COMMONWEALTH OF VIRGINIA
SCHOOL ENTRANCE HEALTH FORM
Health Information Form / Comprehensive Physical Examination Report / Certification of Immunization

Parti- HEALTH INFORMATION FORM

State law (Ref. Code of Virginia § 22.1-270) requires that your child is completely immunized and receives a comprehensive physical examination before

entering public kindergarten. The parent or guardian complates this page of the form. The Medical Provider completes the second and third pages of the form
Thig form must be completed within one year before your child's first day in kindergarten or elementary school.

Name of School: Grade:
Student’'s Mame:
Last First Middle
Student's Daie of Birth: | | | | Sex: | | State or Country of Birth:
. Mo, Day Yr.
Siudent's Social Security #: [__ 1 | - I-[__F | | | or L.D.#
Student's Address: City; Siate: Zip
Name of Mather or Legal Guardian:
HomePhone: |} _ | f|__ | f |-l | | WorkPhone: [__ | | f-l__4 |-\ 1 |1
Arga Code Arga Code
MName of Father or Legal Guardian:
HomePhone: | | | {-|__ ¢ | _J-1__t || | WorkPhone: {__ | | |- | | |-L i |1 }
Area Code Area Code
In case of emergency—if parent or guardian cannot be contacted—contact the following:
1. MName; Complete Phone Number: 1| | |- || 1= | _1_%§ |
2. MName:

Complete Phone Number: | { | 1< | [ 1-1_ | |1

Assessment of Student’s Health
To the best of your knowledge, has your child had any problam with the following? Flease check yes or no.

Condition Yes | No Comments if “Yes"
Allergies (food, insects, drugs, latex) :

Allergies (seasonal)

Asthma or breathing problems
Altention-DeficittHyperactivity Disorder
Behavioral problems
Developmental problems
Biadder problem

Bleeding problems

Bowel problem

Cerebral Palsy

Cystic Fibrosis

Dental problems

Diabetes

Head or spinal Infury

Hearing problems or deafness
Heart problems
Hospitalizations {when, why)
Lead poisoning

Muscular problems

Seizuras

Sickle Cell Disease (not trait)
Speech problems

Surgery

Vision problems

Other:

List all prescription and over-the-counter medications your child takes regularty:

Describe any other importan! health-related information about your child (i.e., feeding tube, oxygen support, hearing aid, etc.);

Name of your child's pediatrician or primary care provider:
M~mes of madical spacialists or special clinics caring for your child:

i v YOur child ever seen a denfist? Yes: |__ |, No: |___|. If yes, date of last appointment:

Check here If you want to discuss confidential infermation with the school nurse or other school authority: Yes |___|, No |

-t

Check here if you give permission for the school nurse or other scheol authority to contact the examining physician to discuss any information contained on this
form: Yes|__ |, No|__ |

Signature of Parent or Legal Guardian: Date (Mo, Day, Yr): |__ | _|__|
Signature of Interpreter: Date (Mo., Day, Yr.): |:]:|:i




Part Il - COMPREHENSIVE PHYSICAL EXAMINATION REPORT

Part Il must be completed by a qualified licensed physician. nurse practitioner, ar physician assistant. The exam must be done within one year hefore
enroliment in kindergarten or elemsntary school (Ref. Code of Virginia § 22.1-270}).

Student's Name:

Last

First Middle
Date of Birth: | | | | Sex: (MIF) Helght T Weight: ~~ BMI Percentile Blood Pressure:
Mo. Day Yr. - S
Required Screening Tests {see Part V) Explanation Result
Anemila Screen (questions onback of form) H positive, do hemoglobin or hematocrit Neg: Hgb or Het:
Urine Screen Dipstick urine for glucosse, protein, & other - Glucose: Protein: Ofther:
Vision Screen. Distance visual acuity without correction - Right: 20/ Left. 20/ Both: 20/
Distance visual acuity with corraction Right: 20/ Left: 20/ Both: 20/
Stereopsis (Ocular Alignment} Description on back of form Pass: Fail:
Hearing Screen Must be done with pure tone audiometry at 20 dbl | Right: Left:
Lead leve! (criteria on back of form) Blood lead level Date: Result:
Ontional Screening Tests (see Part IV} .
Tuberculin skin test (criteria on back of form) May be required in high-risk groups Pos: Neg: Date:

Vision Screening:

Child to be rescreened? Yes] |, No|_ |

Hearing:
Child to be rescreenad? Yes |

|, No |

Child to be refernred? Yes| |, Noj ___|

Child to be referred? Yes|__ | Noi |

General Appearance

Skin

Head .
External

Eyes:

Fundi

External and Canal
Ears:

Tympanic Membrane

Nose

Throat

Mouth f Teeth

Neck

Chest

Heart

Lungs

Abdomen

Genitalia {Tanner Stage)

Bones, Joints, Muscles

Neurological
Posture / Range of Motion
Other: -
Comments
Cognitive Development

Estimated Speech | Language Development
E::;'_Opmema‘ Social / Emotional Development

' Health Behaviors / Health Habits

Assassment including medical diagnoses and potenfialiy disabling conditions that might require (1) educational evaluation, (2) environmental adjustment

or (3) activity limitation:

Recommendations:

Referrals made, if any:

Medical Provider's Name (print):

Medical Provider's Address:

Phone No. |

S A N RS [ Y IO N R

Gity:

Signature of Medical Provider:

State:

Ziptl__ |

Date (Ma., Pay, Yry:__|_ i i
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PART lit - CERTIFICATION OF IMMUNIZATION

Part 1l to be completed by a physician, nurse practitioner, or health department official.

nt's Name: Data of Birth: | | | |
Last First Middle Mo. Day Yr.
IMMUNIZATION RECORD COMPLETE DATES (month, day, year) OF VACCINE DOSES GIVEN
Diphtheria, Tetanus, Pertussis (DTF, DTaP) 1 2 3 4 5
Diphtheria, Tetanus (DT) or Td (given after |1 2 3 4 5
7 yoars of age)
Poliomyelitis {IPV, OPV) 1 2 3 4
Haemophilus influenzae Type b 1 2
(Hib conjugate)
Pneumocaccal (PCV conjugale) 1 2
Measies, Mumps, Rubeila (MMR vaccine) |1 2
Measles (Rubeola) 1 2 Serological Confirmation of Measles Immunity :
Rubella 1 2 Serological Confirmation of Rubella Immunity :
Mumps 1 2
Hepatitis B Vaccine (HBV) 1. 2
Varicella Vaccine 1 Date of Varicella Disease:
Other 1 2 3 4 5

MEDICAL EXEMPTION: As specified in the Cods of Virginia § 22.1-271.2, C (i), | certify thai administration of the vaccine(s) designated below would be
detrimental to this student's health. The vaccine(s) is {are) specifically confraindicated because (please spacify):

DTP/DOTaP:__ }, DT/Td: . OPVIPV . Hib: . : Pneum:[___J; Measies: i Rubelia:[_.J: Mumps: j: HBV: ; Varicella:|

This contraindication is permanent: [ 1, or tarr{porary and expected to preclude immunizations until; Date (Mo., Day, Yr): 1| |

Signature of Medical Provider or Heaith Department Official: Date (Mo., Day, Yr:l_ | ] |

RELIGIOUS EXEMPTION: The Cods of Virginia allows a child an exemption from receiving immunizations required for school attendance if the student
or the student's parent/guardian subrnits an affidavit to the school's admitting official stating that the administration of immunizing agents confiicts with the
student's refigious tenets or practices. Any student entering school must submit this affidavit on a CERTIFICATE OF RELIGIOUS EXEMPTION (Form

CRE-1), which may be obtained at any lncal heaith department, school division superintendent's office or local department of social services. Ref. Code
of Virginia § 22.1-211.2, C (i).

| certify that this child has received at least one dose of each of the vaccines required by the State Board of Health for atiending schoal and that this child
has a plan for the complefion of hisMer requirements within the next 90 days (conditional enrollment). Nextimmunization due on

Signature of Medical Provider or Health Department Official:

Date (Mo., Day, Yr.):|__|__{_ |

1 cartify that this child is ADEQUATELY OR AGE APPROPRIATELY IMMUNIZED in accardance with the MINIMUM requirements for attending school,

daycare or preschool prescribed by the State Board of Health's Regulations for the Immunization of School Children (Minimum requirements are fisted on
" = last page of this form}.

wignature of Medical Provider or Health Department Official:

——3

Date {Mo., Day, Yry|__|_ | |
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Anemia Screen {(Required} *
Screen for Anemia (hemogiobin or hematocrit) if any of the following are positive:
Family has low income (Child e|lg|b|e for Medicaid)
Chitd gligible for WHC
Migrant or recently arrived refugee
Consumes a diet low i m fron
Child has limited access to food
Child with special health care needs
Chiild with history of iron-deficiency anemia
Child takes medication that mhrbrts iron absorption
Urine Screen (Requiired) *
n] Dipstick test for glucose and protein
Vision Screen (Required) *
O Test distance visual acuity in children over 3 years of age with Snellen letters, Snellen numbers, Tumbling E, HOTV, or
Picture tests {(Allen figures or LH symbol test) - '
o Distance testing at 10 feet is recommented

@ Refer if worse than 20/40 with either eye (if child 3-5 years oid) or 20/30 (if child 6 years aid or older)
o Refer if two-line difference between eyes aven if within passing range (l.e., 20/25 & 20/40 or 20/20 & 20!30)
Ocular Alignment * :
Test ocular alignmenit in children 3 years of age and older using the unilateral cover fest, the Random-dot-E test ar similar test.

Refer.if there is any eye movement with the unilateral cover test or less than 4 of 6 correct with the Random-dot-E test.
Hearing Screen (Reduired) *

0 Must use pure.toné audiometer (If at least 4 years oid) - screen at 1000, 2000, & 4000 Hz tones at 20 dB HL in each ear.
g Reposmon earphones and rescreei if the child does not pass at this dB level.

Q Referio eudrologrst if chlld does not pass rescreen at 20dB Ieve!

Lead Screen (Req ired) :

Test chlldren 6°and linder who' were not prevrously tested if any of the followmg are true:
Child receives services from Medicaid or WIC.

Child resides in high-risk zip code area (consult www.vahealth.orciileadsafe for list of high-risk zip codes)
Child lives in or regularly visits a house or child-care facility built before 1850

Child lives in or regularly vr5|ts a house or child-care facnlty bulit before 1978 that is being or was renovated within tha
past6 months -

Child lives in or. reguiarly vigits a house or other structure in whlch ane or mare persons .have glevated blood lead levais
Child lives with an adult whose job or hobby Involves exposure to lead
Child lives near an active lead smelter, battery recycling plant, or other industry Ilkeiy to re]ease léad
Child’s parent or guardian requests the child’s blood be tested due to any suspected exposure
Health care provider recommends the child's biood be tested due to any suspected exposurs
Tuberculosis Infection Risk (Recommended) _
Consider administering a Mantoux TB skin test if the child hae one or more of the followmg risk factors:
Exposure to tuberculosis or to high risk adults
TB-like symptoms
Lived in high prevalence country or extensive travel in areas with high prevalence
Homelessness of resident in congregate living
Medically underserved
HIV infection or receiving immunosuppressive therapy
Other medical risk factors (i.e., malignancy, diabetes)
Local school systems may have specific testing requirements and policies. Please consult with your local health department.
Minimum Immunization Requirements for Entry into Schodl and Day Care (requirements are subject to change)

DDEIE]UUDL‘I

conog

poocE

ooopoo0o

O 3DTPorDTaP - at least one dose of DTaP or DTP after 4™ birthday unless received 6 doses before 4™ birthday.

0 3 Polio Vaccine — at least one dose after 4™ birthday unless received 4 doses of all OPV or all IPV prior to 4" birthday.

0 Hib - 2-3 doses In infancy; 1 booster between 12-15 months; 1 dose between 15-30 months if unvaccmated

O 3 Hep B doses — required for children born on or after January 1, 1994 and for students enrolling in 6™ grade on or after
July 1, 2001 if unvacolnated

o 2 Meaeles 1% dose on/after 12 months (365 days) of age: 2™ dose prior {0 enteting kindergarten.

a 1 Mumps - on/after 12 months (365 days) of age.

O 1 Rubella - onfafter 12 months (365 days) of age.

o

1 Varicella — to susceptible children born on/after January 1, 1997 dose onfaftar 12 months (365 days) of age.

* Source: Bright Futures Guidelines for Health Supervision of Infants, Children, and Adolescents, 2000
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