IMMACULATE CONCEPTION SCHOOL (914} 961-3785
NYSED requires an annual physical exam for new entrants, students in Grades K, 2. 4, 7 and 10, spods, working permils and
triennially for the Commitiee on Special Education [CSE).

HEALTH CERTIFICATE / APPRAISAL FORM

Nagme: Date of Birth:
School: Gender: LIM [JF  Grade:
t IMMUNIZATIONS / HEALTH HISTORY
{1 immunization record attached PPD: 1 Positive  UINegative {3 Notdone Date:
3 No imeunizations given today Chest X-Ray {1 positive  [INegative 1Y Not done Date:
™ tmmunizations given since [ast Health Appraisal: Elevated Lead: 3 Yes 7 No 3 Not done  Date:
Dental Referral 3 Yes TIne 3 Notdeone Date:

Significant Medical/Surgical History. (] See attachad

Specify current medical conditions: 3 Asthma Diabetes: O Type 1 O Type 2 3} Hypertension
1 Gther:
Allergies: O LIFE THREATENING 3 Food: O insect: } Other
1 Seasonal 3 medication:

| PHYSICAL EXAM |

Brate of Examy: Haight: Weight: Blocd Pressure:
Referral
Body Mass Index . Vision - without glasses/contact lenses R L
Weight Status Categery (BMI Percentite): Vision - with glasses/coniact ienses R
0 less than 57 £1 5% through 46 1 50" through 84" | Hearing 1 Pass 20 dbscbothearsor | R i
185" through 94™ 11 95™ through 98" 3 99" and higher

3 EXAM ENTIRELY NORMAL
03 TANNER 1 1. i . 12
73 SCOLIOSIS: TJ Negative 73 Positive:

MEDICATIONS |
Medications (Ust all) including Over the Counter meds {OTC's) ex. Tylenal, buprofen [ None [ Additionat medications fisted on reverse of form

Name: Dosage/Time:
Nama: Dosage/Tima:
Name: . Dosage/Time:

| assess this student to be seif-directed [J Yas J No Student may seif carry and seif administer medication (3 Yes [ No

NOTE: Parent MUST sign below in order for prescribed meds to be given and for student to seif-administer. Nurse will alsc agsess seif-
airgction for the schooi selting.

Parent is responsible for providing ail medication, inciuding OTC’s, in its original container and properly labeled with student’s rame.

| PHYSICAL EDUCAYION / SPORTS / PLAYGROUND / WORK QUALIFICATION ! CSE CONSIDERATION

3 Physicaily qualified for ail activities. No livitations {OR only as checked):
__ Limited activity: Speaify Activity aliowed.

o No Achvity, Reason

3 Specify medical accommodations needed for school: 3 None
3  Known or suspected disability: 3 Piease monitor
7 Reswictions: 1 Please moniter

{3 Protective equipment required: I Speciy:

Fhysician's Name/Addrpss: Phone: Licanse No.

Physician's Signature: Fax:

Parant Signature: {includes medication consent} Date:




