H511.336 (Rev. 9/2012) Page 1 of 4: STUDENT HISTORY

/Y pennsylvania

DEPARTMENT OF HEALTH

Bureau of Community Health Systems
Division of School Health

Student’s name

Private or School

PHYSICAL EXAMINATION
OF SCHOOL AGE STUDENT

PARENT / GUARDIAN / STUDENT:

appointment.

Today’s date

Complete page one of this form before
student’s exam. Take completed form to

Date of birth

Age at time of exam

Gender: [0 Male [ Female

Medicines and Allergies: Please list all prescription and over-the-counter medicines and supplements (herbal/nutritional) the student is currently taking:

[0 Medicines O Pollens

Does the student have any allergies? O No [ Yes (If yes, list specific allergy and reaction.)

O Food [ Stinging Insects

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

GENERAL HEALTH: Has the student... YES | NO GENITOURINARY: Has the student... YES | NO
1. Any ongoing medical conditions? If so, please identify: 29, Had groin pain or a painful bulge or hernia in the groin area?
O Asthma O Anemia [ Diabetes [ Infection 30. Had a history of urinary tract infections or bedwetting?
Other, — _ 31. FEMALES ONLY: Had a menstrual period? OYes ONo
2. Ever stayed more than one night in the hospital? If yes: At what age was her first menstrual period?
3. Ever had surgery? How many periods has she had in the last 12 months?
4. Ever had a seizure? Date of last period:
5. Had a history of being born without or is missing a kidney, an eye, a DENTAL: YES NO
testicl | | th ?
esticle (males), spleen, or any other organ 32 Has the student had any pain or problems with his/her gums or teeth?
6. Ever become ill while exercising in the heat? ; -
= Rad : I h P 33. Name of student’s dentist:
o 80 TEILST LSCe CIambs Whe SXOrTs Ry ¢ Last dental visit: [J less than 1 year [ 1-2 years [ greater than 2 years
HEAD/NECK/SPINE: Has the student... YES | NO
- - SOCIAL/LEARNING: Has the student... YES | NO
8. Had headaches with exercise?
9 Ever had a head ini - 34. Been told he/she has a learning disability, intellectual or
- SVET 1ac @ nead Injury or Goncussion : developmental disability, cognitive delay, ADD/ADHD, etc.?
10.Ever had a hit or blow to the head that caused confusion, prolonged 35. Been bullied or experienced bullying behavior?
headache, or memory problems?
- - 36. Experienced major grief, trauma, or other significant life event?
11. Ever had numbness, tingling, or weakness in his/her arms or legs
after being hit or falling? 37. Exhibited significant changes in behavior, social relationships,
12 Ever been unable to move arms or legs after being hit or falling? srades, ea-mng or sleeping habits; wﬂhd;av:n;rortn fa;mly or friends?
13 Noticed or been told he/she has a curved spine or scoliosis? 38. :en vorried, sa:o:, upss:t, or angry m-uc - ° t‘ e time* P—"
1 Had any problem with his/her eyes (vision) or had a history of an 39. Shown a general loss O. energy, motllvatlon, |r?terest or ent- usiasm?
eye injury? 40. Had concerns about weight; been trying to gain or lose weight or
- received a recommendation to gain or lose weight?
15 Been prescribed glasses or contact lenses? 21 Used " o0 cohol or d 5
. Used (or currently uses) tobacco, alcohol, or drugs?
HEART/LUNGS:  Has the student... YES | NO ( y uses) 9
- — FAMILY HEALTH: YES | NO
16 Ever used an inhaler or taken asthma medicine?
- P )
17. Ever had the doctor say he/she has a heart problem? If so, check 42.1s there é family hlétory of the following?  If S?’ Che.Ck all that apply:
all that apply: O Heart murmur or heart infection O Anemia/blood disorders O Inherited disease/syndrome
O High blood pressure O Kawasaki disease U Asthma/lung problems U Kidney problems
O High cholesterol O Other: O Behavioral health issue O Seizure disorder
18.Been told by the doctor to have a heart test? (For example, U Diabetes L Sickle cell trait or disease
ECG/EKG, echocardiogram)? Other.
19.Had a cough, wheeze, difficulty breathing, shortness of breath or 43. Is there a family history of any of the following heart-related
felt lightheaded DURING or AFTER exercise? problems? If so, check all that apply:
A Had discomfort, pain, tightness or chest pressure during exercise? O Brugada syndrome 0 QT syndrome
- : - : O Cardiomyopathy O Marfan syndrome
21. Felt his/her heart race or skip beats during exercise? . . .
O High blood pressure O Ventricular tachycardia
BONE/JOINT: Has the student... YES | NO O High cholesterol O Other
22 Had a broken or fractured bone, stress fracture, or dislocated joint? 44. Has any family member had unexplained fainting, unexplained
23. Had an injury to a muscle, ligament, or tendon? seizures, or experienced a near drowning?
24. Had an injury that required a brace, cast, crutches, or orthotics? 45. Has any family member / relative died of heart problems before age
25.Needed an x-ray, MRI, CT scan, injection, or physical therapy 50 or had an unexpected / unexplained sudden death before age
following an injury? 50 (includes drowning, unexplained car accidents, sudden infant
— - death syndrome)?
26. Had joints that become painful, swollen, feel warm, or look red?
QUESTIONS orR CONCERNS YES | NO
SKIN: Has the student... YES | NO -
- - 46. Are there any questions or concerns that the student, parent or
27. Had any rashes, pressure sores, or other skin problems? guardian would like to discuss with the health care provider? (If
28, Ever had herpes or a MRSA skin infection? yes, write them on page 4 of this form.)

| hereby certify that to the best of my knowledge all of the information is true and complete. | give my consent for an exchange of
health information between the school nurse and health care providers.

Signature of parent / guardian / emancipated student

Date

Adapted in part from the Pre-participation Physical Evaluation History Form; ©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of
Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine.




Page 2 of 4: PHYSICAL EXAM STUDENT NAME:

STUDENT’S HEALTH HISTORY (page 1 of this form) REVIEWED PRIOR TO PERFOMING EXAMINATION: Yes [ No O

CHECK ONE

Physical exam for grade:

k10O 600 1100  Other ABNORMAL FINDINGS / RECOMMENDATIONS / REFERRALS

O

NORMAL
*ABNORMAL
DEFER

Height:  ( ) inches

Weight:  ( ) pounds

BMI:  ( )

BMI-for-Age Percentile: ( ) %

Pulse:  ( )

Blood Pressure: ( / )

Hair/Scalp

Skin

Eyes/Vision Corrected [

Ears/Hearing

Nose and Throat

Teeth and Gingiva

Lymph Glands

Heart

Lungs

Abdomen

Genitourinary

Neuromuscular System

Extremities

Spine (Scoliosis)

Other

TUBERCULIN TEST DATE APPLIED DATE READ RESULT/FOLLOW-UP

MEDICAL CONDITIONS OR CHRONIC DISEASES WHICH REQUIRE MEDICATION, RESTRICTION OF ACTIVITY, OR WHICH MAY AFFECT EDUCATION

(Additional space on page 4)

Parent/guardian present during exam: Yes [] No [
Physical exam performed at: Personal Health Care Provider’s Office [] School [] Date of
exam 20

Print name of examiner

Print examiner’s office address Phone

Signature of examiner MD O Do O PAC O CRNP O




Page 3 of 4: IMMUNIZATION HISTORY STUDENT NAME:

HEALTH CARE PROVIDERS: Please photocopy immunization history from student’s record — OR — insert information below.

IMMUNIZATION EXEMPTION(S):

Medical [J  Date Issued: Reason: Date Rescinded:
Medical (] Date Issued: Reason: Date Rescinded:
Medical [ Date Issued: Reason: Date Rescinded:

NOTE: The parent/guardian must provide a written request to the school for a religious or philosophical exemption.

VACCINE DOCUMENT: (1) Type of vaccine; (2) Date (month/day/year) for each immunization
1 2 3 4 5
Diphtheria/Tetanus/Pertussis (child)
Type: DTaP, DTP or DT
Diphtheria/Tetanus/Pertussis ! ? ’ ! °
(adolescent/adult)
Type: Tdap or Td
T 2 3 4 5
Polio
Type: OPV or IPV
T 2 3 4 5
Hepatitis B (HepB)
T 2 3 4 5
Measles/Mumps/Rubella (MMR)
Mumps disease diagnosed by physician [] Date:
T 2 3 4 5
Varicella: Vaccine [] Disease []
T 2 3 4 5
Serology: (Identify Antigen/Date/POS or NEG)
i.e. Hep B, Measles, Rubella, Varicella
T 2 3 4 5
Meningococcal Conjugate Vaccine (MCV4)
T 2 3 4 5
Human Papilloma Virus (HPV)
Type: HPV2 or HPV4
T 2 3 4 5
Influenza 5 7 g v T
Type: TIV (injected)
LAIV (nasal)
1 12 13 14 15
T 2 3 4 5
Haemophilus Influenzae Type b (Hib)
T 2 3 4 5
Pneumococcal Conjugate Vaccine (PCV)
Type: 7 or 13
T 2 3 4 5
Hepatitis A (HepA)
T 2 3 4 5
Rotavirus
Other Vaccines: (Type and Date)




Page 4 of 4: ADDITIONAL COMMENTS (PARENT / GUARDIAN / STUDENT / HEALTH CARE PROVIDER)
STUDENT NAME:




HS11.336 (Stra di 9/2012) Trang 1/4: LICH SU CUA HQC SINH

' pennsylvania

Cuc. Hé th(”:)ng Y té Cong ddng
Phong Y té Truong hoc

Ho tén hoc sinh:

Tw nhan hoic Truwong hoc

¥ DEPARTMENT OF HEALTH KIEM TRA SUC KHOE
CUA HOC SINH O PO TUOI PI HQC

\ r N

deén cudc hen.

Ngay hom nay

Ngay sinh

Tubi tai thoi diém kiém tra

Hoan thanh trang mot ciia biéu_ miu nay truée cude
kiém tra ciia hoc sinh. Mang biéu mau da hoan thanh

Gid6i tinh:[0 Nam [0 Nt

Thudc va Di teng: Vui long liét ké tat ca cac loai thudc ké don va khong ké don va cac thuc pham bd sung (thédo dugc/dinh dudng) ma hoc sinh hién dang sir dung:

Hoc sinh ¢6 bi di tmg khéng? ~ Khéng 7 C6 (Néu c6, hiy liét ké cac di ing va phan tmg cu thé.)

[ Cac loai thudc [ O Phén hoa

[ O Thyc phim

[ O Con trang chich

Hoan thanh ph?m sau bﬁng cach danh diu vao cot co hoic KHONG; khoanh tron nhirng ciu héi ma quy vi khong biét cau tra 1oi.

SUC KHOE CHUNG: Hgc sinh c... COJ[[KHONG HE THONG NIEU SINH DUC: __ Hoc sinh cd... cO | KHONG
1. Bat ky tinh trang y t€ nao hi¢n c6? Néu co, vui long ghi r3: 29. Bj dau & hang hogc c6 khdi phdng hogc thoat vi dau ¢ ving ben?
[J Bénh hen suyén [] Thiéu mau [ Bénh tiéu duong [] Bénh lay nhiém 30. Tién str nhidm tring duong tiét nidu hodc dai ddm khong?
Khde — 31. CHI DANH CHO BE GAI: i c6 kinh nguyét chua? Mcé 1 Khong
2. Dd bao g10~0 lai bénh vign nhicu hon mt dém? Néu c6: Lan hanh kinh dAu tién cia em 13 & do tudi nao?
3. Ba timg phau thut? Em d@ c6 bao nhiéu ky kinh trong 12 théang qua?
4. Pi bao gio bi dong kinh? Ngay cua ky kinh trudc:
5. C6 tién st sinh ra khong c6 hodc thiéu mot qua than, mot mat, mot tinh hoan NHA KHOA: cO | KHONG
(nam gici), mot Ifi lach hoge bét ky co quan nao khac khong? 32. Hoc sinh ¢6 bi dau hodc c6 van d& gi v& loi hoic ring khong?
6. Ba bao gio bi 6m khi tap thé duc dudi nang nong? 33. Tén nha si ctia hoc sinh:
7. Thudng Xuyén bj chugt rat co khi tap the duc? _ _ Lan kham rang cudi cung:[1 Duéi 1 nam [1 1-2 ndzm [] trén 2 ndm
PAU/CO/XUONG SONG: Hoc sinh c6... €O | KHONG XA HQVHQC TAP: Hc sinh cé... CO | KHONG
8. Bi dau déu khi tap thé dyc? 34. Pugc thong bao réng em bi khuyét tat hoc tap, khuyét tat vé tri tué hodc
9. Pi bao gio bi chén thuong du hoic chan dong? phét trién, cham phat trién nhéan thirc, ADD/ADHD, v.v.?
10. P bao gio bi mot ¢t danh hodc dap vao dau gy ra sy nhim 1n, dau dau 35. Bi bét nat hogc c6 hanh vi bt nat?
kéo dai hoac cac van dé veé tri nhé? 36. ba trai qua ndi dau budn 16n, chn thuong hodc su kién quan trong khac
11. i bao gio bi t&, ngtra ran hodc yéu & tay hodc chan sau khi bi va dép hodc trong cugc song? . . . —
nga? 37. Nhiing thay d6i dang ké trong hanh vi, cac moi quan hé xa hoi, diém so,
12. i bao gio khong thé cir dong tay hodc chan sau khi bj va dap hoic ngi? théi quen dn uong hqgc ngu nghi; Xa lanh gia d(mh hogc ban be?
13. Nhan tha?iy hodc duge cho biét em bi cong cot séng hodc veo cot séng? 38. Luon l(? lang, bum} ba, kho chiu hodc tie gign?
7 3 . S 7 Z a % a a O ¥ ¥ 16t ti 2
14. C6 van dé véi mat ctiia em (thi luc) hodc co tién sir chan thuwong mat? ii Eh(;ithay fo su niat n;;ng luo;ngl donvg lu;, svu hling thﬂu k;la)i nhlhcf ngh'
15. ba dugc ké kinh deo hoac kinh ap trong? - L9 1ang Ve can nang, ¢ angnccro) gang tang hoge giam can hogc nhan dwoe
- . - khuyén nghi ting hodc giam can?
TIM/PHOLI: Hyc sinh cé... CO | KHONG 41. Timng st dung (hodc hién dang sir dung) thudc 14, ruou bia hodc ma tiy?
16. P bao gio sir dung dng hit hodc ding thudc hen suyén? SUC KHOE GIA PINH: cO |KHONG
. D bao givr béc sT nbi ring em c6 vén dé vé tim? Néu c6, dénh ddu tht ca 6 42. C6 lich sir gia dinh v& nhiing didu sau day? Néu c6, danh diu tit ca 6 phit
phu hop: [ Bénh van tim hodc nhiém trung tim hop:
] Huyét ap cao [J Bénh Kawasaki O Thiéu méau/rbi loan mau [ Bénh/hoi chimg di truyén
g Cholesterol cao [ Khdc: O Hen suyén/cic van dé& vé phdi [ Vén d& vé than
18. Pugc bac si bao phai kiém tra tim? (Vi du, ECG/EKG, siéu dm tim)? O Vén dé strc khoe hanh vi [ Réi loan co giat
19. Bj ho, thd kho khé, kho thd, thd gép hodc cam thay choang vang TRONG O Bénh tiéu dudng [ Pic diém hodc bénh té bao hinh liém
hodc sau Khi tap thé duc? Khic
20. Cam théy khé chiu, dau, tirc hodc tirc nguc khi tap thé duc? — . . ~
- R —— ~ — — 43.  Co tién su gia dinh vé bat ky van dé nao lién quan dén tim sau day
21. Cam thay n'h;p tim cua em dap nhanh hodc bo nhip khi tap thé duc? _ khong? Néu c6, danh déu tit ca 6 phi hop:
XUONG/KHOP: Hoc sinh cé... CO | KHONG O Hoi ching Brugada [ Hgi chimg QT
22. P timg bi gy hodc nit xwong, giy xwong do cang thing hodc trat khop? OBénh co tim [ Hoi chimg Marfan
23. Bi chén thwong co, diy ching hodc gan? O Huyét 4p cao [J Rung that
24. Chén thuong cin nep, bé bot, nang hodc chinh hinh? O Cholesterol cao [) Khic i
25. Chn chup X-quang, MRI, quét CT, tiém hodc vét Iy tri liéu sau chan 44.»C0 tPanh vien nao tron_g glardmhAbl n%gt k}}ong rd nguyén nhan, co giat
thuong? khong 16 nguyén nhan, hoac suyt chét duoi khong?
TR TR S 45. C6 thanh vién gia dinh/ngudi than nao chét vi cac van dé vé tim trude 50
? i K 3 \ ;
26. Céc khop c6 bi dau, sung, _— thiy néng hoge 4o _ tudi hodc dot tir bt ngo/khong rd nguyén nhan trude 50 tudi (bao gdm chét
DA: Hoc sinh c6... CO | KHONG dudi, tai nan xe hoi khong rd nguyén nhan, hoi chimg dot tir & tré so sinh)
27. Bj phét ban, vét loét do ti dé hay céc van d& vé da khac? kh@fg? . _
28. Ting bi mun r6p hodc nhidm tring da MRSA? CAU HOI HOAC LO NGAI CO |KHONG
46. C6 bét ky cau hoi hogic thic méc ndo ma hoc sinh, phu huynh hofic ngudi
gidm ho muon thao luan v6i nha cung cég dich vu cham soc suc khoe khong?
(Neéu c6, hdy viét vao trang 4 cua biéu mau nay.)

T6i xAc nhan ring theo sw hiéu biét tét nhit ciia i, tit ci thong tin 1a diing sw that va diy di. Toi ddng y trao ddi thang tin sirc khoe giira y ta
trudng hoc va cac nha cung cép dich vu chiim soc sirc khoe.

Chir ky ctia phu huynh/nguoi giam hd/hoc sinh doc lap

Ngay

Puoc didu chinh mét phan tir Biéu méu Lich siv Danh gid Sitc khoé triwée khi Tham gia ; ©2010 Hoc vién Bac si Gia dinh Hoa K, Hoc vién Nhi khoa Hoa Ky,
Pai hoc Y khoa Thé thao Hoa Ky, Hiép hoi Y khoa Hoa Ky v& Y hoc Thé thao, Hiép ho¢i Chinh hinh Hoa Ky v& Y hoc Thé thao va Hoc vién Y hoc Thé thao Hoa

Ky.



Trang 2/4: KIEM TRA SUC KHOE: TEN HQC SINH

LICH SU SUC KHOE CUA HQC SINH (trang 1 ciia biéu miu nay) PUQ'C XEM LAI TRUOC KHI THI HOAN THANH: Cé [ Khong [l
CHON MQT
Kiém tra sirc khoé cho 16p: L
el e 212 *NHUNG PHAT HIEN BAT THUONG/KHUYEN
- NGHI/THAM KHAO
= | 2
£F |z

Chiéu cao: ( ) inch
Can nang: ( ) pound
BMI: ( )
Phan vi BMI theo dd tudi: ( )%
Nhip tim: ( )
Huyét ap: ( / )
Toc/Da dau
Da
Mit/TAm nhin D3 didu chinh

[l
Tai/Thinh giac
Miii va Hong
Réang va Nudu
Céc tuyén bach huyét
Tim
Phéi
O bung
Hé théng niéu sinh duc
He than kinh co
Phin than
Cot séng (veo cot séng)

Khac

KIEM TRA LAO TO NGAY AP DUNG NGAY PQC KET QUA/THEO DOI
PIEU KIEN Y TE HOAC CAC BENH MAN TINH CcAN SUDUNG THUOC, HAN CHE HOAT BONG HOAC CO THE ANH HUGNG DEN VIEC HOC

(Khoing tréng bd sung trén trang 4)

Phu huynh/ngudi giam h ¢6 mit trong lic Kiém tra: Cé [ | Khéng [ |

Kiém tra sirc khée dwoc thyc hién tai: Vin phong ciia Nha cung cip Dich vu Chiim séc Sirc khée C4 nhan || Truong hoc! | Ngay kiém tra____ 20

Tén viét hoa ciia ngudi kiém tra

Tén viét hoa ciia dia chi vin phong nguoi kiém tra Pién thoai

Chir ky ngudi kiém tra MD || DO [ PAC [ CRNP ||




Trang 3/4: LICH SU TIEM CHUNG TEN HQC SINH:

NHA CUNG CAP CHAM SOC Y TE: Vui long sao chup lich si tiém chiing tir h so ciia hoc sinh - HOAC - dién thong tin vio bén duwéi.

MIEN TIEM CHUNG:

YtéD Ngay phat hanh: Ly do: Ngay hty bo:
YtéD Ngay phat hanh: Ly do: Ngay huy bo:
YtéD Ngay phat hanh: Ly do: Ngay huy bo:

LUU Y: Phy huynh/ngudi gidm ho phai cung cap vin ban yéu cu trudng hoc dé dugce mién trir vé& mit tén gido hoic triét hoc.

VAC-XIN TAI LIEU: (1) Loai vic-xin; (2) Ngay (thang/ngay/nim) cho m&i 1in tiém chiing
. j 1 2 3 4 5
Bach hau/Uo6n van/Ho ga (tré em) Loai:
DTaP, DTP hodc DT
Bach hau/Uén van/Ho ga (thanh ! ? ? ! 5
thi€u nién/nguoi 16n)
Loai: Tdap hoac Td
T 2 3 4 5
Bai liét
Loai: OPV hodc IPV
T 2 3 4 5
Viém gan B (HepB)
T 2 3 4 5
S6i/Quai bi/Rubella (MMR)
Bénh quai bi do béc si chan doan Ngay:
T 2 3 4 5
Virus Varicella: Vic-xin Bénh
j 1 2 3 4 5
Huyét thanh hoc: (Xac dinh Khang
nguyén/Ngay/POS hodc NEQG) tirc 1a Viém gan B,
Sai, Rubella, Varicella
T 7 3 3 3
Vac-xin két hop ngtra viém mang ndo cau khuan
(MCV4)
T 7 3 3 3
Vi-rat gay u nhi ¢ nguoi (HPV)
Loai: HPV2 hoac HPV4
T 7 3 3 3
Bénh cim G 7 g 9 0
Loai: TIV (da tiém)
LAIV (dung dudng miii) - - : - -
T 2 3 3
Haemophilus Influenzae Loai b (Hib)
- . - T 2 3 3
Vac-xin ngtra phé cau khuan (PCV) Loai: 7
hoac 13
1 2 T 3
Viém gan A (HepA)
1 2 T 3
Vi-rit Rota
Cic loai vic-xin khac: (Loai va Ngay)




Trang 4/4: NHAN XET BO SUNG (PHU HUYNH/NGUOT GIAM HOHOC sist/NHA CUNG CAP DICH VU CHAM SOC SUC KHOE)

TEN HQC SINH:
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	Ever had herpes or a MRSA skin infection?: Off
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