' lowa Department of Public Health
_ CERTIFICATE OF DENTAL SCREENING
ThIS certificate is not valld unless all fields are complete.
RETURN COMPLETED FORM TO CHILD’S SCHOOL.

Student Information (please print)

Student Last Name:

Student First Name: . Birth Date (MID/YYYY):

Parent or Guardian Name: Telephone (home or mobile):

Street Address: City: County:

Gender:

Name of Elementary or High School: - Grade Level:
' (] Male [] Female

Screening Information (health care provider must complete this section)

Date of Dental Screening':

Treatment Needs (check ONE only based on screening results, prior to treatment services provided):

[C] No Obvious Problems —the child’s hard and soft tissues appear to be visually healthy and there
is no apparent reason for the child to be seen before the next routine dental checkup.

[[] Requires Dental Care — tooth decay® or a white spot lesion? is suspected in one or more teeth, or
gum infection® is suspected.

[(] Requires Urgent Dental Care — obvious tooth decay® is present in one or more teeth, there is
evidence of injury or severe infection, or the child is experiencing pain.

. 1 Tooth decay. A V|5|bIe ca\nty orlhole in a tooth with brown or black coloratson or a retamed root

Screening Provider (check ONE only):
[1DDS/DMD [ RDH [ MD/DO [] PA [[] RN/ARNP (High school screen must be provided by DDS/DMD or RDH)

Phone:

Provider Name: (please print)

Provider Business Address:

Signature and Credentials

of Provider or Recorder*: Date:

*Recorder; An authorized provider (DDS/DMD, RDH, MD/DO, PA, or RN/ARNP) may transfer information onto this form from another
health document. The other health document should be attached to this form.

A screening does not replace an exam by a dentist.
Children should have a complete examination by a dentist at least once a year.
RETURN COMPLETED FORM TO CHILD’S SCHOOL.

lowa Department of Public Health » Oral Health Bureau
515.281-3733 « 866-528-4020 « www.idph.stale.ia.us/hpcdp/oral health.asp
A designee of the local board of health or lowa Department of Public Health may review this cerlificate for survey purpases.
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STUDENT VISI®N CARD

Student First/Last Name Exam Date

Student Date of Birth / / Student Home Zip Code

TO THE PARENT OR GUARDIAN: To fully assess the health of your child's visual system and
prevent future learning problems associated with undetected vision problems, regular professional
eye exams are essential. Experts estimate that 80% of learning is obtained through vision. Good
vision directly confributes to a child's ability fo learn while in school. As a part of your back-to-
school preparations, it is recommended that you take your child and this card to your family eye
doctor for a complete eye health examination. This card should be signed by the eye
care professional and returned #o the school nurse or teacher by your child,

The following organizations recommend the use of the Student Vision Card

rs gty

- = Iowa
N Prevent
YIDPH @ PTR m Blindness
ol Putils Heslth lowa OPTOMETRIC ; : L lowa*
ASSOCIATION erpetild onevaice,

To order more cards call 1-800-444-1772 - www.iowaoptometry.org

Visual Acuity At Distance At Near

] Without correction R20/ L20/ R20/ L20/
[C1With present correction R20/ L20/ R20/ 120/

(1 With new correction R20/ L20/ R20/ L20/
External Eye Health internal Eye Health

[J Normal [[1Other [JNormal [J Other

Vision Analysis

R l [

| [J  Normal eyesight [] Eye teaming difficulty

O [J  Nearsighted (myopia) [J Crossed-eyes (strabismus)

O (] Farsighted (hyperopia) [ Eye focusing difficulty

[ L]  Astigmatism [ Sensitivity to light

O O Amblyopia

L] Other

Vision Correction Recommendations

[ No correction necessary To be worn for: B
[ No change in present prescription [ Constant wear [[]Near vision only
] New prescription needed [] Distance vision only ~ [] As needed

TO THE EYE CARE PROFESSIONAL: Please sign and date this card after examination.
Dr. Name: (Please Print]

Date. ' § ignature

11/13




lowa Department of Public Health
CERTIFICATE OF VISION SCREENING

RETURN COMPLETED FORM TO CHILD’S SCHOOL.

Student Information (please print)

Student Last Name: Student First Name: Birth Date (M/D/YYYY):
Parent/Guardian Telephone Number: Student Address:
Zip Code;

Screening Information (vision screening provider must complete this section or parents may attach a
copy of vision screening results given to them by a provider.)

Date of Vision Screening:

Results (visual acuity):

Right Eye Left Eye

Overall Result (Please select one): Referral to eye health professional (Please select one):

Pass or

Screening Provider:

iI Yes or No

O

Provider Business Name/Source of Screening: (please print)

Provider Name: (please print) Phone:

Signature and Credentials

of Provider: Date:

A parent or guardian of a child who is to be enrolled in a public or accredited nonpublic elementary school
shall ensure the child is screened for vision impairment at least once before enroliment in Kindergarten and
again before enroliment in the 3™ grade.

To be valid, a minimum of one child vision screening shall be performed no earlier than one year prior to the
date of enrollment in Kindergarten and no later than six months after the date of the child’s enroliment in
Kindergarten.

To be valid, a minimum of one child vision screening shall be performed no earlier than one year prior to the
date of enroliment in 3" grade and no later than six months after the date of the child’s enroliment in 3" grade.

RETURN COMPLETED FORM TO CHILD’S SCHOOL.

lowa Department of Public Health « Bureau of Family Health
FAX 515-242-6013 »« 866-383-3826 « www.idph.state.ia.us




Name Last:

Iowa Department of Public Health
Certificate of Immunization

First: Middle: Date of Birth:
Parent/Guardian: Address: Phone: ( )
I certify that the above named applicant has a record of age-appropriate immunizations that meet the requirement for licensed child care or school enrollment.
Signature: Date: )
Physician, Physician Assistant, Nurse, or Certified Medical Assistant
A representative of the local Board of Health or Iowa Department of Public Health may review this certificate for survey purposes.
Vaccine Date Given Doctor / Clinic / Source Vaccine Date Given Doctor / Clinic / Source
Diphtheria, Varicella .
Tetanus, Chicken Pox
Pertussis If patient has a history
DTaP/DTP/DT/ ot ekscioe
Td/Tdap Varicella”
Pneumococcal
PCV/PPV
Meningococcal
MCV4/MPSV4
Polio
IPV/OPV
Hepatitis A’
Measles,
Mumps, Rotavirus
Rubella
MMR
Haemophilus
influenzae
typeb
Hib Human
Papilloma
- Virus
Hepatitis B HPV
Other

January 2013



Student Name:

Anamosa Community Schools
Strawberry Hill Elementary
Physical Form

Birth date: Sex: M_F__

Physician or Health Care Provider

Dentist

Date of Last Dental Exam

Eye Doctor

Date of Last Eye Exam

Physical Examination

Height Weight

BMI B.P. Pulse Respirations

Appearance/Hygiene

Nutrition

Eyes

Visual Acuity: Right Left Both

Ears

Nose

Throat/Tonsils

Mouth

Teeth

Heart

Lungs
Abdomen

Extremities

Skin

Neurological

Development

Behavior

Last Lead Level (required for Kindergarten entry) Date Result

Restrictions

Referrals

Current Diagnoses

Prescribed Medications

Date of Exam
Signature of Health Care Provider

11/2018




KINDERGARTEN ROUNDUP
SPEECH/LANGUAGE QUESTIONAIRE
Clinical Speech/Hearing Department
Grant Wood Area Education Agency

Child:
Birthdate:

Parent/Guardian:

Street Address:

City: Zip:

Home Phone: Work Phone:
Date:

Please circle “yes” or “no” on the following questions:

1. Do family members and other people frequently have difficulty
understanding your child’s speech?

2. Does your child ever become frustrated with his/her speech or
language?

3. When your child talks, are his sentences often less than five words
in length?

4. Does your child have difficulty understanding directions?

4. Does your child have difficulty carrying on a conversation with
you by telling you what he/she is doing, relating past information
or asking questions such as why, when, and how?

(=)

. Do you frequently need to talk loudly for your child to hear you?

7. Are you concerned about your child’s hearing?

o0

. Do you think your child stutters?

9. Does your child always have a hoarse voice, sound like he/she has
a cold or sound like he/she is talking through his/her nose (nasal)?

10. Do you have any concerns about your child’s speech and language
development?

If you answered yes to question #10, please explain:

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

no

no

no

no

no

no

no

no

no

no




