Hazleton Area School District

Health Room

Dear Parent:

The Pennsylvania Department of Health mandates a physical examination be
completed on all students upoh entry into school, 6" and 11 grade.

This examination may be done by your family doctor at your expense. The
completed form must be returned to your school’s health office

Bue to the new immunization regulations, all students must have 3
meningococcal vaccine on or after his/her 16™ birthday, to enter 12™ grade.
Please keep this in mind and discuss with your physician.

Students who do not return the completed physical form will be examined by the
school physu:nan at a time convenient to school personnel and the school doctor,
This is a simple non-invasive examination done in the presence of the certified
school nurse with the student fully clothed, '

Please return form #1 tomorrow to your teacher and retain the physical form for
future use, if necessary.

If you have any questions, pléase contact the school nurse,

Hazleton Area High School
570-459-3221 ext 81591
Hazleton Area Career Center

570-459-3221 ext 82591
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Distrito Escolar del Area de Hazleton

Salén de Salud

Quéridcs Padres:

El Articulo-de Salud de Pensilvania estipuia que sea hecha una examinacién |
médica a todos los estudiantes entrando a la escuels en Gto grado y 11vo grado.

Esta examinacion debe ser hecha por su doctor famitiar Yy torre por sus gastos.
Debe ser adjunta a este }-ORMULARIO DE REPORTE DE DOCTOR PRIVADO. E| .
formulario completado debe ser devuelto a las oficinas de salud de la esc:ue!a A
mas tardar ef l[) de septiembre. i et

POPT e

ey

Debido a las nuevas regulaciones de vacunaciones, todos los éstudiantes deben
tenar hechas las vacunas de meningococo al cumplir los 16 afios de edaid o
inmediatamente después de haberios cumplido, para entrar al 12vo grado. Estas
se reforzarian cuando su hijofa) entre & 12vo grado. Por favor mantenga en

‘mente y comunique a su doctor, 'y

Los estudiantes gue no devuelvan este formulario de reporte completado por sy
doctor privado serdn axammados por el doctor escolar a [a conveniencia del
personal de la escolar y el doctor gscolar. Esta es una examinacién simple no-
invasiva hecha en |a presencia de Ila enfermera escolar certificada con ef
estudiante totalmente vestido., !

Por favor devueim estos formu[arms #1 . 7 mafana a su maestro Y retenga el

formulario #3 para uso futuro, s, p.» necesario

ill

|

Sitiena alguna pregunta, por. favor comuniguese con la enfermera escolar.
i

Escuela faecundana y de Carreras rlel Area de Hazlemn .

— e

HAMS 570-459-3221 EXT 81591
HACC 570-459-3221 EXT 82591
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HAZLETON AREA SCHOOL DISTRECT .

Building - Grade

r—

Name of Student

Please sign this note in order that we may know if you decide to have your child examined by your private physician.

I want my child examined by my private physician

T'want my child ¢xamined by the school physician

————

'The expense of an examination by your private physician will have lo be paid by YOU. The Health Records
provided by the state will have to be filled out by your private physician and retmrned to the school.

Parent or Guardian Signature

Address

Telephone No.

obnlil.lbﬁlaﬁﬁ"lﬂilllﬂﬂoﬂﬁ.l-.lﬂdﬂla.ﬁ.illnnulnnnlﬁ..nntllhwﬁlDIIIIUG.Dﬂﬂﬁﬂﬂﬂlllﬂlnuﬂnhinnnbn

Bdificio Grado

Nombre del Estudiante

Por favor firme Usted este papel para nosotros saber si Usted quiere que su hij o/hija sea examinado por su
propio doctor de familia,

Quiero que el doctor de la familia examine a mi hijo/hija

Quiero que el doctor de Ia escuela examine a mj hijo/hija

Loz gastos de una examinacién hecha por su doctor de la familia Henen gue ser pagados por Usted. T.os
documentos de 1a salud que ] estado provee tienen que ser llenados por su doctor y devueltos ala escuela,

Firma del padre o del encargardo

Direceidn

Nitmero de teléfono
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' DEPARTMENT OF HEALTH

Page 1 of 4: STUDENT HISTORY

')
Bureau of Community Health Systeins
Division of School Health

Student's name

Private or School

PHYSICAL EXAMINATION
OF SCHOOL AGE STUDENT

PARENT { GUARDIAN / STUDENT:

Complete page one of this form befors

appointment.

Today's date

student’s exam. Take completed form to

Date of birth

Age at time of exam

Gender; IdMale [ Female

Medicines and Allergies: Please list all prescription and over-the-counter medicines and supplements (herbalmutritional) the student is currently taking:

O Medicines O Poliens

Does the student have any allergies? O No O Yes (If ves, list specific allergy and reaction.)

[ Food B Stinging Insects

Complete the foltowmg sectlon wrth acheck mark ln the YES or NO column; circle questions you do not know the answer {o.

TN

. GENITOURIN

1. Any ongolng medica[ conditlons‘? If s0, pleasa fdentify:
O Asthma [J1Anemia ElDlabstes [J Ihfection
Other:

28 Had groin palh or a painful bulge or hernia in the groin area?

30 Had a hlstory of urlpary fract infections or bedwatiing?

. Ever stayed more than one night in the hospital?

. Ever had surgery?

. Ever had a seizure?

31. FEMALES ONLY: Had a menstrual period?
If yes: At what age was her first mensirual period?
How many periods has she had in the last 12 months?
Dafe of last period;

[ Yes

O No

i (|N

. Had a history of being barn without or Is missing a kidney, an aye, a
testicle (males), spleen, or any other organ?

DEN:

. Ever become ill while exerdcising in the heat?

o)

22 Has the student had any pain or problems with hisfher gums or teeth?

7. Had frequent muscle cramps when exerclslng?

33, Name of student’s dentist;

Last dentai visit: T less than 1 year [O1-2years [ greaterthan 2 years

B Had headaches with exerclsa? 7

9. Ever had a head injury or concussion?

10.Ever had a hit or blow to the head that caused confusion, profonged
headache, or memory problems?

34. Beentold helshe has a Iearnlng dlsabllﬂy, mtellectua! or
developmental disability, cognitive delay, ADD/ADHD, etc.?

35. Been bullied or experienced buliving behavior?

11, Ever had numbness, ingling, or weakness In hisfher arms or legs
after being hit or falling?

36. Experienced maijor grief, frauma, or other significant life event?

12 Ever been unable to move arms or legs after baing hit or falling?

37. Exhibited significant changes In hehavior, social relationships,
grades, eating or sleeping habits; withdrawn from famlly or friends?

12 Noticed or been told he/she has a curved spine or scollosis?

38. Been worried, sad, upsel, or angry much of the time?

14 Had any problem with histher eyes (vision) or had a history of an
sye injury?

39, Shown a general loss of energy, molivation, Interest or enthuslasm?

15 Been prescribed glasses or contact Ienses?

40. Had concerns about weight; been frying to gain or lose weight or
received a recommendation {o galh or lose weight?

41 Used {or currently uses) tobacco alcohol, or drugs?

ﬁ Ever used an inhaler or taken asthma medlc]na?

17. Ever had the doctor say hefshe has a heart problem? If g0, check

all that apply: 1 Heart murmur or heatt infection
[ High bload pressture O Kawasaki disease
0 High cholesterol 1 Other;_

18 Been told by the doctor to have a heart test? (For example,
ECG/EKS, echocardiogram)?

42 Is therea famlly h|stury of tha follovmng? Ifso check aII that app!y

O Inherited disease/syndroma
O Kidney problems

[ Seizure disorder

[ Sleide cell tralt or diszase

1 Anemia/blood disorders
0 Asthmallung problems
L1 Behavioral health issue
O Diabstes

Other

19 Had a cotigh, wheeze, difficulty breathing, shertness of breath or
felt lightheaded DURING or AFTER exercise?

a3 Had discomfort, pain, tightness or chest pressure during exercise?

21 Felt histher heart race or skip beats during exercise?

he sfudeni X

3 1 Ho.

22 Had a bmken or fractured bone, sfress fracture, or dislocated joint?

43, |s there a family history of any of the following heart-related
problems? If 3o, check all that apply:
0 Brugada syndrome 1 QT syndrotme
[1 Cardiomyopathy O Maifan syndrome
1 High blood pressure [ Ventricular tachycardia
O High cholesterol 1 Other

23, Had an injury to a muscle, ligament, or tendon?

44, Has any family member had unexplained fainting, unexplained
selzures, or experienced a near drowning?

24. Had an injury that required a brace, cast, ctutches, or orthotics?

25 Needed an x-ray, MR, CT scan, injeciton, or physical therapy
following an injury?

Z:'i Had joinls that become painful, swollen, feel warm, or look red?

45, Has any family member / relative died of heart problems before age
50 or had an unexpected / unexplained sudden death befora age
50 {includes drowning, unexplained car accidents, sudden infant

‘..‘Has fhe student

death syndrome)?

s [

NO-

27 Had any rashes, pressure sores, or other skin problems?

28, Ever had herpes or a MRSA skin infection?

48. Arethere any guestions or concerns that the student, parent or
guardian would like to discuss with the health care provider?  (If
yes, wite them on page 4 of this form.)

I hereby 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

Adaptedin part from the Pre-participation Physical Evafuation History Form; @2010 American Academy of Famlly Physiclans, American Academy of Pediatiics, American College of
Sports Medicine, American Medical Society for Sports Medicing, American Orthopaedic Saclety for Sperts Medicine, and American Osteopathic Academy of Sports Medicine,




Page 2 of 4; PHYSICAL EXAM

CHECK ONE
Physical exam for grade: -
KiMll & 11O Other - % *ABNORMAL FINDINGS / RECOMMENDATIONS / REFERRALS
O . % 21 H '
gl 2|4
Height: . ( ) inches
Whaight: ( ) pounds
BMvE: )
Bl-for-Age Percentile: ( ) %
Pulse:  ( )
Biood Pressure: { ! )
Halr/Scalp
Skin
Eyes/Vision Corrected ]
EarsiHearing
Nose and Throat

Teeth and Gingiva

Lymph Glands

Heart

Lungs

Abdomen

Genifourinary

Neuwomuscular System

Extremities

Spine (Scaliosls)

Other

(Additionat space on page 4)

Parentfyuardian present during exam: Yes [ No ]

Physical exam performed at: Personal Health Care Provider's Office [ School L1 Date of exam 20

Print name of examiner

Print examiner’s office address Phone

nAm [a¥a o] Lol . Talins Fad =11 -Wml
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Page 3 of 4: INAVIUNIZATION HISTORY

' IMPMUNIZATION EXEMPTION(S):

Medical [J  Date Issued; Reason: Date Rescinded:
Medical [1  Date Issued: Reason: Date Rescinded:;
Medical [1  Date Issued; Reason: Date Rescinded:

NOTE: The parent/guardian must provide a written request to the school for a religious or philosophical exemption.

Diphtheria/Tetanus/Pertussis (child)
Type: DTaP, DTP or DT
Diphtheria/Tetanus/Periussis ! * s * °
{adolescent/adult)
Type: Tdap or Td
1 & k- k) B
Polio
Type: OFVor IPV
1 2 E3 & K]
Hepatitis B {HepB)
1 Z 3 4 o
MeaslesMumps/Rubella (MMR)
Mumps disease diagnosed by physician [] Date:
1 z 3 4 Z]
Varicella: Vacecine ] Disease []
T Z 3 4 o
Serology: (ldentify Antigen/Date/POS or NEG)
i.e. Hep B, Measles, Rubella, Varicefia
1 Z 3 g %
Meningococcal Conjugate Vaceine (MCV4)
1 3 3 4 b
Human Papilloma Virus (HPV)
Type: HPVZ2 or HPVA4
T Z 3 E) 5
Influenza 5 7 g 8 o
Type: TIV (injected).
LAV (hasal)
ik} 1< Ta T4 kL)
k] Z E) 4 &
Haemophilus Influenzae Type b (Hib)
1 k3 3 EX ]
Pneumococeal Conjugate Vaccine (PCV)
Type: 7V or 13
i) ) = .. 5
Hepatliis A (HepA)
1 Z k3 4q 3
Rotavirus
Other Vaccines: (Type and Date)




