Principal
Frank Panasci
fpanasci@sachem.edu

Assistant Principals

John Galligan, Ed.D
Donna Gregory

Superintendent of
Schools
Christopher J.
Pellettieri, Ed.D

57 Division Street
Holtsville, NY
11742
631.696.8600

#\WeAreSachem

Sachem Central School District

Sagamore Middle School

June 20323

Dear Parent or Guardian:
New York State Law requires health examinations for all students entering 9% grade.

For your convenience, a physical examination form is enclosed for your healthcare
provider: a New York State licensed Physician, Nurse Practitioner or Physician
Assistant; signed, stamped and dated. This form can also be used for sports
participation. If you should have any questions; please feel free to contact us at:
(631) 696-8600 (extension below).

You can call/email the High School East Nurses:
Kathleen Maloney (A- 1) 631-716-8200 x 5241; kmaloney@sachem.edu

Dawn Russ (J-Q) 631-716-8200 x5243; druss@sachem.edu
Kimberly Monsen (R-Z) 631-716-8200 x 5242; kmonsen@sachem.edu

Thank you for your cooperation.

Sincerely,

Sagamore Middle School Nurses

A-L: Angela Semler, RN (631) 696-8600 x3949 asemler@sachem.edu
M-Z: John Hummel, RN (631) 696-8600 x3950 jhummel@sachem.edu

H.S. SommMER HodRs: 72_(,_?/7'1?1 T Oz,f?gj
%’//{, 16,/8,19, 22, 3 3

www.sachem.edu



REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM

IF AN AREA IS NOT ASSESSED [NDICATE NOT DONE

TO BE COMPLETED EY PRIVATE HEALTH CARE PROVIDER OR SCHOQL MEDICAL DIRECTCR

Commitiee on Pre-School Speclal education (CPSE).

Note: NYSED requires a physical exam for new entrants and students In Grades Pre-K or K, 3, 3, 5, 7, 9 & 11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Speclzl Education (CSE) or

STUDENT tNFORMATION
Name Sex: LIM OF [DOB:
School; Grade: Exam Date:

HEALTH HISTORY

Allergles [ Ne Type:
[ Yes, indicate type | [ Medication/Treatment Order Attached OO0 Anaphylaxis Care Plan Attached
Asthma DOINo O Intermittent I3 Persistent O Cther:
O3 Ves, indicate type | [J medication/Treatment Order Attached [0 Asthma Care Plan Attached
Seizures [CINo Type: Date of last sefzure:
[Yes, indicate type | [ \edication/Treatment Ordler Attached [J Selzure Care Plan Attached
Diabetes [INo Type: O1I O2
[1Yes, indicate type | I Medication/Treatment Order Attached O Diabetes Medical Mgmt, Plan Attached

BMI kg/m?2

Percentlle {Weight Status Category): [ <5th

Risk Factors for Diabetes or Pre-Diabetes: Consider screening for T2DM If BAHY% > 85% and has 2 or more risk fbctors:
Family Hx T2DM, Ethnicity, Sx Insulin Resisiance, Gestational Hx of Mother, and/or pre-diabetes,

1sth.ggth [ soth.gath [ gsthgqth [osth.ggth  []95%and»

Hyperlipidemia: ONo DOYes [0 NotDone Hypertension: OO No [JYes OO NotDone
PHYSICAL EXAMINATION/ASSESSMENT
Helght: Weight: BP: Pulse: Resplrations:
List Qther Pertinent Madical Concerns
taboratoryTesting | Positive| Negative |  Date {e.g. concussion, mental health, one functioning organ}
TB- PRN bl O
Sickle Call Screen-PRN O |
Lead Level Requirad Grades Pre-K &K Date
CTestDone  [Jlead Elevated »5 pa/dL

[ System Review and Abnormal Findings Listed Below

] HEENT O Lymph nodes ] Abdomen O] Extremities
O Dental i1 Cardiovascular {J Back/Spine 3 skin
O Neck O Lungs O Genitourinary [ Neurological

