| PEMBERTON TOWNSHIP SCHOOLS

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

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

Homeowners

(] 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

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

Residing with a Pemberton Township Resident
[ ] 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.

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

Guardianship

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

PHONE: 608-B93-8141 Ext. 1031 FAX: 608-726-5660 EMAIL: hvargas@pemb.org
Office: Cne Egbert Street, Pemberton, New Jarsay 0B06A « www pamberton.k12.nj.us

Pemberton Learning Community: Pursuing Excellence One Child at a Time
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Student Name

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

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. [ 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 Ofhcial Date

PHONE: 609-893-8141 Ext. 1031 FAX: 609-726-5660 EMAIL: hvargas@pemb.arg
Office: One Egbert Street, Pemberion, New Jersey 0B0€8 » www.pemberton.k12.nj.us
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Pemberton Township Schoo! 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 - gleasé answer all the following guestlons by circling Yes or No

Y | N | Is your child now under the care of a physician for a medical or surgical problem?

Y | N | Does your child have any physical limitations or restrictions?

Has your child ever experienced any of the following?

Circle one If ves. indicate date. details, and medication
Asthma

ADD or ADHD {circle one)

Medication allergy or sensitivity {circle one}

Bee sting- allergy or sensitivity {circle one)

Food allergy or sensitivity {circle one)

Diabetes

Frequent ear infections

Frequent bladder or kidney infections

Frequent nose bieeds

Seizure disorder

Headaches

High blood pressure

Heart conditions

Concussion / head injury requiring medical treatment
History of fainfing with exercise

Operations (not stitches for lacerations)

Fractures (broken bones) or dislocations

Speech problems

Mental health concerns

Need for hearing aide/implant/ear tubes/hearing
cOncerns

Wears glasses and/or contact lenses/vision concerns
Any chronic/serious illness not mentioned above

*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 Permission form. Medication
orders MUST be renewed EVERY vear or participation in ANY activities (afier school, field trips etc.) will be denied.

I Y | N | **TylenolfAcetammophen or Motrin/lbuprofen given by the nurse every 4-6 hours ]

**Qur 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 Pemberion Township BOE and all schoo! District
personnel from Hability,
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Funderstand that relevant information regarding my child’s health may be shared with the appropriate schaol personnel and other heatth
care providers as necessary. In case of serious iliness or injury, I request that the school contact me or the physician named. If neither is
avatlable, I give the school permission to make all necessary arrangements to obtain emergency care for my child inchuding taking my
child to the hospital. I will also call the school when my child is absent.
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Sigoature: Date:
Home Fhone: Cell Phone:
Doctor’s Mame: Dr.’s Phone;

Canfidential For Health Care Staff Only 42516
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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 1-800-486-0131. 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 (Intrarnural 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: 603-833-8141 Ext. 1031 FAX: 609-726-5660 EMAIL: hvargas@pemb.org
Office: One Egbert Strest, Pemberton, New Jorsey 08068 « www.pemberton.k12.nj.us
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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 Evafuation 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.

> The 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 retumed 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 tumn around
time of 7 to 14 days. PLEASE PLAN AHEAD AND GET YOUR COMPLETED
PHYSICAL TURNED IN AT LEAST 2 OR MORE WEEKS PRIOR T0Q 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 retumed, 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.ki2 nj us/pths (click on the “Athletics” Icon) or from the HFMS website at:
www pemberton.k12.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 schogl. 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 ext. 1152 fax 609-757-4779
Helen Fort School Nurse ext. 1685 fax 609-782-3580
High School Nurses ext. 1084 & ext. 1085 fax 609-795-3984



M PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

{Wate: This form is tn De Blied out iy e patient Id parent prior tn seelnyy (e physician. The physiclan showld Keeps copy of Uy orm i the char )

Date of Exam

Name

Dete of birth

Sex Mg . G School

Madicines and Alergics: Ploese st al of te prescrizion and over-the-caumter medicines and supplements ferbal and mudritional) that you are cummently tang

00 you have anry aBergies?
3 Medicines O Pollens

[l Yes [T No Ifyes, please identily specific aflergy bekow,
1 Food

0 Singing insects

Expiain “Yes” snswew= betow. Circle questions you don't knaow the answers (o.

1. Has a doctor ever dended or restriced your pariicipation in spors for
any resson?

5. Do you cough, wheezs, o have Offouly Bessthmny e o
sHer smancEn?

2. Do yins hares sty vy modicel condtions? If so, plesss idenify
bedow: 1 Asthina 3 Aneis [0 Disbetes [ Wefections
Crher:

77 Have you over used an haler or taken asthin: medicing?

28, by there syone in yr family who has astiona?

3. Have you aver spent thie night i the hospital?

2. Were you fomn withoat or o you sy a kicsey, & eye, B iestice
{mades), you spleee, or any ather oman?

4. Howe you ever had surgery?

30. Doy hurvee groin pain or 3 paindnd buige of henid in the groin ares?

31. Have yoo had inkections manarmackses; (moe) withi e = morh?

5. Have you ever Jassed oLt o noctfy passer oct DUANG or
AFTER avarcioe?

12 Do you heve arry rshes, presesre Soes, of other Skin probleme?

6. Hawe you aver hed drocomfort, pain, Sighiness, or prassure in your

33. Have your had 1 herpea or BIRSA sicn infection?

3. Hove y ever had 5 head sfay or concussion?

7. Docs your hesrt ever mes or siip bears {(maguixr bexts) diaing ewetie?

4. Has a doctor evor Wk you that you haws ey heart problems? i 5o,
check ol tht appiy-

O 15gh blood presese O A et mummr
O Hgh cholesteral O A teart mfection
O Kawasaki disease (b

35, Have you ever had 4 hit or Blow 1o Yhe head that caused confusion,
praianged headache, o6 memory prableme?

36 Do yor haree & history of setzr disorder?

77. Do you have headaches wilh extroigs?

3. Have yoo ever howd rribnass, Engling, or weakness &1y s or
ey fey being It ov fling?

9. Hars 9 docior over ordered a et for your heat? (For examye, ECGAE,
echocardiogram}

39. Have you ever boen inalie D e yous as or Rgs 2fler being hit
o feling?

10. Do you ot Bghihended or fael more stewt of bresth fan expected
during exareise?

A0, Havo your ever become & wivle exermsing in the heat?

11. Hawe youl svw had an 1maqlained secrre?

41. Do yoo gt trequed mumde cramps when smercising?

42 Do you or soessone o your Eandy hove skle cofl trait or diseqae?

12. 1o you gt mose tvad or short of breath: more: guickdy B your iends
durmg exetcig?

13, hqm&&numammwmuMm
wmaqected of wnexpiained sutiden desth before age 50 (nduding
drowing, tnexphsined cas eccident, or sudden ikt desth spidrome)?

42, Herwr you hadl 2ny problem:s with your eyes af vision?

44. Hawe you had any eye injimies?

45. o you wear plansns 7 et benges?

#6. Do you wear prolective ayewess, such 82 0ogoles or & fate shisid?

47. 0o you worry sholt your weight?

14. Doas ampone in your farmly fave hypertrochic contimmyopadry, Marfan
. Bigthimoganis

48, Are you Iyl i o haes anyone recommended that gou gam o
fose weagi?

49. Are you on 2 special Gt or do you peod eesfeat lypes of foods?

15. Doea 2mpons i your Eamily have a heert prablem, pacesTokes, of
nvplaritent efRNiEst?

50). Have you aver had st exting daoma?

16. Has anyone: m your Fasmdy hed unespiamed faiviimg, uneaplzinad
_mumm

51, Do you hawe sny concems tht you waskd ke 1 distucs with ¢ dockn?

53, Honw pbd were you when you had your first menstruad period?

l? ﬁmemmhadwmymam sis, Ewwﬁ.ortmﬁm
that coused you 1 Miss s pracioe or 3 game?

. How many pevinds tave you had i the kst 12 months?

Expinin "yes" awganrs bore

18. Howe you gver teaf ooy brokem or fraciured bones o didoeaind jomts?

10. Hirve you ever fiad 2 infury that requined x-ays, MH, CT sean,
imexhins, therpy, 4 braee, a 23!, o oroiches?

Z0. Heve you ever had o stress Iracase?

. Have you ever been tokd that you Rive or hava you had an sy for csck
inestabality or silnminnesf vstabiity? [Doven syndrome o dwmefism)

22, Do you requierly (58 a brace, orlhuatics, o other assistive device?

23. Do you hawe a bone, musde, o jint injary that botbers you?

24, Do avy of your jozits bocome painiul, swollen, ool waem, of ook red?

25, Day youi haver vy histiry of jvende artitis o corective Sssoe disease?

| heraby state that, to the besl of my knowiedge, my anaswers 1o (e above questions are compiete and comect.

Praizre of ahiels S

e Sigregnae of paremiApantm

QMOMMMMMMMdm kqum Sporis Medicne, mmmﬁrmm Amencar Orttayasdic

Society for Sports Medicng, snd American Ostoopsthur: Aczriemy of Sports Medicie. Pormission & qranted I mprint for mcommrencisl, aducations! pispeses with acknowiedgment.
w0

New: Jersey Depanment of Cducation 2004 Pursuart fo P.L2013, .77

T-FRLB D



B PREPARTICIFATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Dateofb8SM __ —
Hams . Date of birth
Smx Age Grade ___ Schood . Sportis}

1. Type of dhsaidty

2. Ditte of disabdity

8 Chassification (f avadabie}

4. Canse of diusbility dirth, diseasy, accideniftrmmma, otherj

5. List e aports you ane inerestsd m paging

your repilariy use 3 bruce, asdstive devize, or prosthetic?

7. Il you use any special bace or sssisiive device for sporis?

B. Do yon fave any rashes, pressure soves, 07 ny other skin problems?

&, By iveve 2 hearing loss? Do you use o hesring aid?

10. Bo you bave 8 visus! mpeiment?

1. Do you use: sy specil devices for bowe! or Bladder function?

12. Do you hizws burning of discomiort when irinating?

$3. Have you had suipaomic dysrefieda?

4. Have you ever been diagnosed with 2 heat-reiated thyperthernmia) or cold relabed fypedhionmi) idness?

5. Do you have muscle spastieity?

8. Do you have frequent seiaures thed casnot be controlied by eavication?

Expiain “yes* atzwrs bee

Fense indicate & yon have ever had any of the follvering,

E-ro¥ evatustion for atlaninsdal instabifity

Disiocated joins {more than ansj

Eaty bineding

Enlased sploen

Sepuiure of (ared ey . e
P R
m Am‘ew Wm Pammmsmggwmrmmm mmmmnm

New Jersay Ebpdﬁrm!o!Edbmbm Hald; Prrsuart tn PL XS, ¢ 7T




B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS
1. Cansider 3ol musHones wn g Sonsitve koo
* Da you feel siesserd oof or under a het of pressige?
* Do you ever fest sod, hopelecs, donaessant. or arEous?
* Do you feql st 21 YOur heme Or FeGlEnoe?
* Have you Sre ried clgareties, cbavwiay tedde, cnall, ot din?
* Dering tha past £ day=, did pour ose slwrering iobaoea, samT, or dp?
* Do YU CrinK ssohod or usa any olber druge?
* Have you dret L0 JMABOT0 SheoldS OV DORd 2Ny SHMC DEriarIng SIggNGTme
* Hirve you vvar Giirm 2oy seppiecwnis i beip Yoo gain of ecs weigiet oF WS YO PIRIGHTLNST
* D0 you wear 2 Seat bell, USS 2 halmat, and oo endeRIs?
2. Consider Nntiwing uoiions o sardlivicwin symplonc (quecions 5-14),

Appesrznce
o arfan stigrats Sophoscoliosls, high-wrched patale, paches excavatim, arachnodartely,
At spen > hewgtd, Ingerkarity, oReps, BVE sorbe imewficency)

= Pupils gl
Hearing
Lympli nodes

= Murmwrs faeciirtion ctandng, ooping, +/- Vabohes)
= Locstion of ponl of maximat impuice (PME

Priiges
* Simitsreots famorsd and rsf pulses

Lihgs ]
Abdomen

mm“ﬂ'
. HS’J mwmmmm

Fumetiondl
* Duck-uad, sk ey hop
~Commirer ECS. achararingrem, and refere i Crhrangy or Aol SR ATy oF ecan.

WWdemmmmmwaﬂum
Coresider DIYAEIW FYIMITIN OF DAREOR TEWITIRACIIENIG MS0R0 IF 3 Riskiry of Siguncant concussion.

0 Cexed for ol sports without resricton
0 (lpared for sl sports withow! resiniction wilh Eowmmenatons for Ather evalration of eatment for S

G Hat doared
O Pending farthar evalieation
D For any sports
O For certzi spors
Reason . -
Recommesdstons _ 000 - e

lmmmwmmmmmmmmmmmmmmmmummm
particinaia B M cpori{s) as setiined alovs. A Copy ¥l tie physice s ks 0n mcard W my oREce and cadr be wade aliabla ta the whae! al the roguest of the gorests. 1 conditions
Srise xer b2 ciHioto NaS DieA cIoaN0 for participition,  plrysiclan Mty rescied the - ‘eaniace Wl the prodden K resoivod Sl B pet: - ELA) SMMEAEICEE Dre COmpMEOEl oxploined
In thy ollielo (sad parents/poaniss).

Name of physmen, advenoed prachcs nurse (APN], piwsican assistam PA) {protitypa) ) Dateofexamn ____
Address . Phona

Sigraturg of pheysicam AP, PA

©2010 Arczican Acaervy of Faraty Plysctms, American Acaomy of Peditrics, Armonien Caflego of Sports Modtoine, Amiericar Medil Socity for Sports Medivine, Amerioan Orthopaedic.
mmmm ant Amariean Ostoapeihic Academy of Sports Medicne. Pemmission is gramted (o repmtl oy Roncomiacs), edecelions! pupeses with scknowisapnen:

MWWG(E@WZOH Prorscnt to P.L2OIY 71
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PREPARTICIFATION PHYSICAL EVALUATION
CLEARANCE FORM

ST Sex OM OF Age _ [rate of Girth
O Cleawed for alt sports withaut restriction
O Cleared for alf sporis without restriction with recommendations for further evaluation or treatment for

Name

0 Kot cleared
3 Pending further evahmiion
O For any sporis
O For certain aports
Reason .
Recommendations
EMERGENCY INFORMATION
Mlergies
{ither irformation
HCP OFFICE STAMP SCHOOL PHYSIHCLAR:
Reviewed on
{Datea}
Approved Mot Appraved
Signatura:

I have axamined the above-nammed student and completed the preparticipation physical evaluation, The athlete de¢s not prasent apparent
clinicat contraindications v practice aml participate in the spori(s} as outtined above. & copy of the physical exam is on record in my office
and can be made availablz to the schoal at the request of the parents. if conditions arise after the athlete has bacn claared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completsly explained to the athlete
{and parents/guardians).

Name of physician, advanced practice nurse {APM]), physician assistant {PA) . Oate

AOOTBSS e e Phone

Signature of physician, APN,PA
Bamyteten Cardiac Asnessment Professional Deveiopment RMedole
Date Signature

SN0 Amerian Acsdomy of Family Pysicians, American Acztermy of Pediatics, Americen Galtege of Sponts Medicine, American Medical Sociely for Sparis Badicing, Amevian Orifivpacdic
Saciely for Sports Bedcine. and Amevican Ceteopativc Acadeny of Sparts Medicine. Permission i qiamed to repnint fir noncommeriyl, ediationy paposss vwith Icknmwiesgment,
dew Jersey Departmert of Education 2074; Possuant to L2013, e 77



New Jersey Department of Healith
MINIMUM IMMUNIZATION REQUIREMENTS FOR SCHOOL ATTENDANCE IN NEW JERSEY
N.J.A.C. 8:574: IMMUNIZATION OF PUPILS IN SCHOOL

tisease(s) Meets immunization Requirements Comments

Grade § (or comparable age level for special education For pupils entering Grade 6 on or arsn-a n .o onr éﬁer 1-1-.97. Avhiid is

Tdap programs): 1 dose not required tc have a Tdap dose until FIVE years afler the last DTP/DTaP or Td dose.

. bt £ cofruas i S B S S ?
Any child over 15 months of age entering child care, pre-school, or pre-Kindergarten
needs & minimum of 1 dose of measles vaccine. Any child entering Kindergarten
needs 2 doses, Intervais between first and second measies-containing vaccine doses
cannot be less than 1 month. Laboratory evidence of immunity is acceptable.™

i bom before 1-1-90, 1 dose of a live measles-

containing vaccine on or after the first birthday.
i barn on or after 1-1-80, 2 doses of a live measies-
containing vaccine on or aftar the first birthday.

Measles

Alt children 19 months of age and oider enrelied 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 tme 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 acceptabie.

Varicella 1 dose on or after the first birthday

if a child is between 11-15 years of age and has not received 3 prior dose of Hepaitls
B then the child is eligible to receive 2.dose Hepatitis B Adolescent formulation.

K-Grade 12 3 doses or

Hepatitis B Age 11-15 vears: 2 doses

Entering Grad 6 (o comparabie age level for Special
Ed programs): 1 dose

Fo!' pupils' entering Grade 6 cn or after 9-1-08 and born on or after 1-1-87. ***
This applies to students when they tum 11 years of age and aftending Grade 6

i

Menlngococcal

TG
JUL 17 Pags * of 2 Pages.



New Jersey Department of Heaith

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 fo 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 fiter test demonstrating
immunity be accepted in lieu of receiving the second dose of measies-containing vaccine.
The tests used to document immunity must be approved by the U.S. Faod and Drug
Administration {(FDA) for this purpose and performed by a laboratary that is CLIA
certified.

I Footnote: No acceptable immunity tests cumently exist for Haemophilus influenzae type B,
Pneumococcal, and Meningococcal.

Please Note The Foliowing:

The specific vaccines and the number of doses required are intended to establish the minimum vaccine
requirements for child-care center, preschool, or schoo! entry and attendance in New Jersey. These
intervals are nol based on the allotted time 1o 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 Acadermy of Pediatrics (AAP) and Advisory Committee on tmmunization 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 uniess 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 feu of receiving the
fuil recommended vaccinations.

Provisional Admission:

Provisional admission allows a chiid 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 compieting the series. Pupils
<5 years of age, must receive the required vaccines within 17 months in accordance with the ACIP
recommended minimum vaccination interval schedufe. 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.

s 30-day grace period: Those children transferring intc 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 shali begin.
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