H511.336 (Rev. 9/2012)  Pzge 1 of 4: STUBENT HISTORY
PARENT / GUARDIAN / STUDENT:

pennsy lvania Private or School Complete page one of this form before
! ORI G AL PHYSICAL E XAM!NAT!ON student's exam. Take completed form to
Bureau of Community Health Systems -OF SGHOOL AGE STUDENT appointment.
Diviston of Schoo! Health
Student's name Today's date

Date of birth _ Age at #hme of exam Gender: O Male O Famale

Ngdicines and Allergies: Plaase list alf prescripfion and over-the-counter medicines and supplemants (herba¥nuiritional) the student is currently taking:

Does the student have any allergias? D MNo [ Yes {If yes, list spectilc allergy and reaction,)
[ Medicines 0 Pollens 3 Food 0O Stinging Insecis

1 Any ongoing medica) conditions?. if so, pleass ideniiy:

‘O Asihma Ol Anemia [ Diabstes D Infection 30 Had a history of urinary track infectlons or bedwetiing?
Ster_ 3 FEMALES ONLY: Had 2 menstrual perlog? OYes [No
2. Evar stayad more than one night in ths hospiizi? If yes: At vihat age was her first menstrual perod?
3. Ever had surgery? How many peslods has she had in the tast 12 months?
4, Ever had a seizure? Date of last periog:

8. Had = history of being born without or is missing z kidnay, an eye, 2
testicle (males), splasn, or any other organ?

8. Ever bacome iJ} while exercising in the he=i?
7. Had frequent muscle cramps when exercising?
: HEADINECK His this stuiss

8. Nd hoadaches wiih exercise? 3. Been told hefsh has a learning di ablity, intallecyal or

== = A she is , I 0
9. Ever had a head injury or concussion? developmental disability, cognitive delay, ADDIADHD, ete.?
10 Ever had a hit or blow to the head that caused confusion, prolonged 35. Been bullled or expertenced bullying behavior?

headache, or iemory problems? - ~ -
. " R 36. Experienced major grief, frauma, or olher slgnificant life event?
! 1% Ever had numbness, ingling, or weakness in hisher arms o tegs ‘ — - ~ . - -
i aiier bsing hit or falling? 37. Exhibited s[gmﬁwnt changes "I: Dbehavior, social re!aﬁgnsh;ps_s, R
‘2 Ever been unable to move arms or tegs afer being hit or falling? v gee 28 ‘edg c:dsleeplng ar anTV:DJD: fa;mjy g flengs?
13 Noficed or been told he/she has a cusvad sping or scoliosis? - 2 Wartiod, phG, upsel oT BNy n’tuc > ~ She
T T . . 39. Shown a general loss of energy, motivation, interast er enthusiasm?

4 Had any problam with his/her eyes {visian) or had a history of an = . 7

eye injury? 40, Had concems about welght; been trying to gain or Jose weight or
B Been prescribed glasses or contact lenses? e Li::?a I iﬁn;n::d:fo:ato ga‘;;r':zfzwji:‘;

ESEYERIDy o R IETTR DT o A T QuITen 5} tobacco, r

RELUNG 4 ST

i3 Ever used an inhaler or taken asthma medicine? R
. 7. Ever had tha docior say Hefshe hi
e S5t}

iﬂ Has the student had any pain ;:r problems with hisfher gums or teeth?
32 Name of student’s dentist:
Last dental visi: [l lessthan 1yess [ 12 years 3 greater than 2 years

PPy,

M s

7 had tha 13874 fiear probl

all that appii; T
- O High'efistestarnsl 500 10
12, Bean told by the doclor to hava & hieerd {est? (Foy i

- O Anenilabloéd disorders J inherited diseaselsyndrome
L Asthind/iting problems O Kidney problems
U Benvioral haalth issus 01 Seizure disarder

¥ FENELE £ Sickle cell irajt or dizease

ECG/EKG, echocardiogram)? - ¢«

2 Had = cough, wheeze, difficully breathing, shoring
felt lightheaded BURING 07 AFTER exéridse?. . .

43. Is thers a family history of any of the following heartselated
problems? if so, check alt that apply:

A Had discomfart, pain, tighiness or chest pressure diiring exerrisa? gz,’ﬁ;da m"m gg:y:ﬂrorge
= 5 : B : myapathy an syndrome
i Felt
: 3 el_. Iusfher heart race or skip beals during exersisa £ High blaod pr - 1 Ventrl tachycardia
- SONEAIQIN 15k L1 High cholestero} O Other,
22 Had a broken or fractured hone, siress fracture, or dislocated jolnt? 44, Ras any famity member had unexplained falnting, unexolained
23 Had 2n injury to a muscle, fgament, of fendon?. . - - - s seizures, of experienced a near drowning?
2% Had an injury that required a brace, cast, cruiches, or orthotics? : 45, Has any famlly member / relative died of heart problems before age
25, Neaded an y-ray, iR}, CT scan, injection, or physical & 80 or had an unexpected / unexplained sudden death befare 2ge
feﬁvﬁnga:nxiéﬁy;‘q ST sci npessivm, o physiesl therepy 50 @includes drowning, unexplalned car accldents, sudden infant
death syndrome] '

25, Had joints that become painful, swollen, fesl warm, or jook red?

-~ 46, Ase there any questions or concams fhat the student, parent or
Z7. Had any rashas, pressure guardian would like to discuss with the health care provider? (if
28 Ever had herpes or a MIRSA skin infection? yes, wrile them on page 4 of this form.)

e x

5 n

hereby certlfy that io the best of my knowiedge all of the information is true and complete. | glve my consent for an exchange of
teslth information betwean the school nusse and healih care providers,

Signature of parent / guardian / smancipated siudent Date

Adapied in pant from the Pre-paréicipation Physical Eveluation History Form, ©2010 Arterican Acadamy of Family Physicians, American Academy of Pediatrics, American College of
Sporns Medicine, American Medical Sedisty for Sgeits Medicing, American Crinopaedic Soclety for Sports Medicine, and American Csieopathic Academy of Sporis Medicine.




CHECK ONE

‘| Physical éxam for grade;
kT 60 1D Other

k.

*ABNORMAL FINDINGS / RECOMMENDATIONS / REFERRALS

NORMAL
*ABNORMA
DEFER

O .
Helghts  { » ) inches
Weight:  { )} pounds
BMi: { v )
BMi-for-Age Percenille: ( ) %
Pulse:  { )

Blood Pressure: {  / -)
Heir/Scalp

Slin

EyesVision Corrected [
EarélHearing

Nese and Thr‘oat

Teeth and Gingiva ‘ ® .

Lymph Glands '

Heart

Lungs

Abdormean

Genitourinary

MNeuromuscular System

Extremities

Spine (Scoliosis)

Cther

{Additional space on page 4

Parentiyuardian present during exam: Yes [ No [}

|

i Physical exam performed at: Personal Health Care Provider's Office 0 School [1- Date of exam 290

Print name of examiner

Print examiner’s office address , Phone,

Signature of examiner, MDD DOO PACH CRI\E’E}_—J




s

~ Page 3 of 4; IMMUNIZATION HISTORY

IMMUNIZATION EXEMPTION(S):

Medical [1  Date lsstued: Reason: Date Rescinded:
Medical ] Date lssued: . Reason; i ) Date Rescinded:
Medical [} Date Issued: Reason: Date Rescinded:

NOTE: The parentiguardian must provide a written reguest to the school for a rellglous or philosophical exemption,

hild)

“Hepatitis B {HepB)

MeaslesMumps/Rubelia (MMR)

Murnps disease diagnosed by physician [ Dale;

T 4 K] E)
{ Verlcella: Vaccine {T] Disease [}
7 % ) a4
Serclogy: {tdentily Antigen/Date/POS or NEG)
i.e. iep B, Measles, Rubella, Varicalla
1 Z 3 4
Meningococcal Conjugate Vaceine (MCVA)
™ T Zz 3 T
Human Paplilerna Virus (HPV)
Type: HPV2 or HPFV4
i) 2 3 ]

Influenza
. Type:

us tifllenzas Type b (Hib)’

] &
Pneurococcal Conjugale Vaceine (PCV)
Type: 7or 13
1 2 3 3
Hepatitis A (HopA)
H T F4 3 )
i Rotavirus

Other Vaceines: (Type and Date)




Page 4 of 4: ADDITIONAL CONMMENTS (PARENT / GUARDIAN / STUDENT / HEALTH CARE PROVIDER)




