WEST ORANGE PUBLIC SCHOOLS

179 Eagle Rock Avenue
Department of Student Support Services

West Orange, New Jersey 07052

(973) 669-5400 ext. 20538 Fax: (973) 669-8601

PUPIL HEALTH EXAMINATION

Name Gender

(Last)
School of Attendance

(First}

Date of Birth

Grade:

HEALTH HISTORY
Pertinent Medical History

Allergies

Type of Reaction:

Is this child on medication? Yes No

Latest Immunization (Dates): Hep. B #1 #2 #3

Treatment/Medication:

Type of Medication & Reason:

DTP DT

OPVIIPV MMR

Meningococcal Vaccine

Varivax

Influenza Vaccine

Pneumococcal

Hepatitis A
Other

Mantoux Tuberculin Test Date Neg Pos

mm induration

If positive, result of X-ray

Treatment

PHYSICAL EXAMINATION

Height Weight

Blood Pressure

Head Heart Rate

Murmurs

Ears Hearing R I

Lungs

Face

Eyes Vision R L

Abdomen

Both

Nose Corrected - Glasses / Contacts

Mouth Extremities/Orthopedic

Teeth Central Nervous System

Throat Genitalia

Neck
Scalp

Scoliosis Screening Neg.

If positive, x-ray

Pos.

Skin Treatment

SUMMARY:

RECOMMENDATION:

Student may not participate in the following physical activities:

Student may participate in all physical activities

Yes No

Laboratory work (if indicated) Urinalysis

Blood work-up

Other Medical Recommendations:

Signature

Examiner Name and Title

Address

Telephone

Date of physical

Check one School Physician
Private Physician

Advanced Practice Nurse



West Orange Public Schools
Emergency Information Form

Student Information |
Name Birth Date Gender School Year 2
Address School Grade Teacher T
Parent/Guardian Information :]
Name Email ICell Phone i
: ' : ‘
Relationship: OMother [ Father CGuardian IHome Phone ;Work Phane \I
Name . Emaii i(:seﬂ Phone |
. i ;
Relationship: OMother OFfather DGuardlan ~ Home Phone Work Phone
i Emergency Contact Information ]
{Name :[Relationship Cell Phone
i
! ) iHcme Phone Work Phone
tName fReIatianship §Cell Phone
| , !
i iHome Phone Work Phone
i
; Siblings Attending West Orange Public Schools Bt g
i Name * School Grade
i

L
]

Other Student Information
Dactor Phone

Doctor Name

| Date of Last Physical Exam

Family Medical History
Conditions/Diseases parent(s) or sibiling(s) had or currently have (please check all that apply)

¢ Dsignificant allergy  [JRheumatic fever [Heart disease [Diabetes OTuberculosis  OConvulsive disorder CCancer

! OMental iliness ~ (Other
i If any box is checked, Explain:
|

Does this child have any health insurance including NJ FamilyCare/Medicaid, Medicare, private or other?
[ YES My child has heafth insurance.

0 NO My child does not have health insurance,

Signature: Printed name: Data:

Nritten consent requiced pursuart to 20 J 5.2, 3 1232g(5 K1) and 34 CFR. 99.30(h). —
N: FamilyCar2 prowvides ‘ree ar low <ost heaith nsurarce for urinsucad shildran and certain 'ow ncome parents. For mora information wisit aww njfamilycara.org to
apoly online or cail 1-3C0-701-0719.

| will provide for my student’s schaol nurse to hold his/her medication

/treatment should he/she ever require medication/treatment
asdescribed, OYES [ONO

I urdarstand thas any chargas statad on this card regarding my child's heaith history needs to be communicated to the school nurse/principal. |
atso give permizsian for the re'ease of infarmation for confidential usa in meeting my child’s heaith aprd educational needs in school. I the
undarsigned, do he-by authorize officials of Wast Orarge Public Schools ts contact diractly the person(s) named on this card and o authorize the
ramed physitiars ta render such traatmaent 33 may be deemad necassary in 31 emergancy for the health of said child. In the avent that the contact
persors named ar this Zard, or pararts/guardians carnot be zontactad, the school offic.als ar2 hareby authorizad to taxe wkatever action is
deamed nec2s;sary in their judgment, for the nealth of the afarasaid child. | aill not hold the school district financially rasponsible for tre
emargency cara and, or transportation for said chi'd.

Signature: Printed name:

Date: _




Health Conditions

]Yes]NoI

i

Explanation if Yes

Nedication Allergias

b

'
b

List: Reaction:

Food Alargies

Food(s): Tpearut Cdairy Cegzs Ceetiac/other

Reaction:
I

——

Rate severity: Cmild Smodarata Zlifa-thraataning

Requires EpiPen? _yes Cno
i

i - . —]
: : Rate the reaction; Cmild Omoderats Clfe-threatening i
llerg: 25 Stings : ‘ g - - —
Allergy to Bess Sting : Does your child require an EpiPen? Cyes Cno !
i 7 { ; List: ;
Allergias (other) ; i : [
I : | Rate severity: Omild Omoderata Clifa-threatening i
| . " H
i : T - —
LAs:hma,-'React:ve Airway ; IAsthma medication(s) taken at home: !
: E ;Medication(s) required at school: 1
i ) ; Type 1 (Insufin Dependent) [T g2 Diabetes medication sh ]
IDlabetes ‘ D ype 1 (insuiin Desendent) [Typ i (
\ pre of seizure:
Seizure Disorder ‘ ‘ iMedlcaticn(s}: ’
i ? iDate of last selzure: T
1 reatment/Medication(s):
ED;’ADHD a :
i ! Specify:
:Neurological Disorder i pecify
1 ; L How many? Date of last episode:
History of concussion/Head injury | ¥ ! P
L I
... ! Date:
Fhickenpox !
| - Specify:
%Heart Condition |
| Specify:
i 1 :
| . i =
Blood Disorder/Tendency to bleed ea sily | ?‘reatment.
& | Date of last nose bleed:
I i ;
- - SR S|
: i | Specify: Treatment: !
iCar'.cer i : i . i
: Specify: —
:BOWEVBfadder Issuas ] pectty _
i ! Triggers: Treatment:
Migraine Headaches i l eg : f
i Specify: Activity Restrictions: -1
Bone/Mluscle Problems ey Activity i
i ‘
; . Date of most recent occurrence: !
Breath Holding/Temper Tantrums |
: L, | Specify: Treatment/Medication(s): {
Mental Health/Behavioral [ssuas ; | PRty ] / ion(s) |
i i |
] : : m N = % :
Wears Glasses/Contacts ; FGI‘“SES UContacts IEF(" distance  OFor reading |
! . i
1 : ] : S
Hearing Loss i : EDRight ear Cleftear CHearing Aid(s)
\ ] 3 : Date of most recent occurrence: ;
]‘Frequent Ear Infections , : f
: ) | ;
{ . i Describe;
[Trouble with Speech i | ;
i = T S ———
: . ; i Specify: Date of Cnset: ;
Other Serious lliness/Injury : : : !
: _ ! Specify: Date(s):
Surgary/Hospitalization(s) | el ; ) i
: _ Specify: "
Other Conditions/Restrictions e

Meditation takan at Home

List - if not already listed:




