Click here to reset the student specific fields on this form. Parent/Guardian information will not be affected by this RESET]

SCHOOL ENTRANCE HEALTH FORM SHOW Instruction box
Health Information Form / Comprehensive Physical Examination Report / Certification of

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 completes this page of the form. The Medical Provider completes the second and third pages of the
form. This form must be completed within one year before your child’s first day in kindergarten or elementary school.

Name of School: Grade:
Student’'s Name:

Student’s Date of Birth: | | Sex: | | State or Country of Birth:

Part1- HEALTH INFORMATION FORM

Last First Middle

The information you enter may be used in multiple fields on tll—
| form. Clicking on the reset button will clear out the student spg
information and leave the Parent/Guardian, address telephone,

facilitate creating a form for a different student. Click the HID——
I|button to remove this message before printing any forms. To s |

HIDE Instruction box —

message again, click the SHOW button. ]

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

Condition ﬁf “Yes,,
Allergies (food, insectd This iS @ multi-page form. Please print all pages for y
Allergies (seasonal) student.

Asthma or breathing proj

You can only save the EMPTY form (unless you have purchased and installed the
Adobe Acrobat software

Bowel problem|

Cerebral Palsy REMEMBER: Print and check the form before

Cystic Fibrosis .
Dental problerr] USINQ the RESET button.
Diabetes
Head or spinal Injury

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

Muscular problems

Seizures

Sickle Cell Disease (not trait)
Speech problems

Surgery

Vision problems

Other:

Describe any other important 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:
Names of medical specialists or special clinics caring for your child:

Has your child ever seen a dentist? Yes: |___ |, No: |___|. If yes, date of last appointment:

Check here if you want to discuss confidential information with the school nurse or other school authority: Yes |___ |, No|__|.

Check here if you give permission for the school nurse or other school 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.): |_|__|__|
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Click here to reset the student specific fields on this form. Parent/Guardian information will not be affected by this RESET]

Partin- CUNIE RCTIICINOIVE T O T OIVAL CAANTNATIVIN REFUKI

Part Il must be completed by a qualified licensed physician. nurse practitioner, or physician assistant. The exam must be done wit
enrollment in kindergarten or elementary school (Ref. Code of Virginia § 22.1-270).

SHOW Instruction box

Student’'s Name:

Last First Middle
Date of Birth: | | | | Sex: (M/F) Height: Weight: BMI Percentile Blood Pressure:
Mo. Day Yr.
Required Screening Tests (see Part IV) Explanation Result
Anemia Screen (questions on back of form) If positive, do hemoglobin or hematocrit Neg: Hgb or Hct:
Urine Screen Dipstick urine for glucose, protein, & other Glucose: Protein: Other:
Vision Screen Distance visual acuity without correction Right: 20/ Left: 20/ Both: 20/

. . . . . h: 20/
The information you enter may be used in multiple fields on Y —

-l form. Clicking on the reset button will clear out the student spg——
-{information and leave the Parent/Guardian, address telephone f*——
"l facilitate creating a form for a different student. Click the HID
Hbutton to remove this message before printing any forms. To s

I essage again, click the SHOW button.

|| HIDE Instruction box

_-kln

Head

External

Eyes: Fundi

cars =] REMEMBER: Print and check the form before

?srsoeat using the RESET button.

Mouth / Teeth

Neck

Chest

Heart

; You can only save the EMPTY form (unless you have purchased and installed the

G Adobe Acrobat software

B
Neurological : - : :
(F;o:ture/Range of Motion | This is a multi-page form. Please print all pages for y
ther: student.
Cognit -
Estimated Speech / Language Development

Developmental

Social / Emotional Development
Level:

Health Behaviors / Health Habits

Assessment including medical diagnoses and potentially 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): PhoneNo. | | | |- | I~ 1] "]

Medical Provider’'s Address: City: State: Zip: | ]

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

Signature of Medical Provider:

MCH-213 E, PART Il (Rev. 10/03)




| Click here to reset the student specific fields on this form. Parent/Guardian information will not be affected by this RESET]

- FAKII-CERIITICATIUN UT TWNMIVIUNIZATIUN
Part Ill to be completed by a physician, nurse practitioner, or health department official. SHOW Instruction box
Student’'s Name: Date of Birth: | I [ I
Last First Middle Mo. Day Yr.
IMMUNIZATION RECORD COMPLETE DATES (month, day, year) OF VACCINE DOSES GIVEN
Diphtheria, Tetanus, Pertussis (DTP, DTaP) || 1 2 3 4 5
Diphtheria, Tetanus (DT) or Td (given after |1 2 3 4 5

The information you enter may be used in multiple fields on tl|:
form. Clicking on the reset button will clear out the student sp
information and leave the Parent/Guardian, address telephone,

facilitate creating a form for a different student. Click the HI
button to remove this message before printing any forms. To s
: message again, click the SHOW button.

HIDE Instruction box

Hepatitis B Vaccine (HBV) 1 2 2 [
This is a multi- . [
TRV, page form. Please print all pages for y
student.
Other 5

%

REMEMBER: Print and check the form before _
(l;neli?r:g:tl_alEtz(fhl\illsP;L?jgr.]t,Asshs:using the RESET button. Is) designated below would be

—]You can only save the EMPTY form (unless you have purchased and installed the
PlAdobe Acrobat software

H

Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yr.):|__|_ ||

RELIGIOUS EXEMPTION: The Code of Virginia allows a child an exemption from receiving immunizations required for school attendance if the student
or the student’s parent/guardian submits an affidavit to the school’s admitting official stating that the administration of immunizing agents conflicts with the
student’s religious 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 local health department, school division superintendent’s office or local department of social services. Ref. Code
of Virginia § 22.1-271.2, 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 attending school and that this child
has a plan for the completion of his/her requirements within the next 90 days (conditional enroliment). Next immunization due on

Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yr.):|_|__|__|

| certify that this child is ADEQUATELY OR AGE APPROPRIATELY IMMUNIZED in accordance 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 listed on
the last page of this form).

Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yr.):|_|__|__|

MCH-213 E, PART Il (Rev. 10/03)



Click here to reset the student specific fields on this form. Parent/Guardian information will not be affected by this RESET]

Anemia Screen (Required) *

Screen for Anemia (hemoglobin or hematocrit) if any of the following are positive: SRl MEETE 55

Family has low income (Child eligible for Medicaid)
Child eligible for WIC

Migrant or recently arrived refugee

Consumes a diet low in iron

Child has limited access to food

Child with special health care needs

Child with historv of iron-deficiencv anemia

The information you enter may be used in multiple fields on tI|
{ form. Clicking on the reset button will clear out the student spe
information and leave the Parent/Guardian, address telephone f H°™.or

facilitate creating a form for a different student. Click the HID
button to remove this message before printing any forms. To s

D o000 oDDo

message again, click the SHOW button. similar test.
HIDE Instruction box est.
[} VIUSTUSE pure tone dlometer (11 dt ledSt 4 vedlsS 0ld) - Screen di (UUU. ZUU0U . & 40U L |n eaCh
ear. This is a multi-page form. Please print all pages for y

O Reposition earphone
O Refer to audiologist if
Lead Screen (Required)

student.

Test children 6 ’ ‘ _ — ———
Q gmg r REMEMBER: Print and check the form before fhigh-risk zip codes)
a 1na re . Oof high-risK zIp codes
o ohig ijusing the RESET button.
a Child |inmmwmwS being or WQS renovated within the

You can only save the EMPTY form (unless you have purchased and installed the  |gs
Adobe Acrobat software

a Child’s parent or guardian requests the child’s blood be tested due 10 any suspected exposure
O Health care provider recommends the child’s blood be tested due to any suspected exposure
Tuberculosis Infection Risk (Recommended)
Consider administering a Mantoux TB skin test if the child has one or more of the following 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 or 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 School and Day Care (requirements are subject to change)
3 DTP or DTaP — at least one dose of DTaP or DTP after 4" birthday unless received 6 doses before 4" birthday.
3 Polio Vaccine — at least one dose after 4™ birthday unless received 4 doses of all OPV or all IPV prior to 4" birthday.
Hib — 2-3 doses in infancy; 1 booster between 12-15 months; 1 dose between 15-60 months if unvaccinated.
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 unvaccinated.
2 Measles — 1° dose on/after 12 months (365 days) of age; 2" dose prior to entering kindergarten.
1 Mumps - on/after 12 months (365 days) of age.
1 Rubella - on/after 12 months (365 days) of age.
1 Varicella — to susceptible children born on/after January 1, 1997; dose on/after 12 months (365 days) of age.

OCo0oDo [y Ny Iy

ODOo0ODO

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