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APPENDIX D: REQUIRED FORMS

¢ School Entrance Health Form: Health Information Form/Comprehensive Physical
Examination Report/ Certificate of Immunization (MCH-213D, Rev.1/99).

¢ School Entrance Physical Examination and Immunization Certification Form
(MCH-213C, Rev.10/91).

¢ Immunization Record, Virginia Department of Health (MCH-213C-Supplement).
¢ Certificate of Religious Exemption, Commonwealth of Virginia (CRE-1).

¢ Student Immunization Status Report (Form SIS-1).

¢ School Entrance Health Information Form (HPE-h12 12/83).

¢ Athletic Participation Parental Consent Physical Examination Form.

¢ Cumulative Health Record (Form LF.009).

¢ Summary of Vision and Hearing: Report to the Principal (Form LF.011, 3/95).

¢ Summary of Screening of Vision and Hearing: School Division Report (LF.010,
3/95).

¢ Scoliosis Report, Virginia Department of Education.
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' In case of emergency—if parent or guardian cannot be cantacted—contact the following:
Complete Phone Mumber: |__ | |
Compiete Phone Number: |_ | |

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

| ' Part1 - HEALTH INFORMATION FORM

! Part | tz ba completed oy parents or guardians of entering students. Ref. Code of Virginia § 22.1-270, 1.

Student s Nare.

Last First Midde
Student's Date of Birth: |___|___|___| Sex: |___| Number o' Children in Family: |___| State or Country of Birth:
Mc. Day Y
Student's Social Security #: - - || orlD#
Studant's Address. Ciy. State: Zip: | I I |
Name of School: Grade
Name of Mother or Legal Guardian:
Home Phone: S I I A N Y A A A I Work Phone: ||| |- L |- |
4rea Cod= Araa Code
Name of Father or Legal Guardian:
Home Phone: [N I O I Y I N O I Work Phone: o - - I I |
Area Code Area Cods

1. Name:
2 Name:
Birth History (weight, premature, and any otner problems at birth):

ALLERGIES {food, medicine, insact bites, and any other ailergies):

I Equipment Used and Specialized Health Care Needed
(Chsck all that apply and explain below. *)

Chronic, Recurring, and Special Health Conditions
(Check all that apply and explain below. *}

Equipment Used by Chiid: Catheterization

Arthritis (rheumatoid)

| Glasses / Contact Lens

Clean Intermittent Catheterization

Asthma

"Hearing Aid External Catheter Attention-Ceficit/Hy peractivity Disarder
Helmet Other: Behavioral or Developmental Problems
Wheeichair / Walker Medical Support Systems Cerebral Paisy
Other: Hickman / Broviac / IVAC/ IMED Cystic Fibrosis
Mechanical Ventilator Dental Problems
Oxygen Diabetes :
Specialized Health Care Needad: Ventricular Peritoneal Shunt Encopresis (involuntary discharge of stool) 1
Activitias of Daily Living Other: Enuresis (involuntary discharge of urine) !
[Eowel / Bladder 1 raining Ostomies Head or Spinal Injury |
" Diapering / Toileting Ostomy Care Hearing Impairment
Lifting / Positioning Other Heart Disease
! omner: Respiratory Assistance Kidney Disease
Feeding Percussion Muscular Dystrophy
Gastrostomy Feeding Postural Drainage Seizures
Jejunostomy Tube Feeding Suctioning Sickle Cell Disease (not trail)
Naso-Gasiric Feeding Other: Spina Bifida
Oral Feeding §peclmen {:ollectlng ! Tasting Visual Impairment
Total Parenteral Feeding Blood Glucose Otner:
- Other. Other: |

"Explanation:

[

Describe any family history of chronic ilinesses or genetic concerns (piease list family membe- in relation to child {e.g., mother] and name of conditicn

[e.g.. anemia, arthritis, cancer, diabetes, neart disease. high blood pressure, kidney disease, mental Hiness, stroke. tubercuiosis]):

List names of medical specfalists or special clinics caring for your chilc:

Has your child ever been sean by a dentist? Yes: |___|, No: ___|. If yes, dale of 'ast appointment:

List &l crescription and over-the-counter medicatiors taken regularly ty your child:

Name of dentist:

Describe your child's operaticns and hospitalizations, if any {reason and date);

Describe any other important health-refated information about your child:

Check here if you wart tc discuss canfidential information with school nurse or sther schocl authority: Yes | |, No |__|.
Creck here if you give permission for the schcol nurse or other school authority to contact the examining physician to discuss any in‘ormation contained on

this farm: Yes |___ | No|__ §.
Signature of Parent or Legal Guardian:

"MCH-213 0, PART |, REV. 1/9¢

Date (Mo., Day, Yry.__|___|_ |
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Part Il - COMPREHENSIVE PHYSICAL EXAMINATION REPORT

Part |l to be completed by a quaiified licensed physician. All components, unless otherwise indicated, are to be performed no earlier than
twelve months prior to the date child enters kindergarten or elementary scheol. Ref. Code of Virginia § 22.1-270, A-H.

Student's Name:

Last First Middie
Date of Birth:|___| | | Height Weight: Head Circumference: Blood Pressure:
Mo. Day Yr.
Hemoglobin: ams or Hematocrit: %. Urine: Albumin Sugar , Other
Results of Mantoux tuberculin skin test, optional (may be required in high-risk groups): mm. Date oftest: [___|__| |
Mo. Day Yr.
If performed, date of most recent blood lead level: |_{__ | __| Results: pordl
Mo. Day Yr.

Vision Screening

Distance visual acuity screening results, without cormrection.  Right Eye 20/, Left Eye 20/ Both Eyes 20/

Distance visual acuity screening results, with correction: Right Eye 20/ Left Eye 20/ Both Eyes 20/

If performed, stereopsis screening results: Pass Fail

Child to be rescresned? Yes|_ | No|___| Child to be refermed? Yes|__ | No|__|
Hearing

Hearing screening results: Right Ear Left Ear Equipment used:

If performed, hearing evaluation results: Right Ear Left Ear

If indicated, Tympanogram: Normal Abnormal

Child to be rescreened? Yes|___|,No |__| Child to be referred? Yes | ___ |, No|__|

General Appearance
Nutritional Status
Posture / Motor Behavior
Skin

Head

Eyes:

External

Fundi

External and Canal
Tympanic Membrane

Ears:

Nose

Throat

Mouth / Teeth

Neck

Heart

Lungs

Abdomen

Genitalia (Tanner Stage)
Bones, Joints, Muscles

Neurological

Estimated Cognitive Development

Developmental Speech / Language Development

Level: Social / Emotional Development
Health Behaviors / Health Habits

Other:

Summary of abnormal physical findings, if any:

Medical diagnoses:

Describe specifically what, if any, conditions are found that would identify the child as having a disability, including conditions that might require
(1) educational evaluation, (2) environmental adjustment, or (3) activity limitation:

A ment:

Recommendations and referrals made, if any:

Physician's Address: City: State: Zipn
Physician’s Name (print): PhoneNo. |} | 1-1_| | |-l || |
Signature of Physician: Date (Mo., Day, Yry:l_|__|__|

MCH-213 D, PART li, REV. 1/99
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PART lil - CERTIFICATION OF IMMUNIZATION

Part Il to be completed by a physician or health department official.

Student's Name: Date of Birth: | | | |
Last First Middle Mo. Day Yr.

