Registration Health Office Check List

1. Current physical exam performed with the past
calendar year. [ |

2. Complete immunization record. U
3. Completed health history form. U]

4. Lead level for entry to Pre-K. [J
(Can be indicated on the PE form)

5. Dental certificate. [
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St. Augustine School
, _ Health Services
Ossining Union Free School District

Dear Parent/Guardian:

It is a fundamental policy of the Board of Education to have the medical examinations of pupils
attending public schools made by the family’s private physician, whenever possible. This policy recognizes the
fact that the family physician is most familiar with the health problems of the pupil and best able to institute
treatment when needed.

Our records show that many parents in this school district prefer to have their children examined by
their family doctors. We are requesting these parents to have the form on the opposite side completed by the
family doctor and returned to us as soon as possible. Summer examinations and camp physicals will meet the
legal requirements for school examination.

If this examination is not returned, the school physician will do a health appraisal on all new students
entering the school system and in grades K, 2, 4, 7, and 10. In the case of Special Education students, a
physical is required at initial referral to the Committee and before triennial review.

Thank you for your cooperation.

Eric Small, M.D.
School Physician




NYSED requires an annual physical exam for new enirants, students in Grades K, 2, 4, 7 and 10, sports, working permits and
triennially for the Committee on Special Education (CSE).

HEALTH CERTIFICATE / APPRAISAL FORM

Name: Date of Birth:
._sc'ho_olg L ' e [

{J Immunization record attached

Sickle Cell Screeﬁ. D Positive iNegative {J Not done

{J No immunizations given today PPD: J positive (JINegative (3 Not done Date:
{7 immunizations given since last Health Appraisal: Elevated Lead: 0 Yes O No (J Not-done Date:
Dental Referral 0 Yes I No {J Notdone Date:

Significant Medical/Surgical History: (J See attached

Allergies: (3 LIFE THREATENING 3 Food: O insect: O Otner:

{J Seasonal {3 Medication:

Weight: Blood Pressure: Date of Exam:

Referral
Vision - without glasses/contact lenses ,

Vision - with glasses/contact lenses

Vision - Near Point

o)l s 1 v Y
[l B

Hearing Q Pass 20 db sc both ears or.

1 EXAM ENTIRELY NORMAL Tanner: . " . . V.

Specify any abnormality (use reverse of form if needed):

Scofiosis: (3 Negative (J Positive:

Medications (list all): Add{tibnal mbe‘dications listed on reverse of form

Name: Dosage/Time:

Name: Dosage/Time:

if AM dose is missed at home:

| assess this student to be self-directed (3 Yes (JNo Student may self carry and self administer medication Oves ONo »
Note: Nurse will also assess self-direction for the school setting. Please advise parent o send in additional medication in the event that emergency
ing i§ necessary at school or if the morning medication has not been givel

{1 Free from contagions & physically qualified for all physical education, sports, playground, work & school activities OR only as checked:
Limited contact: cheerlead, gymnastics, ski, volleyball, cross-country, handball, fence, baseball, floor hockey, softball.
" Non-contact: badminton, bowi, goif, swim, table tennis, tennis, archery, riflery, weight train, crew, dance, track, run, walk, rope jump.

Specify medical accommodations needed for school: (0 None

J Please monitor

Restrictions: . * [J Please monitor

Protective equipment required: {7 Athietic Cup (3 Sport gogglesfimpact resistant eyewear

o

{J Known or suspected disability:
a

0

Provider's Signature:

(Stamp below)

Provider's Name/Address: Fax:

Parent Signature: Date:

This exam complies with NYSED requirements above and is valid for twelve months, with the exception of any iliness or injury lasting more than five
days that will require review by private healthcare provider and the schoo! medical director. Rev. 2/08




Pupil Health History Form
St. Augustine School
Ossining Union Free School District

Child’s Name Date of Birth Phone
Address

Physician Office Phone

Dentist Office Phone

If student has any of the following please indicate and supply dates:
CONDITION Yes No Comments if “Yes”

Attention-Deficit/Hyperactivity Disorder

Allergies (food, insects, drugs, latex)

Allergies (seasonal)

Asthma or breathing problems

Behavioral problems

Developmental problems

Bladder problems

Bleeding problems

Bowel problem
Cerebral Palsy

Cystic Fibrosis

Dental Problems
Diabetes

Head or spinal mjury

Hearing problems or deficit

Heart problems

Hospitalizations (when, why) B,

Lead poisoning

Muscular problems

Sickle Cell Disease (not trait)
Speech problems

Surgery (when, why)

Vision problems
Other:

Does your child take any medication on a daily or regular basis? If so what and when?

*If 2 medication needs to be administered at school a prescription from your doctor is required
and a separate medicine container to be left at school.

Parent/Guardian Signature Date Relationship



St. Augustine School
Rt. 9 Eagle Park
Ossining, NY 10562
914-944-0826

DENTAL CERTIFICATE

To Parent or Guardian:

" Children should be taken to the dentist when they are three years old or as soon as all the
baby teeth are in place. They should be seen at regular six month intervals thereafter.

Decayed teeth are a source of danger to general health and interfere with progress and
attendance in school. A periodic check-up, including x-ray, is therefore recommended to

detect hidden decay.

PLEASE HAVE YOUR DENTIST SIGN THIS FORM AND RETURN IT TO THE
SCHOOL. ‘

Dental Examination of:

P Ut oA

(Student name) (DOB)

Home Address:

Please check the appropriate statement and sign:

( ) Annual exam completed on:
(Date)
( ) I am currently treating this patient for:
(Condition)
Signed:
(Dentist)

Address:




