St Thomas More Catholic School

Health Assessment/lmmunization Form
PRE-K through 8" GRADE

- PPS-2K Rev, 1/06.

Personal Data (T0 BE COMPLETED BY PARENT OR GUARDIAN)

{Please Print Clearly)
Child's Name A
_ {Last) {First) (Middle)

Bith Date: __/___ {1 {mmiddlyyyy)

Address; _ Phone: {__)
ParentGuardian Name:

This asgessment was completed by child's regular health care provider yes no. If no, parent please provide a copy to
tha child's regular heslth care provider.

Yes No

| QDo you have any concems about your child's health, weight, development or behavior?

8 O Has your child been evaluated for any health, weight, developmental or behavioral concerns?

Q Q  Isthere any family history of health, welght, developmental or socialfemotional concerns?

Q 0  Has your child had a dental exam by a dentist in the last 12 months?

2 W Has your child had a well-child or preventive health exam in the last 12 months?

Comments;

Recommendations to School Personnel Based on Health Assessment
{10 BE COMPLETED BY HEALTH CARE PROFESSIONAL)

. Activity Level. Evaluate need to modify activity level. Guidance:

___Allergy O food: O insect: 1 medicine: Q other:

Type of allerglc reaction: (3 anaphylaxis O local reaction
Respanse required: O epi pen Q other:

___Developmental Evaluation. Consider nead for developmental evaluation. Guidance:

_... Health-related adjustments to enhance school performance. Evaluate need for adjustments.
Guidance:

. Medication
. Child takes medicine for spacific health conditions:
List madication(s): 1. 3
2. _ 4, ,
. Maedication must be given and/or available at school. Requires School Medication Authorization form.
—— Schooi Medicatlon Authorization Form complete {please attach)
. Asthma Action Plan complete (please attach)

. Special Dlet. Guidance:

Comments:

Health Care Professional’s Certification

| certify that the information on page 1 and page 2 of this form Is accurate and complete.

Name Health Care Provider (write leglbly or stamp):

Signatura : Date:
Practice/Clinic Name & Address:
{ Phone Number: (___) , Fax Number:

Page 1 of 2
A5501.1 (1 of 2)



Personal Data (70 BE COMPLETED BY PARENT OR GUARDIAN)

Place where your chitd

Child's Birthdate: ___ /__ [ Sex: 01 Male Race: 00 1 ofher non-Whita O 4 Am. indian 01 7 Hawallan
MM DD YYYY {1 2 Female 0 2 White O 5 Chinese Q 8 Filipino
{13 Black 0 6 Japanese O 8 OtherAstan
Q 10 Unknown
Hispanic/Latino origin: [ 1Yes O 2 No ‘
County of Residenca: Zip Code. Schoot your child will be attending:
Child has: 0 1 Medicald O 2 Private insurance/HMO U 3 Other: O 4 No insurance

Q 1 Health Department

£ 2 Hospital Clinic

Q 3 Community Health Center
0 4 Private DoctorfHMO

gets regular health care:

Q § Other _
@ 6 No regular place

Doctor/Practice Name:

Health Assessment {TO BE COMPLETED BY HEALTH CARE PROFESSIONAL)
The health assessment must bs conducted by a physlclan licensed to practice medlcine, a physiclan’s assistant as defined in General
"Statute 90-18, a certifled nurse practitioner, or a public health nurse meeting the state standards for Heaith Check Services,

Date of Assessment: __ /| [
Walght: _____ibs, Helght: ___#.___In
Body Mags Index (BMI) - for ags:

0 1 Normal (6%ile-<B5%lle

Q 2 Underwalght {<5%ile)

0 3 At-Risk (85%ile-D5%lle)

O 4 Overwelght (>85%ile)

i

Blood Pressure:
O 1 Within Normal Range
02 > 90" Parcantile

%lle

(raw)

Physical Examination  Normal Abnormal
HEENT
Dental/Oral
tungs

Cardiac
Abdomen
Neuralogle
Back/Extremities
Genital

Skin

CocopopooCco-
cooooucols

Immunization Status (PROVIDE IMMUNIZATION RECORD- Form will not be accepted without record)

Immunizations are up-to-date U 1 YES 0O 2NO
Pertinent llinesses or Developmental Problems:

{Please check all that apply):

Q Allergy (specify In Recommendations above) O Dental Problems

(1 Lead (History of > 10 mcg/dL)

0 Anemia 0 Diabetes Q Orthopedic Problems
© Asthma £ EmotionaliBehaviora (I Prematurity (< 32 wks, EGA)
€1 Attention/Learning O Encopresls {1 Sickle Cel! Anemia
O Bleeding Problems 0 Enuresis (daytime) Q SpeechilLanguage
& Cancer/lleukemla O Genetle Disorders £l Vision Problems
O Cerebral Palsy (1 Heart Problems Q Other:
Q Convulsions/Selzures {1 Hearing Problems £ none
£ Cystio Fibrosls
Screening Results
i Within Normal Concem Refarrad for
Rango Identifled Evaluation
1 2 3
Tool Used: Ermotional/Social [ 0 0
PEDS 10 Problem Solving a Q Q
ASQ 20 Language/Communication a g W]
2. iovcol 3G Flne Motor Skills g Q Q
o8-y Gross Motor Skills "] Q Q
.7} | Hearing_| 1000 2000 4000 Screen Used: 1 1 QAE O 2 Audlometry
i - B R Q0 1 Pass
_g E T O 2 Scheduled for re-scresn due to middie ear fluld,
@ -| Indicate Pass (P) or Refer (R} in each box. ReferIs any fallure at any Dateof rescreenappt
X 1 3 Referral to Audiologlst/ENT (chack if yes)

. frequency in elther ear.
4 £ With Hearing Ald {check if yes)
0 Permarient Hearihg Loss Previously Identified (chack If yes)

Slereo: 011 Pass_ 012 Fal Test used: 0 1 Pass

o] Far Both |R L (1 2 Refarral to Eye Doctor {chack if YES)

- 5 L 20/ 207 | 20/ | Test used: {Refer if worse than 20/40 In elther of both eyas, a two line
@ | [ With Glagses: D1 Yes O 2No difference between eyes, failed stereo, of unable to test.)
E’ | Comments:
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