
PEMBERTON TOWNSHIP SCHOOLS 
You can get there ftom beret 

Registration Requirements for Students 
Please bring the following documents with you to Registration. 

• Atl Registrants Must Jldve: 
[J Birth~~ - :llfust&itte Baiseti. Seal 
[J ~~ Reco.rd 
[J Proof of Residency (see b!i¾ow) 
0 Online Pres Registration Confirmation Page 

ff transferring from •asqhodl within State: 
0T~rCard 

ff tranefmingfruma sihool oot of $tatei 
0 'Corrertt ReportCardlDocumentation 

fn>m Sending School 

1/ this 11thefirst time stt/1,knt .is being tegi.steredj'orpublic~hool: 
• 0 Ulliwrsal Child Health Record • ;Jl,fustby sfgn,ilmul sltmtped by ~pbysielan 

Proof of Residency - Please provide the items listed below for your type of residency: 

Homeowners 

D One (1) of the following: 
Property tax bill, Deed, Contracts of Sale, Mortgage, Township Bill (Water, Sewer, Trash, etc.) 

Renters 

D Lease 

Military Living in Base Housing 

D Housing Authority Permit or Lease 
Note: School Option for Military Personnel will be enforced. 

Residing with a Pemberton Township Resident 

D One ( 1) of the following: 

Residents who own the home must file an "Affidavit of Domicile" and provide proof of residency 
as a Homeowner (see above). 

Residents who rent the home must provide a copy of their lease and an addendum by the landlord 
listing the additional person(s) living on the property. 

D Three (3) of the following (At least one guardian must be listed on each item.): 
Voter Registration, Licenses, Permits, Financial Account Information, Utility Bills (Electric, Gas, 
Cable, etc.), Delivery Receipts, ocher evidence of personal att. shment to the residing address. 

Guardianship 

D All court documents pertaining to educational and/or residential custody. 

PHONE: 609-893-8141 Ext 1031 FAX: 609-726-5660 EMAIL: hvargas@pemb.org 
Office: One Egbert Street, Pemberton, New Jersey 08068 • www.pemberton.k12.nj.us 

PembeHon Learning Community: Pursuing Excellence One Child at a Time 



PEMBERTON TOWNSHIP SCHOOLS 
Tou can get Ibero from here! 

Student Name 

I, _______________ , have been informed by the Pemberton Township School District 
(.residential parent/guardian) 

that I can only register students in Pemberton Township Schools if I am a resident of Pemberton Township. 

I am aware that any person who makes a false statement or permits false statements to be made for the 
purpose of allowing a non-resident student to attend Pemberton Township Schools, commits a disorderly 
persons offense pursuant to N.J. 18A: 38-1 and may be prosecuted by law. 

I authorize Pemberton Township Schools to investigate and confirm any and all statements by me and used 
in the enrollment of the above student. If any information is false, I am aware that enrollment in Pemberton 
Township Schools will be terminated. 

A. By initialing I am stating: Initial One 

1. I am a resident of Pemberton Township 

2. I am temporarily residing in Pemberton Township with a resident 

B. By initialing I am stating that I am the: Initial One 

1. Parent/Guardian 

2. Parent and/or Guardian with residential custody (documentation provided) 

3. Sole Caretaker (Non-parent/Guardian) due to economic/family hardship 

C. By initialing I am stating that I understand: Initial 

1. Any changes in residency or custody will be reported immediately 

Signature of Parent/Guardian Date 

District Official Date 

PHONE: 609-893-8141 Ext. 1031 FAX: 609-726-5660 EMAIL: hvargas@pemb.org 
Office: One Egbert Street, Pemberton, New Jersey 08068 •www.pemberton.k12.nj.us 

Pemberton Learning Community: Pursuing Excellence One Child at a Time DT-2P-FS-20-PA 



Pemberton Township School District 
STUDENT MEDICAL HISTORY 

Since the health of a child can affect his/her ability to learn in school, please assist our school personnel in providing the 
following information: 
Student Name______ ____ Birthdate M F ---- ,,_,,. 

CURRENT HEALTH INFORMATION - please answer all the following questions by circling Yes or No 

y N Is vour child now under the care of a physician for a medical or sun,ical nroblem? 
y N Does vour child have anv Phvsical limitations or restrictions? 

Has vour child ever exoerienced anv of the followin!!? 
Circle one l[J?.es, indicate date, details, and medication 
y N Asthma 
y N ADD or ADHD (circle one) 
y N Medication allernv or sensitivity ( circle one) 
y N Bee stin!!- allerov or sensitivitv (circle one) 
y N Food allen,v or sensitivity ( circle one) 
y N Diabetes 
y N Freauent ear infections 
y N Freouent bladder or kidney infections 
y N Freauent nose bleeds 
y N Seizure disorder 
y N Headaches 
y N Ifo,h blood oressure 
y N Heart conditions 
y N Concussion I head ininrv reauiring medical treatment 
y N Historv of faintim, with exercise 
y N Operations (not stitches for lacerations) 
y N Fractures (broken bones) or dislocations 
y N Sneech nroblems 
y N Mental health concerns 

Need for hearing aide/implant/ear tubes/hearing 
y N concerns 
y N Wears glasses and/or contact lenses/vision concerns 
y N Anv chronic/serious illness not mentioned above 
y N *Medication at home or in school 
*If medication is needed in school it MUST be brought to the health office in the original container with a physician's 
order. The child's parent/guardian is required to complete the Student Medication Permissionform. Medication 
orders MUST be renewed EVERY ear or artici ation in ANY activities a fer school, field tri s etc. will be denied. 
y N **Tylenol/Acetaminophen or Motrin/Ibuprofen given by the nurse every 4-6 hours 
**Our school physician has written orders for the nurse to give the recommended OTC manufacturer's dosage of 
Tylenol/acetaminophen or Motrin/ibuprofen every 4-6 hours as needed for pain/fever with your permission as per 
nurse's assessment. By signing this form you hereby release the Pemberton Township BOE and all school District 
personnel from liability . 

................................................................................................. u ....................................................................................... . 

I understand that relevant information regarding my child's health may be shared with the appropriate school personnel and other health 
care providers as necessary. In case of serious illness or injury, I request that the school contact me or the physician named. If neither is 
available, I give the school pennission to make all necessary arrangements to obtain emergency care for my child including taking my 
child to the hospital. I will also call the school when my child is absent. 

Signature: Date: 

Cell Phone: 

Doctor's Name:----~ Dr.'s Phone: ____ _ 

Confidential For Health Care Staff Only 4.25.16 



PEMBERTON TOWNSHIP SCHOOLS 
You can get Ibero from beret 

Dear Parent/Guardian, 

The New Jersey Department of Education code states that each student's medical examination 
shall be conducted at the "medical home" (family physician) and recorded on a form supplied by 
the school. If the student does not have a "medical home" (family physician), the district shall 
provide this examination at the school's physician's office or other appropriate facility. Southern 
Jersey Family Medical Center performs physicals and other medical services. You can make an 
appointment by calling l-800-486-0131. A student's "medical home" is defined as a health care 
provider and that provider's practice site is chosen by the student's parent or guardian for the 
provision of health care. 

Each student shall be examined as REQUIRED below: 

1. All students ages 3-5 upon initial entrance to school (initial entrance may be pre-school 
or kindergarten within the state of New Jersey. 

2. All new students from out-of-state within 30 days of entry. 

3. Student's participation in sports (Intramural and Interscholastic) grades 6-12. 
Please see your School Nurse for the specific form that must be used or download it from 
the district website. 

*(A student transferring in from outside of the United States may need to be tested for 
tuberculosis. Your child's School Nurse will notify you if this applies to your child.) 

It is recommended that subsequent physicals be done: 

1. Pursuant to a comprehensive Child Study Team evaluation, if recommended. 

2. During the student's pre-adolescence fourth through sixth grade. 

3. During adolescent (7th through 12th grade). 

If you do not have a medical provider (family physician) for your child, please contact your 
school nurse for information. Thank you for your cooperation. 

PHONE: 609-893-8141 Ext. 1031 FAX: 609-726-5660 EMAIL: hvargas@pemb.org 
Office: One Egbert Street, Pemberton, New Jersey 08068 • www.pemberton.k12.nj.us 

Pemberton Learning Community: Pursuing Excellence One Child at a Time 



Parents/Guardians & Physicians: 

► All sport physicals must be performed by the student's own doctor. If you do not have health 
insurance South Jersey Family Medical centers (609-894-1100) can provide services. 

► The state required form is attached. This must be filled out completely by parent and 
physician. Incomplete forms will be returned and the student will be ineligible to participate in 
a sport until it is corrected. 

► The Pre-Participation Physical Evaluation Form ( 4 pages) must be taken with you to the doctor. 
The parent completes the History Form/Supplemental History Form. Your physician must 
review the History Form/Supplemental History Form and then fill out the entire Physical 
Examination Form/Clearance Form. 

► Tne Physical Examination Form/Clearance Form is good for 365 days or one calendar year. 
One calendar year is from date of physical until exact date the following year. ( example -
3/2/20 to 3/2/21) If your child's physical should happen to expire in the middle of the sport 
season, they will be allowed to finish/complete that sport. 

► A law has been passed by the state of NJ stating each sport physical must be reviewed and 
approved by the school physician prior to any tryouts or practice. It is imperative that all 
paperwork is completed and returned in a timely manner to ensure approval and eligibility for 
sports participation. The school physician will be available to sign the physical exam forms 
prior to the start of each season on his regular scheduled day - which is once a week. If 
physicals are turned in after the school physician's scheduled day, there will be a tum around 
time of7 to 14 days. PLEASE PLAN AHEAD AND GET YOUR COMPLETED 
PHYSICAL TURNED IN AT LEAST 2 OR MORE WEEKS PRIOR TO TRYOUTS. 

► Students with asthma, serious allergic reactions or diabetes are required by state law to have 
action plans completed every school year. If these forms are not returned, your child will not 
be able to participate in any after school activities (sports, clubs and trips). 

► A Health History Update Questionnaire for Athletics must be completed every 90 days or prior 
to a new seasonal sport (fall, winter, spring) per state law. The update informs us if your child 
has had any medical problems since his or her last physical. Explain all "yes" answers on 
parent form. 

All forms are available in the nurse's office and can be downloaded from the PTHS website at: 
www.pemberton.kl2.nj.us/pths (click on the "Athletics" Icon) or from the HFMS website at: 

www.pemberton.kl2.nj.us/helenfort (click on the "Clubs & Activities" Tab and then, "Forms"). 
During the summer months, forms are also available in the main office. 

► All physicals and medical forms must be turned into the nurse's office. This cuts down on lost 
paperwork. We advise that you make copies for your records of any paperwork you send 
to the school. We are unable to fax or make any copies for you. 

► Parents and students must also sign that they reviewed the educational fact sheets on sports­
related concussions and sudden cardiac death in young athletes, before any student 
participation in sports. This paperwork will be given out by the coaches and/or trainer. 

Should you have any questions, feel free to call us at the school. Please remember that nurses do not 
work over the summer. If you should need assistance, call us during the school calendar year at 609-
893-8141. 

Newcomb School Nurse 
Helen Fort School Nurse 
High School Nurses 

ext. 1152 
ext. 1685 
ext. I 084 & ext. 1085 

fax 609-757-4779 
fax 609-782-3580 
fax 609-795-3984 



I 
• Amff!IOII_. .. • •. fflB __ l'GIIAllllWI: __ • _· . The~ phy$1cal-~ !l>afli,G} must.. be~-. . ._ by a lleallhob jl!O\ii<ler. who.has~-·. . , 

_ !he Slullent~ Csrlllm 4 ! 1 r!<!!lt l'lolesskmal ~ Mo<l!m!. _ 

■ PREPARTICIPATION PHYSICAL EVALUATION 

HISTORY FORM 
(1/11/P: Tll/s ,_,,,, IS to tJ, 1111,d out /Jy Ill, patient ilRd pamrt p,IIJr tD - Ill, {Jllys/<IQn. n,, pllyslwn ShoUld u,p, 00/11 of lflls IIJnn., 111, Cllal1.J 

Dale of Exam -Sex 
Dale of birth , -------~ 

Grade -----~ Sporl(s) --·-·----------

Ne& ,,.,. '"1d Allergies: Pleese llsl al of Ille prescription and .....--the-«ul!er mediciias and supplement; (hertral and llJtritionalj that you are CtJlfBl1lly taking 

Do you haw any allefgles? 

□-
□ Yes □ No rr yes, please identify Sl)l!<ft alle!vY -. 

□ Pollens □ food □ Stinginglimeds 

Explat---- Cirde~youdon~-lho-lD. 

118111.,,._ . -... ---~·· _, _, -,_, . 

1. HRs a dodnr lffllf denied Of~ y01rpri:jpatiun iR spora; fer 26. Do )00 <nigh, -...or""'dffi>Nlty""""8ioil <Mingor 
IIIY ,-on? --2. Do""""'.,,,. oogo;,g medical ....-7 rr ... p1eoso identify 'El. Haw Y'Jlf BM" used an inhaler oc tlbli asmtlla medllnc? 

-□- □- □- □- 28. bthore"8y000~1""f1mil/_,.,...,_? 
Ohc 29. Were 'tlJll bean wfm: a-am )'W ml5sifJg a kideey, llfl 6\111, B iBSllde-

3. - "" --lhB nightm r,, ~ (malol,,..._or any_o,yan, 

4. - )00 _..., ourgo,y" 30. Do yw bh8 wuin JWrl Of a paimd toge or hernill II Itel groin 1na? - . .,.,.. ·, "" ... 31. ~ you IHI inladbB monrirtadeosis (monol" willil1 Its 1as1 roonlh? 
5. Hwe you ewr plDSl1d wt or ne:ufy piJ!3&IJ out OORNi a- 32_ Do yoo fme any nasheis, ~~.(I" otte- stan problMB? 

AFTER~? 33. Have you had a herpes or URSA sbl dedion? 
6. Hne ~ ewrhld rflso:mort, pall, tighmss, or p-e.ssure lfl )WI'" 3-', HawywtM!l"hadlilheadl'fllY«~ cfleotdlfflg""1:ioo? 

35. Haw }IOCI'. ewr had t 1.-or bklw kl the 11811d that caused confWlloo, 
7. Donpu heartl!Wf"mte« ~lmts(fl&glmt'beeijdtrilg ~? prmoogedheedad!o.or111Bfl1111"f~ 
a. Has a dodl.x" ewr11J6:t 1JQJ that'jQI !me !flY heart prolJillms? If so. 36. Do yoo ha'll8 a histolyd semn diDdef1 

- " 1h11 'Pl'f. '!l. Do JOO have~ wilt axen::ise? □ lf9, blood """""' D A heart murmur 
□ ligh- □•-- 38. Haw yw ever- had lltl1lbooss, tingting.. or~ in your am,. or 

□-- °""'" leguf• being Iii "!ding' 

g_ Has a dodDr &WI" mlemd a 1est f«w your heart? (for e=nple, from, 39. Haw you 8ftlr bean unable to frlDW Yflll' arms or leg., ane,- being hit 
~ or falling? 

10. llo )00 oo< l{jhilll8ded or.,.; more"""' ol ,._ lhan """'""1 Ml. Haw )ti.I 8\181' become ill wnle exerming II the hear! 
dlsmg exarm&? 41. 0.ywgotireqlffll!Olde--"""tm;!? 

1 t tbfe }Ott ft'il'II' Md an una-qilained seirure' 42 Do you or someone ~ pA'" DIRlf IIIMl siclde eel trait Of disi!al? 
12. Oo \QI gat mn med or short of bremh 11100:1 quiddy lhan yoor i'ierld& .t:3. Ha:¥e yoo hid zty"plooiems will! yam- eyes or vision? 

dum,;lexeJci!e? 
44. Hae yw had MY eye iltp:aias? __ _,< 

-- -_-:-_ - ·_-: 11a lit· 45, Doyouwesrgm98iorconC8ct.lcmes? 
13. Fm iriy ~ n:ntJer oc rebtMI died of heart problErns oc had an 

46. Do :,w ,rear~~. :u:h as goggk!S or a far;e shield'} 

"""""""" .. une,q,lmned - - -· age 50 (mdudil\l 47 Do yw wmy _,... weight' drowning, UIIOlplined"' _" ___ s,ndromel' 

14. - ,.,..,. ~""' mmiy..., hype,1rnphR; -""'"°·· - 48. heywW)fflgklc..-lm8f¥lCl8-lecollllllelooitha:t,:it,ptN 
syndl:tme, anftyllniiOIJeilk.: (qt \ll:lfllJDlbr uacilmyopa:lh1, long OT lose,.;ghl? 
~, mt ITT syndrome, Bmgada symlllnE!, o, udedN:tlm111eyic 49, Are you on a speccal diet er do yru woi:t cettU'I twes of foods? 
polymorphic""11ricldorl1d!Ja,ma' 

50. Hue yoo Elffl' had an edng lb:lrdet1 
15 lloos 3ll)OOO ~ 'fOJ'fom,fy""', heort probfem, """""""'· or 51. Do you tme any eoocems 111111: you WOOi! iike to distuss with a docu' Implanted-
16. lbs lll"j000 in 'fOJ' fusnily had """""10! fa1ting, '"""""""1 ---•· ,-- . 

seizures,or!J82'mowni)g? 52. Hbre you 8\l8r had a ft'l8ft:!trUal pernV ------~ los .. 53. How old- \00 when \00 md I"" lin;t """"'1lal peti:Nd' 
17. Haw!~ eve,- had an qmy to a bma, mmde, ~ ortoodoo st. 1-kiw many periom have you had in lhe la.st 12 mordhs? 

that caused you tD ITIIS8 a pr3Cb::e or a geme7 

~ "Joo" - bin 18. Hawe fOO ever had ~ bmkmi or fr1cttrred bones or di6locamd pnts? 

19 Hll¥c you 8Wf had Ml inp6J that~ X-rays, MR, CT scan, 
injedicm, ttl.!rapJ, 11 brnce. a cast, Ci" Cf1Ehes? 

20. Hawe )00 em- had a stress fradure? 

21 -1""--~~l""-•-l""had•-b-
lnst,b;ityor-i""1i!ilJ"(llownsynd,"8160<~ 

22. Oo yoo regu!mty use a brace. orkla::s, or odJef 8S8iSIMt d8wica? 

2:3. Do you haR a. oone, nude, or joint f1tU1Y thlt bolbers yoo? 

2-4. Do 'Jff'f of ywr jomts become pailful, swo!Jen, feffl warm.~ look ff!Jf! 

25. Do I""_ "'I~ ol jllfflE ar!lailis or""""'""'"""'_, 
I heniJJ stale fhat, to the bal DI my knowledge, my_. to the alMm ...- ""'complete am correct 

SlqRaR!reof~ -------- --- SiJrn!geof~ ----
---·--- --·--------------------·--- --- ------ ----·-

.. .. 

<>2010 _ _,, of F,m//y Pllyticiens,Amena!n-.Y uf-.:S,lmencan Cd/6geuf Sports ___ M«JicsJ Strioly fuE Sports-.-~ 

Society for Sp«t5 Medtino, flnd Am«taJ OstiJopgtfrc Acammy of Sports "'8dicire. PExmis5ion is gl8flJBd ID repml. fi1, IIOIWIIUJ/t;Hi:a:/, 8dJcationaJ fJVfJ10S"S with .!rli.owt~«~ment. -­ i-2mL'IMto 
New Jersey Dapettm6rrt of &:JuadJon 2V14; Punurtnt ro P.L2013, c. 71 



Ill PREPARTICiPATION PHYSICAL EVALUATION 

THE ATHLETE WITH SPECIAL NEEDS: 
SUPPLEMENTAL HISTORY FORM 

DateofExam --~ 

Name ___ _ Date of birth 

Sex Age School 

1. Type of -i!y 
2. Oare of -lily 
3. Classilial1ioo (d -abla) 

4. Cause of disabi!i!y (bif1JJ, -. accideofl1raurn -

5. List 1l1e - you are - in playing 
·.·. ,', , ,'_,, ..... . . . .. •• . . . ·• .. 

6. Oo you regularly use a brace, assslive device, or prosthetic? 

7. Oo yoo use any special brace or assis1iw device for sports? 

8. Do you have any rashes, pressure sores, or any other skill problems? 

9. Do you have a hearing loss? Oo you 1IBe a hearing am? 
10. Ooyouhaveavisuafimpamnent? 

11. Do you use any special devices fur bowel or Wadder function? 

12_ Do you have burning or dtscomfort when urinating? 

13, Have you had autonomic dysreflexia? 

14_ Have- you ever been diagnosed with a heat-related {hypertftemua) or co!d-re!ated (hypothemtiaj iUrress? 

15. Ooyouhavemusclespaslicity? 

1 S. Do you have frequent sazures that cannot be controlled by medication? 

Explain "yes" answers bem 

Please mdicare if yw have ever had any of the futfawin;. 

.. 

- -i!y 
X-ray- for _I _lily 

Disfucated joints tmore than one) 
Easy bleeding 

Enwg,dSjlleen 

lrepa1ilis 

Osteopenia or osteoporosis 

llifficully con1rolling bowel 

Diffioolly con1rolling -
Numbness or tingling in arms or hands 
Numbness or tinglmg in legs or feet 
Weakness in a:rm, or h:mds 

Weakness tn legs or feet 

Recent change in coordination 

Recent change in am!ity to walk 

Spinabmda 

larex a!lergy .. 

Expttin "yas" answers !rere 

I henlhy-llim,ID ... lrestof my koowledge, my"""""' ID tlleabow--""' completl, mrl-

~ - - -

. Yes Ill> • 

Yes Ii, 

°"" 
@2t11aAmencanAc1Yfemyot _,'y Physicians, Amenr:fmA=Jemv of lbli3fms, Amenr:fm Cdlege of Sporrs Mro-.Ameri= Medic,/ Society for Spms Med-. Amenr:fm Ultlwpaedic 
Society for Spotts Mediciiie, amJ AmenCJJJ Osteop3f/lif: Academy a( Spmts Medicine. Permis.wn IS gronted to rr:prirrt far runcnmmerciai, edlJcatkma1 ptJffJ(JSe$ wirh ackniJMedgmerrt 
New.JeGer {)epBrtmentof Education 2014; f',1SU3frt to PL2013, c.71 



ROW: The~~ ~lffl l!lllSt fle .~by a lllldlbcam provirlerwlm 1) 1'aH~~. l!!lvantllll .pr,lCfii» 
l\!l1'$1,at~~!ll\d2}~1he.Sludelll~~•111ii llelltt\o.lMiotffll~Ml®l&. 

■ PREPARTICIPATION PHYSICAL EVALUATION 

PHYSICAL EXAMINATION FORM 
Name Dateolbirt!J 

PHYSICIAN REMINDERS 
1. Oensidlf'iMldllanal ~on acn semmvt ~ 

• Do YOII fNI Sirl$$9d Dal or wndlr a lat gt~ 

• Do JIIOIIIWfNI -~~-amlous? 
• Doyouflelsaflat)lalll'"-.orrwdlnN? 
• Haft you IIIWWIIII Olgaretas,ClbamgtlmdOt,SIIHft', erdlp? 
• l>lnlf Iba past ao ~ did ,ou asa ttl!wtng lHaoMt. Si'lldl', er dip? 
• Do JIU drlla aNOllo,I .. IISil any allQr drug$7 
• Hat,ouwtaaamio8o~arus.aan,on.-.-,bwi11111 ltnt? 
• ~Jll.llVW'laiaillll' lhLlblpyouplrlortr.lMtddor~,-.. P11b1...we1 
• Do ,ou llli:I' a saat bllt. m1 a INblt. 31111 IISlll otndoll'ls? 

:Z. CN:Sldlrfl'l'lllmlflll'li:StlDM:a.....WdluW I ~(~6-1,4), 

.. " 

tegft Wm\iht □- □-BP I ( I i ..... Yisioo R 20/ L 20/ - DY ON 
·----· ,-,_. • s-,,:-,2" 

iw,,,.... . ::m-~~~riA-- 4Ws.~=.=·~e:cr:avarum,:11:dn101kty!y • 

~ 
• Plljlisoqual ·= •-oodes 

-· . 
- (alicullatioo """'8ig, -· +I--.a) . -olportol--(PII) -• ~ femMi and rldisl -.L.--,,_ - ---• HS'I, -..-~ afMRSA, .... _ 

~- - . -- - •. --- ·- ·- -
- -- - ·. ----

~ -·-~ --• Duc1<,-. ongt, 1eg ""' ... ..::m.ll!r"EC6~i;l:Jgr .... ~IBl~ID~ ..._carta:11:m,or~ 
'Cmaldel"OOe2J11fillfAa'~HMIQllitl~prns,r:dis:ew: I 
~aJ,Jill\Jllemta11moctaai!M.,.,.,,(4,ifl;flmic ~tfall!ifflyof~~-

□ C1erl'8d for d Sfdt!- wi!hoot restriemn 

0 Cleared b-811 SfJ(m Mttwf:resmctim WIii le,c(ljtU'1£'itd3ticM5forllritef ~ or treatment for ____________________ _ 

□ tEt­

□ Pwling--

□ For any Sl)Ofl5 

□ Forcertam ~ ---------Recu1e1utdatu,s __________ _ 

I 111n ualHIICI tae *"' mai" stuem ml~ - ,..,..ttct,alw ,c,,sttaJ mtmnan. Tie alMatl clo8I not (tl"fitflt a,pared dmlcll COIIIJ'!fldk:!Uen to pnc:nca 11m 
,arlldfllloBllle.-t{s) .. --.A"'Pllllllo\lll!IICIJ,-lsoo,_.lllllf-llldcaabe_ml_BIIBll-dlbor8'jUOSlafllle_H_ 
nt allt'a& aMd91118 NIii Cl8lrt(I Di pat!! I, Th , I,.,... IIIJ' resdlll 1111 • 'earase !18111111 ,rliblem ts: resetnd Bi 111111 pl(- 8M Q ICM n cae,llltly e~ 
....... (ad P11UJIIS,.;:au:Alidf. 

N= of physlclaf1, adv.ffloed prachce n<l15€ (APN)-, physi00fl aSStSta:nt !PA) (poot/fype) ____________ . Date of exam 

Mdo'ess ____________ _ _ __ Phone _______ _ 

SignatureofphysD¥t.APN, PA --------------------------------------

- --· -- - - ------ --· ----- - - - - - -- ----- -

<>21110-Acodemyoff.,,./y,,,,,,.,.,,,,,_A<adsmyof--CdlegeofSpo,t, -.--Socioly faSpo,t, -.-/Jrlhopaedc 
Sccrely/arSpo,t,-, ,ndAmenr,in OslBopsilhic~ofSpo,t, """1iooa - .,,,.,.,.,.,,..,,..A,,"''""""'"""'· - - will>~. 
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■ PREPARTICIPATION PHYSICAL EVALUATION 

CLEARANCE FORM 

D C!eaied for all sports Without restrictioo 

D Cleared for all sports without restriction with recommendations for furtller evaluation or treatment for 

D Not cieared 

D Pwdlng fulihllr evaluation 

D filr anv sports 

D filrCllflainspor1s __ -­

Reason 

EMERGENCY INFORMATION 

Allergies 

Other information 

HCP Ofl'ICE STAMP SCHOOL PHYSICIAN: 

Reviewed on ______________ _ 
(Date) 

Approved__ Not Approved __ 

I have examined Ille above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent 
clinical contraindications lo practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office 
and can be made available lo the school at the request of the parents. H conditions arise after the atltr..te has been cleared for participation, 
the physician may rescind the clearance until the problem is resalved and Ille potential consequences are compr..tely explained to Ille alhr..te 
(and parentsfguardians). 

Name of physietan, advanced prachce nurse (APN). physictan ass1Stant (PA) 

Address 

Signature of physician. APN. PA 

Comp!e!ed Cardiac Assessment Professional Development Moouie 
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Society ffff Spotts Medidne, andAmenam Os.teopatlricAtwemy at Spatts Medir;frre._ Permisswn is granted toreprint/rJrrronrommerr:;iaJ, edvaitiana.J ptJfpnses with acknaw!edgmcnt 
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Disease(s) 

Tdap 

Measles 

Varlcella 
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New Jersey Department of Health 
MINIMUM IMMUNIZATION REQUIREMENTS FOR SCHOOL ATTENDANCE IN NEW JERSEY 

N.J.A.C. 8:57-4: IMMUNIZATION OF PUPILS IN SCHOOL 

Meets Immunization Requirements 

Grade 6 (or comparable age level for special education 
programs): 1 dose 

,', ',", ,! ,' ,'_,•_,, ',',' 

-~--a~.~~<~{jl\7~pnll!'aller' 
l;lttii<l. __ ,~l~,~ij~44~ .. ->_:··· ><• . . i' 
aMllt-~An~a~ • • 

If born before 1-1-90, 1 dose of a live measles­
containing vaccine on or after the first birthday. 
If born on or after 1-1-90, 2 doses of a live measles­
containing vaccine on or after the first birthday. 

1 dose on or after the first birthday 

K-Grade 12: 3 doses or 
Age 11-15 years: 2 doses 

enng ra e 
Ed programs): 1 dose 
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Comments 
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For pupils entering Grade 6 on or after 9-1-08 and born on or after 1-1-97. A child is 
not required to have a Tdap dose until FIVE ears after the last DTP/DTaP or Td dose. 

Any child over 15 months of age entering child care, pre-school, or pre-Kindergarten 
needs a minimum of 1 dose of measles vaccine. Any child entering Kindergarten 
needs 2 doses. Intervals between first and second measles-containing vaccine doses 
cannot be less than 1 month. Laboratory evidence of immunity is acceptable." 

All children 19 months of age and older enrolled into a child care/pre-school center 
after 9-1-04 or children born on or after 1-1-98 entering the school for the first time in 
Kindergarten or Grade 1 need 1 dose of varicella vaccine. Laboratory evidence of 
immunity, physician's statement or a parental statement of previous varicella disease 
is acceptable. 

l\ililn~~liijiiyfqr•··~/ll~!Jil!l;,~ill•,--•>~.tirip~l,ie~f 
.~!,llil!.!f(l~~;~l!ffll~lll'~-•~lf~:ffi!j(ij~'llfa;1f' 

;1,r~~1-~~~i~J-~~~~.~~--...; 
If a child is between 11-15 years of age and has not received 3 prior doses of Hepatitis 
8 then the child is eligible to receive 2-dose Hepatitis 8 Adolescent formulation. 

ring Grade 6 on or after 9-1-08 and born on or after 1-1-97. ••• 
age and attending Grade 6. 
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New Jersey Department of Health 

MINIMUM IMMUNIZATION REQUIREMENTS FOR SCHOOL ATTENDANCE IN NEW JERSEY 
N.J.A.C. 8:57-4: IMMUNIZATION OF PUPILS IN SCHOOL 

* Footnote: The requirement to receive a school entry booster dose of DTP or DTaP after the child's 
4th birthday shall not apply to children while in child care centers, preschool or pre­
kindergarten classes or programs. 

The requirement to receive a school entry dose of OPV or IPV after the child's 4th 
birthday shall not apply to children while in child care centers, preschool or pre­
kindergarten classes or programs. 

** Footnote: Antibody Titer Law (Holly's Law}--This law specifies that a titer test demonstrating 
immunity be accepted in lieu of receiving the second dose of measles-containing vaccine. 
The tests used to document immunity must be approved by the U.S. Food and Drug 
Administration (FDA) for this purpose and performed by a laboratory that is CUA 
certified. 

*** Footnote: No acceptable immunity tests currently exist for Haemophilus lnfluenzae type B, 
Pneumococcal, and Meningococcal. 

Please Note The Following: 

The specific vaccines and the number of doses required are intended to establish the minimum vaccine 
requirements for child-care center, preschool, or school entry and attendance in New Jersey. These 
intervals are not based on the allotted time to receive vaccinations. The intervals indicate the vaccine 
doses needed at earliest age at school entry. Additional vaccines, vaccine doses, and proper spacing 
between vaccine doses are recommended by the Department in accordance with the guidelines of the 
American Academy of Pediatrics (AAP) and Advisory Committee on Immunization Practices (ACIP), as 
periodically revised, for optimal protection and additional vaccines or vaccine doses may be administered, 
although they are not required for school attendance unless otherwise specified. 

Serologic evidence of immunity (titer testing) is only accepted as proof of immunity when no vaccination 
documentation can be provided or prior history is questionable. It cannot be used in lieu of receiving the 
full recommended vaccinations. 

Provisional Admission: 
Provisional admission allows a child to enter/attend school after having received a minimum of one dose 
of each of the required vaccines. Pupils must be actively in the process of completing the series. Pupils 
<5 years of age, must receive the required vaccines within 17 months in accordance with the ACIP 
recommended minimum vaccination interval schedule. Pupils 5 years of age and older, must receive the 
required vaccines within 12 months in accordance with the ACIP recommended minimum vaccination 
interval schedule. 

Grace Periods: 

• 4-day grace period: All vaccine doses administered less than or equal to four days before either the 
specified minimum age or dose spacing interval shall be counted as valid and shall not require 
revaccination in order to enter or remain in a school, pre-school, or child care facility. 

• 30-day grace period: Those children transferring into a New Jersey school, pre-school, or child care 
center from out of state/out of country may be allowed a 30-day grace period in order to obtain past 
immunization documentation before provisional status shall begin. 
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