Heart murmur or heart Infection O Anemia/blood disorders O3 Inherited disease/syndrome
- [1High bldod pressure [ Kawasakl dissase - " B Asthmaflung problems O Kidney problems
'High cholestsiol’ ~ - O Othér; ) : El'Behavioral health Issue O Sefzure'distrder
18, Been told by the doctor to have a heart test? (For example, ) H Diabetes O Siekle cell trait or disease
ECG/EKG, echocardiogram)? Other,
19.Had a cough, wheeze, difficulty breathing, shoriness of breath or 43, Is there a famlly history of any of the following heart-related
félt lightheaded DURING or AFTER exgrcise? problems? If so, check ail {hat apply:
O Brugada syndrome oqr syndmrne '
k| ess or ohest sure durin exerclse? ]
- mﬂad.discomforf. Pam' ighin = r o pres g ks Gardidmyapthy ™ - ) I:I Ma,rfan syndrome
. fin 1 High blood pressure O Ventricuiar lachycarclla
3 High cholestero! O Other,

[ 2 Had a broken or fractured bone, stress fracture, or dls[ocated ]bln 44, Has any famiy member had unexplained falnting, unexplained

23. Had an injury lo a muscle, ligament, or tendon? selzures, or experiériced a near dréwning?

24 Had an Injury that required a brace, cast, crutches, or orthotics? - 45, Has any family member / relative died cof heart problems before age
3 : : . 50 or had an unexpected / unexplained sudden death before age

ﬁzﬁz‘_dv?:;:nﬁ}:ﬁgy R}, CT scan, injection, or physical therapy 50 (indudas drowning, unexplained car accidents, sudden infant

déath syndrome)?
28, Had joints that become painful, swollen, feel warm, or look red?

- 4 . Are there any questions or concerfis that lh *stideiit, parent or
27, Had any rashes, presstire sores, or other skin problems? guardian would like to discuss with the healih care providor? (i

28, Ever had herpes or a MRSA skin Iifection? ves, write tham on'page 4 of this form.)

1 hereby certify that to the best of my knowledge all of the information is true and complete. | give my consent for an exchange of
health information between fhe school nursé and health care providers.

Signature of parent / guardian / emancipated student Date

Adapted in part from the Pre-participation Phiysical Evaluation History Form; ©2010 Amerloan Academy of Family Physlclans, American Academy of Pediatrics, American College of
Sports Medicine, American Medical Society for-Sports Mediclhg, American Orhdpaedic Socigty for Sports Medicine, and Ameritan Ostedpattilc Academy of Sports Medlcine.
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Page 2 of 4: PHYSICAL EXAM

Nose and Thiroat

) CHECK ONE
Physlcal exam for grade: 2 .
kil ¢0 140 otherd < 2 *ABNORMAL FINDINGS / RECOMMENDATIONS / REFERRALS
5| 2| &
o | 9| &
4 4?: a
Height:  ( ) inches
Weight,  ( } pounds
BME: . ( )
BMI-for-Age Percentite: ( Y%
Pulse: (1 )
Blood Pressure: ( )
Hailt/Scalp
Skin
Eyes/Vislon Corrected {1
Ears/Hearing

Teeth and Ginglva

LymphGlands = - - ‘ .
Heart .

Lungs

Abdomen

Genltourinary

Neuromuscular System

Extremitles

Spine (Scoliosls)

Other

{Additional space on page 4)

Parent/guardian present during exam: Yes I'__.I

Print name of eXaminer

Physical exam performed af: Personal Health Care Provider's Office [1

No Il ) -

Schoot [J Date of exam 20

Phone

grint examiner's office address

Signature of exatiner

CRNP OO

mMDp O pol PAGO




IMMUNIZATION EXEMPTION(S):

Medical 1  Date lssued: Reason:; : Date Rescinded:
Medical[J Date lssued:; Reason: Date Rescinded:
Medical []  Date Issued:; Reason: : Date Rescinded:

NOTE: The parent/guardian must provide a written request to the school for a religious or philosophical exemption,

Diphtherla/Tetanus/Pertussis (child)
Type: DTaP, DTP or DT

Diphtheria/Tetanus/Periussis 1 z 3 T 5
(adolescent/adulf)
Type: Tdap or Td
T z ) z 5
Polio
Type: OFVor 1PV
] = JF * [
Hepatltis B (HepB)
1 Z ] L) 5

Measles/Mumps/Rubella (MMR)

Mumps disease diagnosed by physiclan Date:,

- 1 < ¥ T 5
Varicella: Vaccing ] Disease [
* - T ] — s -
Serology: (Identify Antigen/Date/POS or NEG)
i.e. Hep B, Measles, Rubella, Varicella
T z 3 L3 5
Meningococeal Conjugate Vaccine (MCV4)
T Z 3 5
Human Papliloma Virus (HPV) "
Type: HPV2 or HPV4
- T z 3 ‘ .
Influenza ¥ 7 ¥ ¥ v
Type: TIV (injected) .
LAV (nasal) m - = - -
T Z 3 ¥ 5
Haemophilus Influenzae Type b {Hib)
T & Kl A ]
Preurmnococeal Conjugate Vaccine (PCV) . ] 1
Type: 7 or 13 .
1 F3 3 L) 3
Hepatitis A (HepA)
T Z ] T 5

Rolavirus

Other Vaccines: (Type and Date) |

énse Turn
Pl DOYER,



Page 4 of 4 ADDITIONAL COMMENTS (PARENT / GUARDIAN [ STUDENT / HEALTH CARE PROVIDER)




