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

|Pleaseprint all page SHOW Instruction bo>
COMMONWEALTH OF VIRGINIA

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

Part 1 - HEALTH INFORMATION FORM

State law (Ref. Code of Virginia § 22.1-270) requires that your child is immunized and receives a comprehensive physical examination before entering public
kindergarten or elementary school. The parent or guardian completes this page (Part I) of the form. The Medical Provider completes Part I and Part III of the
1 14 1 4 sgad 1 1

e L " 41 1oL 1110

The information you enter will show up on any relevant forms.
ONLY the forms that you need for your student. Clicking on t

a

| reset button will clear out the student specific information and |
{ the Parent/Guardian, address telephone, etc. to facilitate crea
1 form for a different student. Click the HIDE button to remove t|
4 message before printing any forms. To see this message agair|
B the SHOW button. e
| All— — : : Diabetes
L Al HIDE Instruction box Head or spinal injury
As Hearing problems or deafness
Attention-Deficit/Hyperactivity Disorder Heart problems
Behavioral problems Hospitalizations
Developmental problems Lead poisoning
Bladder problem Muscle problems
Bleeding problem Seizures
Bowel problem Sickle Cell Disease (not trait)
Cerebral Palsy Speech problems
Cystic fibrosis Surgery
Dental problems Vision problems

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

List all prescription, over-tl

REMEMBER: Print the pages you need and check
Check here if you want to df them before using the RESET button.

Please provide the followi

Name Phone Date of Last Appointment
Pediatrician/primary care provider
Specialist
Dentist
Case Worker (if applicable)
Child’s Health Insurance: None FAMIS Plus (Medicaid) FAMIS Private/Commercial/Employer sponsored
1, (do__ ) (do not__ ) authorize my child’s health care provider and designated provider of health care in the
school setting to discuss my child’s health concerns and/or exchange information pertaining to this form. This authorization will be in place until or unless you
withdraw it. You may withdraw your authorization at any time by contacting your child’s school. When information is released from your child’s record,
documentation of the disclosure is maintained in your child’s health or scholastic record.
Signature of Parent or Legal Guardian: Date: / /
Signature of person completing this form: Date: / /
Signature of Interpreter: Date: / /
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COMMONWEALTH OF VIRGINIA SHOW Instructionbox
SCHOOL ENTRANCE HEALTH FORM

Pleaseprint all page

Part II - Certification of Immunization

Section |

Theinformationyou enterwill showup onanyrelevantforms.Print
d  ONLY theformsthatyou needfor your studentClicking onthe o
'| resetouttonwill clearoutthestudentspecificinformationandleave ™
qd theParent/Guardiargddresdelephoneetc.to facilitate creatinga
N form for adifferentstudentClick the HIDE buttonto removethis

s{ messag®deforeprinting anyforms. To seethis messagagain,click

i the SHOW button.

*Diphtheria, Tetanus, Pertussis (DTP, DTaP) 1 2 3 4 5
*  HIDE Instructionbox  fpfter7 |1 2 3 4 5
ye

*Tdap booster (6™ grade entry) 1

*Poliomyelitis (IPV, OPV) 1 2 3 4

*Haemophilus influenzae Type b 1 2 3 4

(Hib conjugate)

*only for children <60 months of age

*Pneumococcal (PCV conjugate)

*only for children <2 years of age REMEMBER: Print the pagesyou needand check

Measles, Mumps, Rubella (MMR vaceine) | them before using the RESET button.

*Measles (Rubeola) 1 2 Serological Confirmation of Measles Immunity:

*Rubella

You canonly savethe EMPTY form (unlessyou have purchasedand installed the

M| Adobe Acrobat software

*Hepatitis B

O  Merck adult formulation used "
*Varicella Vaccine 1 2 Date of Varicella Disease OR Serological Confirmation of Varicella
Immunity:
Hepatitis A Vaccine 1 2
Meningococcal Vaccine 1
Human Papillomavirus Vaccine 1 2 3
Other 1 2 3 4 5
Other 1 2 3 4 5

I certify that this child is ADEQUATELY OR AGE APPROPRIATELY IMMUNIZED in accordance with the MINIMUM requirements for attending school, child
care or preschool prescribed by the State Board of Health’s Regulations for the Immunization of School Children (Minimum requirements are listed in Section III).

Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yr.):__ / /
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Student’s Name: Date of Birth: | [ | |

Section |1
Conditional Enrollment and Exemptions

Pleaseorint all pages

be

Theinformationyou enterwill showup onanyrelevantforms. Print
ONLY theformsthatyou needfor your studentClicking onthe | ——
resetbuttonwill clearoutthestudentspecificinformationandleave
the Parent/Guardiaraddresselephoneegtc.to facilitate creatinga
form for a differentstudentClick the HIDE buttonto removethis
messag®eforeprinting anyforms. To seethis messagagain,click
the SHOW button. or the

t’s religious
IO T T TeT TR ETOTO U EXE VT orrreTeEsrrwrrerrrrayibe obtained at
ar “—Tion superintendent’s office or local department of soc1al services. Ref. Code of Vlrglnla § 22.1-271.2, C (i).

HIDE Instructionbox

—

CONDITIONAL ENROLLMENT: As specified in the Code of Virginia § 22.1-271.2, B, 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 calendar days. Next
immunization due on

Signature of Medical Providel REMEMBER:  Print the pagesyou needand check  |yr:_I__I_|

them before using the RESET button.

INCULIT T TS

' ]You canonly savethe EMPTY form (unlessyou havepurchasedand installed the
Adobe Acrobat software

Tdap — booster required for entry into 6™ grade if at least 5 years since last tetanus-containing vaccine

3 Polio — 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, for children up to

60 months of age only

Pneumococcal — 2-4 doses, depending on age at 1% dose for children up to 2 years of age only

2 Measles — 1™ dose on/after 12 months of age; 2™ dose prior to entering kindergarten

1 Mumps — on/after 12 months of age

1 Rubella - on/after 12 months of age

Note: Measles, Mumps, Rubella requirements also met with 2 MMR — 1% dose on/after 12 months of age; 2™ dose prior to

entering kindergarten

O Hep B - 3 doses required (2 doses if Merck adult formulation given between 11 — 15 years of age; check the indicated box in
Section I if this formulation was used)

Q 1 Varicella — to susceptible children born on/after January 1, 1997; dose on/after 12 months of age

0ooo

OCo0ODo

* Additional Inmunizations Required at Entry into 6™ Grade
0O Tdap — booster required for entry into 6™ grade if at least 5 years since last tetanus-containing vaccine

For current requirements consult the Division of Immunization web site at http://www.vdh.virginia.gov/epidemiology/immunization

Certification of Immunization 04/07
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i Part III -- COMPREHENSIVE PHYSICAL EXAMINATION RE} SHOW Instructionbox
Pleaseprint all page: " e
nurse practitioner, or physician assistant must complete Part III. The exam must b&ToTe o ToTTgeT TTaTT oTre-year vefore entry

mto kindergarten or elementary school (Ref. Code of Virginia § 22.1-270). Instructions for completing this form can be found at www.vahealth.org/schoolhealth

Student’s Name: Date of Birth: / / Sex: M OF

Physical Examination
Date of Assessment: / / s _ . _ .
1 = Within normal 2 = Abnormal finding 3 = Referred for evaluation or treatment
Weight: Ibs. Height: ft. in 1 2 3 . 2 3 . 2 3
D 1. N\ T 1 (DNATY £ DD

Theinformationyou enterwill showup onanyrelevantforms.Print
ONLY theformsthatyou needfor your studentClicking onthe
resetbuttonwill clearoutthe studentspecificinformationandleave
the Parent/Guardiargddresdelephonegtc.to facilitatecreatinga |
form for adifferentstudentClick the HIDE buttonto removethis
messag®eforeprinting anyforms. To seethis messagagain,click |

the SHOW button. 1

“GToss MOTOT SKITIS | | | |

Health Assessment

Developmental
Screen

HIDE Instructionbox

Pass (P) or Refer (R) in each box.
1000 2000 4000 O Referred to Audiologist/ENT O Unable to test — needs rescreen

R SeloumanentlescnslaceRisicucliidantified: ~ Left  Right

= REMEMBER: Print the pagesyou needand check

- Sl O them before using the RESET button.
| O With Glasses (¢ p— T

Hearing
Screen

You canonly savethe EMPTY form (unlessyou have purchasedand installed the
Adobe Acrobat software

Vision

Summary of Findings (check one):
0 Well child; no conditions identified of concern to school program activities
o Conditions identified that are important to schooling or physical activity (complete sections below and/or explain here):

_ Allergy O food: O insect: O medicine: O other:
Type of allergic reaction: O anaphylaxis O local reaction ~Response required: O none O epipen O other:

__Individualized Health Care Plan needed (e.g., asthma, diabetes, seizure disorder, severe allergy, etc)

__ Restricted Activity Specify:

Intervention Personnel

___ Developmental Evaluation 0 Has IEP 0O Further evaluation needed for:

__ Medication. Child takes medicine for specific health condition(s). O Medication must be given and/or available at school.

__ Special Diet Specify:

__ Special Needs Specify:

Recommendations to (Pre) School , Child Care, or Early

Other Comments:

Health Care Professional’s Certification (Write legibly or stamp):

Name : Signature: Date: / /
Practice/Clinic Name: Address:
Phone: - - Fax: - - Email:
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