PETERS (4D

TOWNSHIP

SCHOOL DISTRICT

Kindergarten Health Packet

Dear Parent:
The following documents are required to register your child for kindergarten:
e A completed current immunization report (which may be obtained from your physician).

Please note that proposed Pennsylvania regulations state that all children are required to be fully
immunized to attend school.

o Students missing the next or final dose of a vaccine have five school days to obtain the
next or final dose in the series before being excluded from school.

o A student needing more than one dose of a multiple-dose vaccine series may attend
school provisionally upon submission of a medical certificate outlining the dates of
additional vaccinations. Students will be excluded from schoal if vaccinations are not
submitted according to the timelines.

» A completed copy of the Health History Form (form provided).

In addition, the documents outlined below MUST be submitted during the 2017 calendar year as
required by Pennsylvania School Code:

A completed physical examination form (form provided, must be completed by your physician).
¢ Acompleted dental examination form (form provided, must be completed by your dentist).

If your child has already seen a doctor or dentist in 2017, please have them complete these

forms and bring them with you to registration.

These completed documents may be scanned and uploaded through the online registration portal. Hard
copies will also be accepted at registration. Please contact the school health office with any additional
questions you may have. Thank you.

Kathy Crowley Holly Kosanavich
Bower Hill School Nurse Pleasant Valley School Nurse
724-941-6251 x2403 724-941-6251 x1404



1510 336 ¢Rev 920121 Page 1 ¢l 4 STUDENT HISTORY

PARENT f GUAR { NT:
3 Private or School
pennsylvania ot e
SO e PHYSICAL EXAMINATION  SomPer™e ot ominten
Buresu of Community Health 5 OF SCHOOL AGE STUDENT
Diviion of Sl sacth T appointmant.
Studant’s name Today's dale
Dale of birth Ago at time of exam Gender U Male O Female

Madicines and Allargies: Please (st sll prescriplion and over-ihe-couner medicines and supplements (herbalinutriional) the siudent is cumently taking:

Does lhe sludeni hava any alergies? O No O Yes {(If yas, lis| specific allampy and raaction.)
O Medicines 0 Polens [ Food O Slinging Insacls

Complsis tha following sectlon with 2 check mark In ihe YES or NO column; circla questlons yau do not know the answer to.

GENERAL HEALTH: Nis the stirdent.., Y28 | MO GENITOURINARY:  Has the sfirdent.., YES | NO
1. Any ongolng madical conditions? 1 so, plaase identify: 2 Had groin pain or 8 palniul bulpe of hernia In the groin ansa?

DAstima OAnemla ODabaies O infection M Had a history of urinary tract Infaclions or bedwaiting?

Orhar.

1. FEMALES ONLY: Had a manatrual pedcd? DYes BONo

2. Evar siaysd moss ihan one nigh! In the hoapital? ¥ yoa: Al whal aga was har firsl menstrual pardod?
3, Evernad surgery? How many periods has she had in the tast 12 months?
4, Ever had & selzuee? Date of last period:
5. Had a history of teing bom withaut of is missing a kkiney, an eye, a DENTAL: == YES |{ NO

foaticta Irmales), spiten, or any othar argan? 20 Mas the sludent had any paln o probiema wilh hisher gums or feeth?
8. Ever become Ml while raarcising in tha heal? T Name of smdent's dentst
2 Had fecuaé Suecls cram ps e S1Sching? Lozt dontal vialt: O leta than 1 yesr 00 1-2yesns D graatar than 2 years
HEADME CIUBTINEIY His 610 Stifent: L L SOCIAL/LEARNING: ' Hes the siudent.., Yia
@. Had hagdachas with exarchet ko
0, Everhad a haad infury or oo o . Buntuldhd.lhltuulraﬂhgﬁksabilly %n;:"f
1 Evar had a hit of biaw to the head that caused confusion,

= b i prolonged :.::mmuwmmmmm::m
11. Ever had numbnaeas, Ungling, or wesknass In his/her arms or legs = jor geief, 22 ignitcaifu evint?

allar being hit ar faling? J7, Exhibited significant changas In behavior, social retationships,

2 Everbesn unatie to mave arms of g SKBY being NN of laking? gradas, mating or Steeping hatity; withwdraren from Bmily or frignds?

T3 Nofioad or bagn toid haZshe has & Curved 5pine of scoliosia? 38. Baan woniad, 2ad, upsel, or angey muchof tha tma?

30. Shown a genaral loss of onargy, motivalicn, interest or anthusiasm<y
4 Had! any problen with hismher or had a histary of
m;;rxy? i tesoe) K Yo 40. Had concemy aboul welght; been trying to gain or lose weighi or
5 Baen peascribed glasses or contact fensas? recatvad 8 recommandation 1o gun or lose weight?

"HEARTILUNGS: Has the student YEs | #o 41, Lisad (or currently uses) lobacco, aleohol, crdruga?

% Evaruied an or aken B ? :ZI :nm 'l:l::;ﬂllsb eof (he following? (f 3o, chack al thal appl s
17 Evar had the dociar say Mishe has & haar probinn? If 30, check e b =, iy,
ol tha! apply: 1 Haan mummar oF hsart Infection DO Anemiafiood discrders O Inhertied dissasa/syndrome
£ High blocd pressure O Kewatakl disaina O Asthmaftung preblems O Kidney probiama
O High cholestarot O Céwr 2 Bakavioral haakth lssua 1 Selzure discrder
18 Basn told by tha doctor to hava B heart 1ast? (For exsmple, O Ditbetes T Sickie cell et or disense
ECG/EKG, echocardiogram)? Other,
12 Had b cough, wheezs, d/Niculty breathing, shortnass of braath or 41. 15 thare & famlly hisiory of any of the following heart-related
sl Fghthaaded CURING Of AFTER sxercise? problams? I so, chack ad that apply:
2} Hid dscomor. pain, bghtness of chest presaurm during maemcise? gm’“""“' O QT syndroma
21 Fek histher haan roce or skip boats during evorcise? D?;‘“"""""‘V e 0 Ve mymcoma
| BONEJJON T Has the student_ YES || NOT O High cholesterol 0 Other ’
2 Had an Injury 10 a muscle igamant. o tendon? seltures, o expgriencad p near duawning?
A Had an Infy Ihal reguired a bisce, Cast, crutches, of oitholics? u.?m&nlymml}dnhdsddhmmw“l
or had an vnexpacied f unexplained sudden daath belore a
B e 1 GT agan. eaction,cr pinaicH Réxey 50 ke covriog, nevpained car accdans, sudden ot
death syndreme;
aaalmmm;o‘:;:i Mn'.“hdmormm? —— SUEETIONS i CONCETING —=3iting
z - 48, Arg there any quesiicns or concems tha! the studeri, parentor
2. Had ny rashas, EsSUNS 8ores. of olee Skin proviemed guardian would ke 10 discuss wilh the hestth cars provides? (It
2 Evar had harpas or a MRSA sin Bvjection? yus, wiite them on page 4 of (his frm )

| haraby cartify that to the bast of my knowledge all of the Information is trus and complete. | give my consent for an exchanga of
haalth Information between the achool nurse and health care providars.

Slgnature of parent / guardian / emancipaled studant Date

Adapted in parl from the Pre-participation Physical Evalustion History Fornr, ©2000 American Acadamy of Family Physicians, American Arsdemy of Pedlarics, Ameriean Collage of
Sporis Madicine, Amaricen Medical Soclety lor Sporis Medicine, Amadcan Orthopasdic Soclaty for Sports Medicing, and American Osipopathic Academy of Spons Medicine




Page 2 of 4. PHYSICAL EXAM

STUDENT’S HEALTH HISTORY  (page 1 of this form) REVIEWED PRIOR TO PERFOMING EXAMINATION: Yes O No O
CHECK ONE
Fhysical exam for grade: i
wi1O e0 10O owerD E *ABNORMAL FINDINGS / RECOMMENDATIONS | REFERRALS
-
T ]
§13|&
kin
Eyas\ision Comacted [
Ears/Hesil
TUBERCUINTEST. | DATEAPPLIED ||| DATE READ RESULT/FOLLOW-UP

MEDICAL CONDITIONS OR CHRONIC DISEASES WHICH REQUIRE MEDICATION, RESTRICTION OF ACTIVITY, OR WHICH MAY AFFECT EDUCATION

{Additions) space on page 4)

Parentiguardian present duringaxam: Yas 0  No O

Physical vxam performed at: Personal Hoalth Care Providsr's Offica [J School O Dale of sxam 20
Prinl nama of axaminer
Prind examinar's office address, Phone.

Signature of examinar, MDO DOO PACOD CRNFPD




Page J of 4 IMMUNIZATION HISTORY

HEALTH CARE PROVIDERS: Prexse photocopy immunization history from student's record — OR— insert information befow.

IMMUNIZATION EXEMPTION(S):

Medical 0 Dats Issuad: Reason. Dete Rescinded ’
Medical 0  Date lssuad: Reason: Date Rescinded,

Medicel J  Date kssued: Reasaon: Date Rescinded

NOTE: The parantiguardian musi provide a wrtlen requast lo ihe schoot for a religlous or philasophical exemption.

VACCINE DOCUMENT: {1) Type of vaccine; (2) Date {monthidaylyasr) for each immunization

L ] E ) L] *
Dightherla/Tetanus/Perussis (child)
Typa. DTaP, DTP or DT

DiphtheriaTelams/Periussis ' T 7 T v
{adolescant/adull)
Type: Tdap or Td

Palio
Typs. OPVor PV

Hepatiis B (HepB)

Maaslas/MumpsiRubelia (MMR)

Mumps disease dlagnosed by physician [J Date

Varcella Vaccina[[J Disaasse [

Semlogy: (Kentify Amigeni/Dale/POS or NEG)
l.e Hep B, Maagles, Rubella, Varicella

Meningococcal Conjugale Vactine (MCV4)

Human Papilioma Virus (HPY)
Typa: HPV2 or HPV4Y

L) T - - »
InMuerea " ! " ¥ w
Typa: TIV (injected)
e (I'IISB'} 11 LT | T 122 -5
Haamophllus influenzae Type b {Hib)
L] [ 4 - E] k]
Pneumacoccal Conjugates Vacdine (PCV)
Typa: 7or 13
1 ] Il L] k]
Hapalilis A {HapA}
1 ] o L] ]
Rotavirus

Other Vaccines: (Typs and Dats)




Page 4 of 4: ADDITIONAL COMMENTS {Parent ! Guaroian [ STuoent / HeaLti Care PROVIDER)




H514.027 (08/201 1-under review)
COMMONWEALTH OF PENNSYLVANIA

DEPARTMENT OF HEALTH
PRIVATE DENTIST REFPORT
OF DENTAL EXAMINATION OF A PUPIL OF SCHOOL AGE
NAME OF SCHOOL DATE 0
NAME OF CHILD AGE SEX GRADE | SECTION/ROOM
O o
Last First Middle M F
ADDRESS
No. and Street City or Post Office Borough/Township County Siate Zip
REPORT OF EXAMINATION
TOOTH CHART
RIGHT LEFT
1123|456 |7 |82 |10(10|12|]13|14[15] 16
UPPER A{B|C|D|EJFIG|H]|!I!]) Upper
32|131(30{29|28 |27 | 2625|124 |23 |22 | 21120 |19]| 1B |17
LOWER TIS|IRI[OQ|]PIPOI NI MIL{K Lower

UPPER Upper

LOWER Lower
Is The Chitd Under Treatment? Yes [J Ne O
Tremtment Completed Yes [J No [

Date of Dental Examination
Signature of Dental Examiner Print Name of Deatal Examiner

Address



Policy No. 209.1 AR- 3
PETERS TOWNSHIP
SCHOOL DISTRICT

ADMINISTRATIVE
REGULATION

Peters Township School District
Health History for School Nurse

TO HELP US GET TO KNOW YOUR CHILD BETTER AND PROVIDE NECESSARY CARE, PLEASE
COMPLETE THE FOLLOWING:

Name: Grade; School Year:
O Asthma O Head Injury/Concussion
Medication:
O Allergies: O Hearing Defect
Food:
Medication: O Heart Disease
Bee/Insect: Congenital Defect:
Other: Murmur:
Does your child have an Epi-Pen? O Yes O No Activity Restriction? O Yes 0 No
O Congenital Condition OHospitalization:
Explain: Date/s:
Reason:
O Diabetes
O Psychological Concern
O Fainting O ADHD
OPDD
O Headaches OoDD
O Diagnosis of Migraines O Autism Spectrum
O Other:

1. Please list any daily medication/s:

2. Is the student presently under care of a physician for a medical or psychological condition?

3. Does the student have any activity restrictions?

Parent Signature: Date:

Revised 2-7-17



