Student's Name . gBh'rh Date Hex Schonl

Lasy Fim Middl2 - i ManthTiz:. Yexr - !
HEALTH HISTORY TO BE COMPLETED AND S5IGNED BY PARENT/GLIARDIAN AND VERIFIED BY HEAL'H CARE PROVIDER _m"
ALLERGIES [Food, drug. inses:, other) MEDICATION (Lsan prr::t_llazdur naken on asesnbir basis | .
i
Diagnosis of asthma? Yes  Na | Indicate Severiy Lass of fimcrion of one of piired - : e
Child wakes during the night coughing [ Yes  No orpans? (eyefenr/hidneyfesncle) ¥es Nao $
1
Birth defecis? Yes  Nn Hospitalizati oms? - ——
- When? Whiy for? ¥es No H
Developmental detay? Yes Np :
Blaod disorders? Hemophilis, Ves  WNo SurgeryT tLim all} - . - -
Sickle Cell, Qther? Explain, _ 1 WhenT What for? Yz Nn 5
Diabetes? Yzs . No Serious mjury or illness? . e
Head injury/Concussion/Passed owt? | Yes Mo T8 skin tes1 puisitive (past presem 7 Ve o e e e e
Seizures? Whar are they like? Yes No TB disense (st of presen; /7~ Yew  nin ] OcpAAmERL.
Heart prablem/Shortness of breath? Yes No Tobaren wie ype, frequency 7 \f;— No " -
Heast murmur/High blood pressore? Yes No AlcoliolDruy use? v Yex Na -—-5—.-- e E
Dizziness er chest pain with Y:ls Na Family history of sudder death !
exercise? before ape 507 (Cruse?) Yes No
Eye/Vision problems? Glasses [J Contacts O Last exam by eye doctor Dental OBraces CIBrides  DIPlme Other
Oher concerns? (crosted cye. drooping lids, squinting, difficulry reading) Other concerne? = -
EarfHearing problems? Y eas No lafarmaiion may be shared with approprme persunnel far healih snd edorrtional P—
anrenlquanlim )
Bone/taint problem/injury/scaliosis?  |Yes No ) Sipnarre . Daie i

Entire section below to be completed by MD/DO/APN/PA  (-INDICATES TESTING MANDATID FOR STATE LICENSED CHILD CARE FACILITIES) | )

PHYSICAL EXAMINATION REQUIREMENTS HEIGHT ) WEIGHT M1 P .

DIABETES SCREENING BMI85% sgefsex Yess 3 NoDO  And any rwo of the following: Family History Yes D - No D Ethnfc Minariry Yes 0 N I3
Stgns of Insulin Resistance (hyperiension, dyslipidemia. polycystic ovarian syndrome. acanthosis nigricans) Yes O No OO - At Risk Yes Na(dl ; H
LEAD RISK QUESTIONNAIRE* Required far children age 6 months through 6 years enrolled i licensed or public schonf operated day care, preschool, nursery schoed andine L-ind—éruan:n. :
Blood Test Indiented? YesO No3  Blood Test Date Blood Test Result (Bload test required in Chicagn snd other high risk 2ipcndes }
TBSKIN TEST Retommended anly for children in kigh-risk proups inclnding chijdsen wha are immumosuppressed due v HIV infection or other condilions, recem immigmnes frum hi;-h
prevalence countries, or thase exposed to adults in high-risk catepories, See CDC puidelines. Date Read rot Result " mm H )

LAB TESTS ~INDICATES TESTING - 4
MANDATED FOR STATE LICENSED CHILD Date Resuls Date Rasults ;
CAREFACILITIES _ _ . KNS
Hemaglobin * or Hematacrit * Sicklz Cell * (as indicaied) ' ——— ——
Urinalysis Ohther I [
—— !
7 - —

SYSTEM REVIEWiNgmmal Camments/Fallow-up/Needs ) i Nomal Cammens/Folinw-up/Ne

Skin | Endocrine ; - )
Ears | Gastrointestinal '

Eyes MNormal Yesld NoDO  Objective screening Yesld NolOI Result” Genio-Urinary LMP

Amblyopie YesD3 NoO  Referred 1o OpthelmologisyOptomendss YesO Woll Neurological

Nose ‘ ] Musculoskeletal

Throat Spinal examination

Mouth/Dznal Nutritional status

Cardiovascutar/HTN

" » Mental Health '

Respiratory : 1

NEEDS/MODIFICATIONS required in the school setting ! DIETARY VeedsRestsictions e

P

SPECIAL INSTRUCTIONS/DEVICES c.p. safety glasses, glass eve, chest prosetor for arhythmia, pacemaker, prosthetic device, dental bridge. Fase teeth, athleric suppon/cap

MENTAL HEALTH/OTHER s there anything else the sehoa! should know abaust it siudenn?
1f you wotsld like 1o discuss this stedent’s beakh with school or schaol hzalth personncl, check tite: O Nurse [ Tescher 0 Counselor O Principal

EMERGENCY ACTION  needed while ar school duc to child's healih condition e.p.. seizres. asthma, inseet sting, food. peanut allergy. bleeding problem, diabetes, hean problem)?
YesE3 No O  Ifyes, please d=scribe,

On the busis of the examination an this day, [ approve this child's participation in . {If Na nr Modified please sttach eplanation.] ———

PHYSICALEDUCATION  Yes O No O Modified O INTERSCHOLASTIC SPORTS {foroneyear)  YesD . NoO  Limited O

Physician/Advanced Practice Nurse/Physician Assistant performing examinntian

Primt Name Siennture ) Date

Address iPhone

(Complete both sides)