1 speach
O Soclal Emotional
O Musculeskeletal

O3 Assessment/Abnormalitias Noted/Recommendations: Diagnoses/Problems {list)

[J Additional Information Aitached

(CB-10 Code*

*Required only for students with an [EP receiving Medlcaid
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Name: ' DOB:
SCREENINGS

Vislon {w/correction If prescribed) Right Left Referral Not Done

Distance Acuity 20/ 20/ O Yes [T No |

Near Vislan Aculty 20/ 20/ O

Color Perception Screening ~ TiPass L Fall 0

Notes

Hearing Passing indicates student can hear 20dR at all frequencies: 500, 1000, 2000, 2000, 4000 Not Done

Hz; for grades 7 & 11 also test at 6000 & 8000 Hz,

Pure Tone Screening Right [ Pass (O Fail | Left {1 Pass [ Fail | Referral [1Yes CINc O

Notes

Scoliosls Screen Boys in grade 9, and Girls in Nagative Positive Referral Not Done

grades 5 &7 | a LI Yes CINo O

RECOMMENDATIONS FOR PARTICIPATION [N PHYSICAL EDUCATION/SPORTS/PLAYGROUND/WORK

[ Student may participate in all activities without restrictians.
3 Student is restricted from participation in:

I Contact Sports: Basketball, Competitive Cheerieading, Diving, Downhill Skiing, Field Hockey, Feotball, Gymnastics, lce

Hockey, Lacrosse, Scccer, and Wrestling,
[ Limited Contact Sports: Baseball, Fencing, Softball, and Volleybal!,

[ Non-Contact Sporis: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimraing, Tennis, and Track & Field,

[ Cther Restrictions:

Developmental Stage for Athletic Placement Process ONLY requlred for students In Grades 7 & 8 who wish to play at
the high school interscholastic sports level OR Grades 9-12 who wish to play at the modiffed interscholastlc sports lavel.

TannerStage: D11 OO Ow Ow Ov Age of Flrst Menses (if applicable) :

L1 Other Accommodations®: (e.g, Brace, orthotics, insulin pump, prostectic, sports goggle, ete.} Use additional space
below to explain. *Check with athiatlc governing body if prior approval/form completion required for use of device at

athletlc competitions,

MEDICATIONS

L} Order Form for Medication(s) Needed at School Attached

IMMUNIZATIONS

O Recard Attached [1 Reported in NYSIIS

HEALTH CARE PROVIDER

Medical Provider Signature:

Provider Names (please print}

Provider Address:

Phone: Fax:

Please Return This Form To Your Child’s School When Completad,
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Sachern Central School District

STUDENT HEALTH HISTORY UPDATE

DOB: Age: Gender:
Name:

a Grade: Owm OF
Parent/Guardian: Home Phone; Date:
{person completing thls form) Cell Phone:

Has yousr- ¢hiid ever: If Yes, please explaln and [ndude date:

Had an ongoing medical condition

Seen a madical speclalist

Had allergles: Ofood Clenvironmental Cinsect Limedication Clother

Been hospitalization

Had an oparation

Had an Injury requiring an Emergencdy Roorn visit

Missed 5 days of school In a row due to lliness/injury

Had a hone/muscle injury

Passed out, had a concussion or serfous head injury

Had a convulsion/seizure

Had a vision problem or condition O plasses Ol contacts

Had & heating problem or candition 1 hearing ald [ cochlear implant

Worn dental bridge, braces or mouthpiace

R|alg | alolo| oo o| o|o{ o) ola| alo|
Dugdnnnmﬂmnmmnnng

Have any family members under the age of 50 ever: If Yas, please specify:
Had a heart attack
Mad other serious health problems
CHECK ALL THAT APPLY TO YOUR CHILD:
O ADHD {1 Gi Conditians {ulcer, reflux, IBS) [ Scoliosls
&1 Asthma/trouble breathing % Headaches/migraines O single Organ (Okidney, Dltesticle)
O Autlsm/Asperger {1 Heart Conditlons O skin Condition
0 Denta! injuries [ High Blood Pressure O Speech Condition
{ piabetes 1 Mental Health Condition .1 Urinary Condltion
[1 Ear {infections (deprassian, eating disorder, anxiaty,
0CD, ODD, ate.)
CURRENT MEDICATIONS ; YES | NO Please list name, dose, time(s)
Given at schaol Ooja
Taken at home O
ASSISTIVE EQUIPMENT | YES | NO Plaase check all that apply
During or outsideofschool | O] | O | Cerutches [walker Cwheelchair Tlother:
TREATMENTS YES | NO
During or outside ofschool | [0 | O | Oinsulin/blocd glucose monitoring  Clinhaler/nebufizer/peak flow monitoring
Ospecial diet

Is there any condition that would prevent your chiid from participating in physical education?
EiNo DYes

Please list any additlonal concerns: (use back of sheet if necessary)

Parent/Guardian Signature: Date:




Sachem Central School District Athletic Participation Form (APF)

Two Page Form Both pages must be completed.

Student Name: OB

School Name: l Age:

Grade (check): O07(0J8 (J9fd10 0110112 Leve! {check): [ Madified T Fresh 3 Jv O Varsity
Sport: | Limitations: O Yes [INo

Date of last health exam: Date form completed:

Health History To Be Completed By Parent/Guaridian, Provide Details To Any Yes Answers On Back. Any medications te
be taken at practice and/or athletic event will require the proper paperwork, contact school with questions,

Has/Does your chlld:

Ever been restricted by a dodtor,
physician asslstant, or nurse
pracitioner from sports participation
for any reason?

P e e R D

.| Hava an ongoing medical condition?

O Asthma [ Disbetes |

1 Seizures [JSlckle Cell traitor disease

P e A

ST o A

headache, dizzlness, nausea, confusion,
or been told he/she had a concussion?

Ever had a hitto the head thatwse

.{ Have you ever had a head injury or

concussion?

19,

Ever had headaches with exercise?

20,

Ever had any unexplained seizures?

within the last month?

.| Have only erie functioning kidney?v

-7.|Have a bleedtng disorder?

.| Have any problems with his/her

hearing or wears hearing aid{s)?

.| Have any problems with his/her vision

or has vision in only one eya?

.| Wear asses or oon _‘
T

.| Hava a fife threatening allergy?
if Yes, check any that apply:
D Food [insectBite

CiLatex [ Medicine

O Pollen []Qther |

12.[Carry an eplnephrme auto-lrﬂector?
BrEtneA RESpIrataryie
13,

P
Ever complalined of getting more ttred
or short of breath than his/her friends
during exerclse?

14

Wheeze or cough frequently during or
after exercise?

15.

Ever been told by their health care
provider they have asthma?

16,

Use or carry an inhaler or nebulizer?

5 Gther | 21.|Currently re:eﬁﬂzatr:entffar a
3.]Ever had surgery? : ; P &
4.{Ever spent the night In a hospltal? 22.|Use a hrace, orthotic, or ather device? '
5. Been diagnosed with Moronucleosls 23,| Have any special devices or prosthases

{insulin pump, glucose sensor, astomy
bag, ete.)? If yes, there may be neead
for another required form to bae filled
ouk,

24,

25,

ventrtcular tachycardia?

A Begun having her period?

Wear protective eyewear, such as
goggles or a face shield? '

Have any rélative who 5 been
diagnosed with a heart condition,
such as a murmur, developed
hypertrophlc cardiomyopathy,
Marfan Syndrome, Brigads Syntirome,
right ventricular cardiomyopathy,
long QT or short QT syndreme, or
catecholarinergic polymorphic

Ty AT

7 x.-w*r"'rua:}:ﬁ«..i} &»ﬁﬁ'

SRR NOT

.| Age periods began:

Have regular
periods

.| Date of lasf menstrua! perfod'

e

.|Have only one testlcle?

.| Have groln pain er a bulpe or hernlain
tha grain?
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Sachem Central School District Medical Athletic Participation Form (APF)-Page 2
Student Name
School Names ' DOB:
Has/Daoes your child: . Has/Does your child:
Vieayt Healtrs, 7. ~n ot oo J¥es Lfac|  [niry. Historizcontinged: .. . = . .| Yes | No
32, | ever passed out during or after 38.{Ever been unable to move hisfher armg
exercise? and legs, or had tingling, numbness, or
33, | Ever complained of light headedness or weakness after belng hit or falling?
, dizziness during or after exercise? 40.|Ever had an injury, pain, or swelling of
34, | Ever complained of chest pain, Joint that caused him/her to miss
tightness or pressure during or after practice or a game? _
exerclse? 41,}jHave a bone, muscle, o7 joint
as, | Ever complained of fluttering in their injury that bothers him/har?
chest, skippad beats, or thelr heart 42.tHave jolnts become painful, swollen,
racing, or does he/she have a | fwarm, or red wlth use?‘ I '
pacemaker? Sk HEalt R R e R R ] VS T NG,
36. | Ever had a test by their medical 43, Currerltlv have arw rashes, prassure
provider for his/her heart {e.g. EKG, sores, or other skin problems?
echocardlogram stress test)? 44.|Have had a herpes or MRSA skin
37. | Ever been told they have a heart condition Alnfections? N N
or problem by a physiclan? STOTBCH HEAEH R NAEHR LT . $.Yes :No
If so, check all that apply: ' 45.1Ever become il whlle exercrsing inhat
[CHeart infection Heart Murmur weather?
CIHIgh Blood Pressure [ClLow Bleod Pressure 46,|Have a special dlet or have to avoid
ClHigh Cholestero!  [lKawasaki Disease = :!E”?a"‘ foods?
[ZIOther- .jHave to worry sbout his/her weight?
] L .‘_.,_-. e m»é?" 48.Have stomach problems?
38, | Ever been diagnosed With & stress 49.}Have you ever had an eating
fracture? disorder?

Please explain fully any question you answered yes to in the space below, {Please print clearly and provldé dates If known. Note:
““Yes" answers to any of these gquestions does not mean sutornatic disqualificatlon fram the athlatic activity Indleated, They will
require review and evaluation by the school physiclan.

" Risk Acknowledgement and Permisston: | give permission for to participate In any sporis for which the
examining physiclan or schoal nurse have determined there are no disqualifying conditions. [ fully understand that my
chitd may not participate in any practice, scrimmage or contest without proper clearande, Further, I acknowledge that with
participation In interscholastic athletics comes the Kisk of Injury. These risks vary from sport to sport and can range form
minor tacatastrophic In nature. in addition, [ also recognlze that there are risks Involved with team travel to contest sites
at opposing school facilitias, | give permission for my child to undergo a medical examination by district approved
physictans. If | choose to have the examination performed by a family physician, then { agree to have the Information
corapleted on the appreclate school forms, | also agree that in some cases, district appointed physicians shall have the
right to review the Information provided my family physiclans and retain the right of final approval. | clearly understand
that the questions are asked In order to declde if this student Is in proper condition to participate in the sports named at
the top of this form. The answers are correct as of the date this form is signed. Alt answer will be kept confidential in
his/her record in the schoot health offlce. | hereby state that, to the bast of my knowledge, my answers to the above
questions are complete and correct,

Parent/Guardlan Sighature: Date:
Student Sighature: Date:
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SACHEM CENTRAL SCHOOL DISTRICT

Dental Health Certificate
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