o it B e R e e S i s et n A b T D R

" PARENT / GUARDIAN / STUDENT:
Private or School —=:
% pennsylvania : Complete page one of this form =

DEPARTMENT OF HEALTH PHYSICAL EXAMINATION
Bureau of Community Hezlh Systems OF SCHOOL AGE STUDENT -
Division of Scheol Htgaﬁh Sbposiment
Student's name Teday’s date
Date of birth Age at time of exam Gender: O Mzale O Female

Medicines and Al'lerg‘:es: Please list all prescription and over-the-counter medicines and supplements (herbal/nutritional) the student is currently t2king:

—

Does the student have any allergies? O No O Yes (If yes, list specific allergy and reaction.)

O Medicines 0 Pollens O Foed 0 Stinging Insects

Complete the fol!owmg section with a check mark in the YES or NO column; circle quest:ons you do not know the answer to.

NOS

S . T et b A o e = e ] P i - 2
1. Any ongczng med:cal ccmcr huns” If so, please 1denhfy ' A, Had groin pain ora palnful bulge or hernia in the groin area?

O Asthma O Anemiz O Daabetes E| Infection 3. Had a history of urinary fract infections or badwetting? )

Other

S - 't 31. FEMALES ONLY: Had a menstrual period? OYes 0ONo

2. Ever stayed more than one night in the hospital? If yes: At what age was her first menstrual period?
3. Ever had surgery? How many periods has she had in the last 12 months?
4. Ever had a seizure? Date of last period:

5. Had a history of being born without ar is missing a kidney, an eye, 2
testicle (males), spleen, or any ather organ?

6. Ever become ill while exercising In the heat?
Had frequent muscle cramps when exercising?

32. Has the student had any pain or problems with his/her gums orleelh?
33 Name of student’s dentist;
Last dental visit: O less than 1 year O 1-2years O greater than 2years

8 - Had headaches wuh exerc;se?

34. Been told helshe has a leaming disability, intellectual or

S. Ever had a head injury or concussion? developmental disabiity, cognitive delay, ADD/ADHD, etc.?

10.Ever had a hit or blow to the head that caused COl’lfUEan pro!onged 7 : Y =
headache, ar memory problems? 35. Been bullied or experienced bullying behavior?

11. Ever had numbness, tingling, or weakness In histher arms or legs 36. Experienced major grief, trauma, or other significant life event?
after being hit or falling? 37. Exhibited significant changes in behavior, sacial relationships,
12 Ever been unable to move arms or legs after being hit or falling? grades, eating or sleeping habils; withdrawn from family or friends?

12 Noticed or been told hefshe has a curved spine or scoliosis? 38, Been worried, sad, upset, ar angry much of the time?
14 Had any problem with his/her eyes (vision) or had a history of an 39. Shown a.general loss of energy, motivation, interest or enthusiasm?

eye injury? 40. Had concems about weight; been irying to gain or lose we:ght or
recelved a recommendation fo gain or lose weight?

41 Used {orcurrently uses) tobacco a[cnhol ordrugs?

13 Been prescribed glasses or ccntact lenses?
e

HEARTILUNG,

‘8 Everused an inhaler or taken asthma medicine? 3 s
7. Ever had the doctor say helshe has a heart problem? If so, check 42.1s there a farmly hrslory of the following? If so, eheck all that apply:
all that 3pp|y: O Heart murmur or heart infection O Anemia/blood disorders O Inherited dlsease]syﬂd!'nme
O High blood pressure 0 Kawasaki disease O Asthmaflung problems 0O Kidney problems
0 High cholesterol O Other: i O Behavioral health issue 0 Seizure disorder
18, Been told by the doctor 1o have a heart fest? (For example, U Diabetes D Sickle cell trait or disease
ECGIEKG, echocardiogram)? Other,
19,Had a cough, wheeze, difficulty breathing, shortness of breath or 43. Is there a family history of any of the following heart-related
felt lightheaded DURING or AFTER exercise? problems? If so, check all that apply:
D Had discomfort, pain, tightness ar chest pressure during exercise? - D Brug.ada syndrome. O QT syndrome
21. Felt hisfher heart race or skip beats during exercise? D Cardiomyopathy O Marfan syndrome
0O High blood pressure O Ventricular tachycardia
S 0O High chalesterol O Other
?
22 Had a broken or fractured bone, stress fracture, or dislocated jOInt 44. Has any family member had unéxplained fainling, unexplained
23 Had an injury to a muscle, ligament, or tendon? seizures, or experienced & near drowning?
24, Had an injury that required a brace, cast, crutches, or orthotics? 45. Has any family member/ relative died of heart problems before age
25, Needed an x-ray, MRI, CT scan, injection, or physical therapy 50 or had an unexpected / unexplzained sudden death before age
following an injury? S0 (includes drowming, unexplained car accidents, sudden infant
deaT.h smdmme)"

26. Had joints that become painfu! swn[[en feel warm, or lcok red?

46. Are lhere any qushons or concems that the student, parent or

27, Had any rashes pressure sores, or other skin problems? guardian would like to discuss with the health care provider? (I

28. Everhad herpes or a MRSA skin infection? ves, write them on page 4 of this form.)

| hereby certify that to the best of my knowledge 2ll of the information is frue and complate. I give my consent for an exchange of
health information between the school nurse and health care providers.
Signature of parent / guardian / emancipated student Date

Adapled in part from the Pre-participation Physical Evaluation History Form; ©2010 American Acadamy of Family Physicians, American Academy of Pediatrics, American College of
Sporis Medicine, American Medical Society for Sporls Medicine, American Orihopzadic Sociely for Sporis M 2nd American Osteopathic Academy of Sports Medicine.
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AllerGIES tiamiammasiecosan s tanssnsasnmsssasonns
ABTRITE. ... oot drsatstasasssamvas
AT . oesunsennensnsisss st sisassnanposssassmes
Chemical Dependency ...........ccoees

DTS ssmsmsissvsnssaviovnosomssssanrmrans

BIEORDL: . csummivmnissnampaes
Diabetes Mellitus ..o ineriiriienniinns
Gastrointestinal Disorder.....veeeeeees
Hearing DiSOrder ......cccveereensicssanans

]
O
O
]
Fod
UJ
0
HYPErtenSION wueumeseisserssssssassssneas
£l
]
UJ
[
[l
J
OJ

Neuromuscular Disorder ........cc.ees
Orthopedic Condition ....e.eerseeeesenses
Respiratory lliness ....
Seizure DISOTHEr . veisrimescseeessssisans
SKin DISOrder ciciuver e sensiessennarsasaensns
Vision DISOTET ..v.ceevevisrssersssesrssases
Other (S pecsfy) ...............................

Are there any special medical problems or chronic ‘diseases which require restriction of activity, medica’ilon or which

might affect his/her education? If so, specify

OUO0000000000000C]

Report of Physical Examination (v) _
" Normal Abnormal Not Examined Comments

o Height (inches)

e Weight (pounds) BMI
e Pulse ( }

o Blood Pressure /

e Hair/Scalp

e Skin

e Eyes/Vision

e Ears/Hearing

e Nose and Throat

e Teeth and Gingiva

e Lymph Glands

e Heart — Murmur, etc.

° Lung — Adventmous Findings
° Abdomen

e Genitourinary
e Neuromuscular System
e Extremities

e Spine (Presence of Scoliosis)

Date of Examination

Signature of Examiner MpO DODO PACO CRNPD Print Name of Examiner

. Telephone Number

'1._- aress




IMMUNIZATION EXEMPTION(S):

Medical ]  Date Issued: Reason:
Medical [J  Date lssued: Reason:
Medical ]  Date Issued: Reason:

Date Rescinded;
Date Rescinded;

Dzts Rescindad:

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

Diphtheria/Tetanus/Pertussis (child) °
Type: DTaP, DTP or DT
Diphtheria/Tetanus/Periussis ! z ¥ 7 5
(adolescent/adult)
Type: Tdap or Td
1 Z g q 5
Polio
Type: OPV or IPV
G : Z <) E) -1
Hepatitis B (HepB)
T Z ] 7 5
Measles/Mumps/Rubella (MMR)
Mumps disease diagnosed by physician [J Date:
1 2 K] E) ]
Varicella: Vaccine [1 Disease [J
! < <]
Serology: (Identify Antigen/Date/POS or NEG) 3 * ?
i.e. Hep B, Measles, Rubella, Varicella
T Zz 3 [ 5
Meningococcal Conjugate Vaccine (MCV4)
~ k] Z J E] -
Human Papilloma Virus (HPV)
Type: HPVZ or HPV4
1 3 <) 4 )
Influenza ) L 7 S g =
Type: TIV (injected
LAIV (nasal) :
11} 12 L] 14 13
T 3 3 3 S
Haemophilus Influenzae Type b (Hib)
] & 3
Pneumococeal Conjugate Vaceine (PCV) ’ i
Type: 7or 13
] Z 3 7 5
Hepatitis A (HepA) ’
= T z 3 7 £
Rotavirus
Other Vaccines: (Type and Date)
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WEST MIFFLIN AREA SCHOOL DISTRICT
1020 Lebanon Road

Suite 250

West Mifflin, PA 15122

HEALTH SURVEY
(To Be Completed by Parent)

Student's Name Date of Birth

Please indicate if your child has any of the following conditions and list any medications he/she is
taking at this time.

CONDITION NO YES SPECIFY

Allergies

Asthma

Cardiac

Chickenpox

If child has had chicken pox please specify the month and year:
Diabetes

Ear Infections

Epilepsy

Rheumatic Fever
Tuberculosis

TB Contact

Surgeries

Restricted from physical
activity

Does your child have any problems or conditions which you believe the nurse or teacher should
know about in order to help him/her? Please be specific:

Current Medications:

Physician’s Name: Phone Number

Voluntary Consent of Parents
To better meet your child’s safety needs, we will share the health information listed above with staff
members. Note that in case of food allergies, it may be necessary to inform parent groups (if they will be
hosting a food event). If for some reason you do not want this information shared, please notify your building
principal in WRITING!

Signature of Parent/Guardian Date

Phone Numbers: Home Work Cell




Date:

WEST MIFFLIN AREA SCHOOL DISTRICT
1020 Lebanon Road

Suite 250

West Mifflin, PA 15122

Health Services Department
Private Dentist Report

Please have your dentist complete the following information and return this form to the school

nurse.

Name of Child:

Grade and School:

Date of Examination:

Please check:

Child is currently under treatment.

Child's treatment is complete.

Signature of Dentist:

Dentist's Name (please print):

Address:




