H3H 336 (hev, %2012y Paga 1 of 4 STUDENT HISTORY

PARENT / GUARDIAN / STUDENT:

pennsy lvan]a ) Private or School Complete page one of this form hefore
DEPARTMENT OF HEALTH PHYSICAL EXAMIN ATION student's exam. Take completed form to
Bureau ¢f Cormmunily Health Systems OF SCHOOL AGE STUDENT .
Divisian of School Heaith appointment.
Student's name Today's date

Diate of birth

Age at time of exam

Gender: [0 Male {0 Femala

Medicines and Aftergies: Please fist all prescription and aver-the-counter medicines and supplements (herbal/nutrtionat} the student is currently taking:

Does the student have any allergies? ONo O Yes {if yes, list specific aliergy and reaction,)

[ Medicines 1 Pollens

£l Food £3 Stinging Insects

Complete the following sectlon with a check mark in the YES or NO column; circle questions you do not know the answer to.

GENERALHEALTH: H

St

1. Any ongolng medicat condiiens? 1f so, plaase idenfify:
{1 Asthma [T Anemia LI Diabetes LI infection
Cther S

28 Had groin pain ora painful bulge or hernia in iho groin area?

0. Had a histary of winary tracl infections or bedwetling?

. Ever stayad more than one night in the hospital?

. Ever had surgery?

. Ever had a selzwe?

[SRE R IR

. Had a hislory of being born without ot is missing & kidney, an eye, 8
testicle (malas}, spleen, or any other argan?

. FEMALES ONLY: Had a menstrua) parind? OYes [Oko
¥f yas: Al what age was her firstmensirual period?

How many periods has she had in fhe last 12 months?

Pala of last period:

o

, Ever bacomea il whila exercising in the heat?

2 Has the studsnthad any pain or problems wilh histher gums o teeth?

, Had

8, Ever had a head injury of coacussion?

11 Evaer had a hit or blow fo the head thai caused confusion, prolonged
headache, of memory prohlems?

24 Name of student’s deniat:
Last dantal vigit (3 less than tyear (1 1-Zyears [ greater than 2 years

34. Bean told hessha has a feaming disability, intelleciual or
devalopmental disabilty, cognilive delay, ADDIADHD, etc.?

45, Been bullled orexpesanced bullying behavior?

11, Ever had numbness, tingling, or weakness in hisfher arms or legs
alter being hit or {afling?

38. Experianced major gief, frtaumg, or other significant life evem?

12 Ever heen uriable to move arms or fegs after being hit or falling?

37. Exhibed signilcant changes In behavior, sotial relationships,
grades, ealing or steeping habits; withdrawn from family ot friends?

13 Noticed or been 1old hefshe has a curved spine or scolinsis?

38. Bean worriad, sad, upsel, or angry much of the time?

4 Had any problem with histher eyes (vision) or had & history of &
aye injury?

39. Shown a ganeral koss of energy, molivation, interest or eathusiasm?

i Bean prescriled glasses or contact lenses?

44, Had concerns about weight; been irying to gain or fose woight or
receivad a recommendation to gain or lose welight?

| HEARTAUNGS: 6 slucént,

16 Evar used an inhakir or taken asthma medicina?

# Ever had the doctor say he/she has a heart problem? i 50, chack

all that apply: [} Heart murmur or heart infaction
3 High bilaodd pressura {1 Kawasaki disease
1 Hign cholesterat [0 Gther:

18 Bewn told by the dsctar to have a heart test? (For example,
ECGIEKG, echocardiogram)?

41, Usad (or currenty uses) labaceo, alcohol, or drugs?
FAMILY HEALTHE

42. s there a tamifly history of the lollowing? i so, check all thal apply.
0O Anemia/blood discrders 11 inherited diseasefsyndrome

B Asthmaflung problems [) Kidney prablems

1 Behavioral health issgue [1 Seieure disorder

L[] Diabetes 1 Sickie cell Irail or disease
Other

1 Had a cough, wheeze, difficully breathing, shoriness of breath or
{elt lightheaded DURING or AFTER exercise?

2 Had discomfort, pain, lighinass or chest prassurg during axercise?

21, Falt his/her hear race or skip beats during exercisa?

2. Had a broken ar fraciured bona, siress fracture, or dislocated joint?

43, ts thore a famdy history of any of the following head-related
problems? If so, check all that apply:

{3 Brugatla syniroma O QT syndrama

[ Cardiomytpathy O Marfan syndrome

3 High blood presstra O Ventricutar tachycardia
{1 High cholesterc O Other

23 Had an injury 10 a muscla, ligamenl, or tendon?

44. Has any familymember had unexplained fainting, unexplained
seizunis, of eaparienced a near drbwsing?

. Had an injury that required & brace, ¢ast, crulches, or orthotics?

2 Neaded an x-ray, MR, GT scan, injection, or physical tharapy
following an injury?

28 Had joints that becoma painful, swolien, {eal warm, or look ad?

45, Has any familymembtar / relative died ol heart problems before age
50 or had an unexpected / unexplained sudden death hefore age
50 {includas diwning, unexptained car accidents, sudden infant

| s

death syndrome)?

S IGERNE

Z. Had any rashas, pressure sores, of othar skin problems?

X Ever had herpes or 8 MRSA skin infection?

48. Arathere anyquestions or cancerns that the student, parent or
guardian would like 1o discuss with the heatth care peovider? (it

yes, wrile them on page 4 of this form.)

| hereby certify that to the best of my knowtedge all of the information is true and complete. I give my consent for an exchange of

health information between the school nurse and haalth care providers.

Signature of parent / guardian ! emancipated student

Date

Adapted in part from the Pre-parlicipation Physical Evaluation History Form; £2010 American Academy of Fanily Physicians, American Academy of Pediatrics, American Coltege of

Sports Medicine, American Medical Sociaty tor Spers Madicine, American Orthapaedic Society for Sporis Medicing, and American Osleopathic Academy of Sparts Medicine.



Page 2 of 4. PHYSICAL EXAM

CHECK QNE

Physical exam for grade:

k10 60 110 otherd *ABNORMAL FINDINGS / RECOMMENDATIONS / REFERRALS

NORMAL
*ABNORKMAL
DEFER

Height: ¢ } inches

Weight. ( j pounds

BMI; { )

BM-for-Age Percentile: { 1%

Puisa: )]

Biood Prassure: { / )

HairfScalp
Skin

EyesiVision Corrected [

Ears/Heating

Nose and Throat

Teath atd Gingiva

Lymph Glands

Heart

Lungs

Abdomen

Genitowrinary

Neuromuseuls: System

Exiremitles

Spine {Scotiosis)

Other

{Additional space on page 4}

Parent/guardian present during exam: Yes [ No D

Physical exam performed at: Personal Heailh Core Provider's Office [J School O Date of gxam 20

Print name of examiner

Print examiner's office address Phone

Signatura of examiner MDO DOO  PACLC  CRNPO




Page 3 of 4| BMMUNIZATION HISTORY

IMMUNIZATION EXEMPTION(S):

Medical [[]  Date lssued: Reason:
Medical [J Date lssued: Reason:
Medical [J Date Issued: Reasor:

NOTE: The parent/guardian must provide a writlen request to the schoof fora religious or philosophical exemption.

Diphtheria/Tetanus/Periussis (chitd)
Type: DTaP, OTPor DT
Diphtheria/Tetanus/Periussis ' : ! :
(adolescent/adult)
Typa: Tdap or Td
T 4 K3 4
Polio
Type: OPVaor IPY
¥ 2 T 4
Hepatitls B {HepB)
T x 3 E]
Measles/Mumps/Rubelia (MMR)
Mumps disease diagnosad by physician [} Date:
k] T T )
Varicella: Vaccine ] Disease {7}
T 7 T X
Seralagy: {Identify Antigen/Date/POS or NEG)
i.2. Hep B, Measles, Rubella, Varicella
hl £ i+ A
Meningococeal Conjugate Vaccine (MCV4}
A 'y ] T
Human Papilloma Visus {HPV)
Type: HPVZ2 or HPV4
1 & 3 L]
Influenza il 7 ] T
Type: TiV (injected)
LAV (nasal}
T k¥ L] AL
T K1 ) E
Haemophilus Influenzae Type b (Hib)
T K] b1 E]
Preumococeal Conjugate Vaccine (PCV)
Type: 7 or 13
T ' K] 4
Hepatitis A (HepA}
T 4 g3 4
Rotavirus
Other Vaccines: (Type and Date)

Date Rescinded:
Date Rescinded:

Date Rescindad:




Page 4 ot 4. ADDITIONAL COMMENTS (PAReNT / GuarDiaN / STUDENT / HEALTH CARE PROVIDER}




