PETERS TOWNSHIP SCHOOL DISTRICT
PHYSICAL EXAM PERMISSION

Grade:

To the Parent/Guardian of;

Pennsylvania School Law (28 Pa. Code § 23.2) requires that each child entering grades Kindergarten, 6,
and 11 have a physical exam. The school physician will be available to perform this physical exam for
students who do not retumn a private physical exam report.

Please sign below and return this form to the school nurse if you would like your child to be seen by the
school physician for his/her exam at no cost to you. You will be notified by your childs school nurse
when the school physician will perform the examination.

Please complete the second page of this form entitled “Physical Examination of School Age Student”
and return with this permission slip to the school nurse.,

Parent Signature: Date:

Print Parent Name:

Email:




PHYSICAL EXAMINATION

of School Age Student

Student’'s name

Parent/Guardian/Student:

Complete this form before student's exam. Take completed

form to school physician at time of physical exam.

Today's date

Daie of birth

Age at time cof exam

Gender: O Male 0O Female

Madicines and Allergles: Please list all prescription and over-the-counter medicines and supplaments (herbal/nudritional) the student is currently taking

O Medicinas O Pollens

Does the student have any allergies? O Mo O Yes (if yes, list specific allergy and reaclion.)

0O Frod 0O Slinging Insacis

Complete the following section with a check mark in the YES or NO column; circle questions you do not know the answer to.

GENERALHEALTH: Hes the student... ves | no GEMITOURINARY:  Has the student... ¥Ye3 | NO
1. Any ongeing medical conditions? If o, please identily: 2 Had groin pain or a painful bulge or kemia in the groin area?
D Asthma O Anemia (O Diabetes £ Infection M Had 2 history of urinary tract infections or bedwetting?
Other, ‘ . 3 FEMALES ONLY: Had a menstrual period? OYes ONo
2 Evor stayed mare than one ight in the hospital? i yes Atwhat age was her first menstrual pariod?
3 Ever had surgery? Hew many periods has she had in the last 12 months?
4. Ever had a seizure? Dale of last perod:
5 Had & histary of being bom without or is missing a kidney, aneye, a DENTAL: YES | NO
lesticle (rnales‘), splaen, or any other organ? T Has tha student had any pain or problems with histher gums or lealh ?
6 Ever become ill while exercising In the heat? "
= i et Teact e wh — . Name of student's dentist,
I-IE: maq‘:os II:E m m:; WF?TSW =TT Last dental visit: O lass than 1 year [1 1.2 years (0 preater than 2 years
DINECIISPINE: Has the student...
— - en she has a leaming disability, ual or
8. Everhad a head :l“"l' ad m';“"““‘“" developmental disability, cognitive delay, ADD/ADHD, elc.?
10 Ever had a hit or blow (o the head that caused cenfusion, prolongad : "
headache, or ory ams? A5 Been bullied or experferced bullying beha\r?ar‘.? :
11. Ever had numbness, tingling, or weakness in histher arms or legs 36 Expeﬁenced Major grief. tﬁu“:'a' or other significant ide event?
atter baing hit or falling? 37 Exhibited significant changes in behavior, social relatil‘:rt!hipg,
12 Ever been unabie to move arms or legs afler being hil or falting? grades “_nw o1 Slaeping habits. withdrawn fmm famiy or frends?
13 Noliced or been told he/she has a curved apine of scoliceis? 3 x" warried, sadl "ps:l‘ orangry mm“ afthe time? ||
14 Had sny probiem with his/er eyes (vision] or had a history of an 39 Shown a genoral loss of energy. mativation, interast or enthusiasm?
aye injury? 40 Had concerns about weight; been irying to gain or lose weight or
15 Bagn praseribad glasses or contacl lensas? Y r:Td a m:'mdaz‘ fo gair: mr::” w:ight';
- sad (or cumently uses) iobacca, alcchel, or 5
HEARTILUNGS: ___ Has the student.. YES [wo | |—LoiTeomny e g hltnG
6 Ever used an inhaler or laken asthma medicine? 2
T7. Ever had the doctor say helshs has a heart problem? W 50, check 42 lslhemafamilyhlglurynftnelolwhg? Ifs?.weckallihatapﬂy
all that apply £ Heart mumur o heart infection 0O Anemia/blood disorders O Inherited disease/syndrome
O High blood pressure [ Kawaseki disease O Asthmathung problems [ Kidney problems
O Hiph chelesterc! 1 Other O Behawvioral health issua [l Sewzure disorder
18, Been Inid by the doctor io have a heart test? (For example, 0 Dinbetes O Sickle cel trait or disease
ECG/EKG, echocandiogram)? Other.
19 Had & cough, whesze, difficulty breathing, shartness of breath or 43 ls ihere a family history of any of the follewing haart-related
felt ightheaded DURING Or aFTER exercise? problems? N so. check all thal apply-
2@ Had discomfort, pain, ightness or chesl pressure during exsrcise? g g’“rga"a si’p":;‘“'““ g ST;Y“"“":'
- - - - ard-omyopathy arfan syndrome
2.1' Eatt ix/hashwart cace.o0 SFIP Beats during exercise? 0 High blood pressure 0 Ventricular tachycardia
BONENOINT: Has the student... YE& ND 0 High choleaterol a Other
22 Hac a broken or fracturad hone, stress fraciure, or dislocatad joint? 44 Has any family member had unexplained fainting, unexplained
Z1 Had an injury to a musche, ligament, or tendon? SEITUMS, OF Expen d a near d ing?
. Had an injury thet required a brace, cast, cruiches, or grihotics? 45 Has any family member f relative died of hean problams before age
N T . injecty ical 50 or had an unexpected / unéxplained sudden death bafore age
= Fm;:::;:ﬁ;ﬁ;ml' CTscan, | o, or physical therapy 50 (includes drowning, unexplained car accidents, sudden infant
5. Hed joints that becoma painful, swollen, feel wa took red? deathsynd mme]?
ain 3 3 m, ar rei
- QUESTIONS or CONCERNB YES | NO
SN Has the student... YES [ RO =
46 Are there any queslions or concems thal the student, parentor
¥ Had any rashes. pressure sores, o other skin prablems? guardian would iike to discuss with the haalth care provider? [If
2 Evar had herpes or 8 MRSA skin infection? yes wiite tham on page 4 of this form )

| haraby certify that to the best of my knowledge all of the information is true and complete. | give my consent for an exchange of
health information between the school nurse and health care providers,

Signature of parent / guardian / emancipated student

Date

Adapted from PA Departiment of Health form H511,336