Student's Social Security #: |__|__ | __|-|__| |-l ||| Jorlb#

Name of Parent/Guardian:

IMMUNIZATION RECORD COMPLETE DATES (month, day, year) OF VACCINE DOSES GIVEN

Diphtheria, Tetanus, Pertussis (DTP, DTaP) [ 1 2 3 4 5
Diphtheria, Tetanus (DT) or Td (given after [1 2 3 4 5
7 years of age)
Poliomyelitis (OPV or IPV) 1 2 3 4 5
Haemophilus influenzae Type b 1 2 3 4
(Hib Conjugate Vaccine)
Measles (Rubeola) 1 2 Serological Confirmation of Measles immunity :
Rubella 1 2 Serological Confirmation of Rubella Immunity :
Mumps 1 2 Cther (List type and date received):
Measles, Mumps, Rubelia (MMR vaccine) |1 2

Rt
Hepatitis B Vaccine (HBV) 1 2 3 Other:
Varicella Vaccine 1 2 Other: Other:
Rotavirus Vaccine 1 2 3 Other:

MEDICAL EXEMPTION: As specified in the Code of Virginia § 22.1-271.2, C (ii), | certify that administration of the vaccine(s) designated below would be
detrimental to this student’s health. The vaccine(s) is (are) specifically contraindicated because {please specify):

DTP/DTaP:__I DT/Td| . OPVI/IPV: . HibL . HBV;| I, Measles:[___]; Mumps:[ 1, Rubella:[ __ J; Varicella:[___]
This contraindication is permanent: [__), or temporary [__ ] and expected to preclude immunizations until: Date (Mo, Day, Yr): | |__ | |

Signature of Physician or Health Department Official: Date (Mo., Day, Yr):i___|__|__|

RELIGIOUS EXEMPTION: The Code of Virginia allows a child an exemption from receiving immunizations required for school attendance if the student
or the student’s parent/guardian submits an affidavit to the school's admitting official stating that the administration of immunizing agents conflicts with the
student’s religious tenets or practices. Any student entering school must submit this affidavit on a CERTIFICATE OF RELIGIOUS EXEMPTION (Form
CRE-1), which may be obtained at any local health department, schoal division superintendent's office or local department of social services. Ref. Code
of Virginia § 22.1-271.2, C (i).

| certify that this student has received at least one dose of each of the vaccines required by the State Board of Health for attending school and that this
student has a plan for the completion of his/her requirements within the next 90 days (conditional enroliment):

Signature of Physician or Health Department Official: Date (Mo., Day, Yr.):|___|__|__|

| certify that this student is ADEQUATELY IMMUNIZED in accordance with the MINIMUM requirements for attending school prescribed by the State
Board of Health's Reguiations for the Immunization of School Children (For information or questions on immunization regulations, please call your local
health department or the Virginia Department of Heaith, Division of Immunization, at 1-800-568-1929): :

Signature of Physician or Health Department Official: Date (Mo., Day, Yr.y:|__|__|__|

MCH-213 D, PART Ill, REV. 1/99
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[Note. This form was replaced by MCH 213D, Rev. 1/99, effective on date MCH
213D became available.]

PART:T COMMONWEALTH OF VIRGINIA

SCHOOL ENTRANCE FPHYSICAL EXAMINAYTION AND IMMUNIZATION CERTIFICATION
HEALTH INFORMATION SECTION:(PART I to be completed by parent or guardian) Plesse Print or Type! Thank you.

Student’s Names
LAST FIRST Ml
Complete Date of Birthy____ | [ [sSexs/ s Nusmber of Childres in Familyy /5 State or Covatry of Birth:
Bocisl Security #y L 1'0, n;'[ 'l.; L / L L s LD.#:
"Parent or Lagal G
Add: sCityn R 777 N N B B |
Home Phome:( ). - 3 Work Phone:( J- -,
ren made iy
School’s Name: 3 Gradey |/
In case of emerpency, notify: (other than parent or guardisn) Please list Name, address, and Complete Phone Number (ares code and number),
1) Phomes( ) -
e oot
2) Phones( ) .
aree ouin
Birth History (weight, prematurity, any other probl st birth):
Allergies to food, medicine, insect bites/stings, or other:
{___{ Check here if you wish to di fidential inf ion with school suthorities.
. BQUIPMENT USED ieck those that spply) | CHRONIC OR RECURKING CONDITIO
Prosthesis (e.g., cane, crutch, limb) Ear Infections
Brace Hard of Hearing
Hearing Alds Seizures/spells
Glasses Kidney Disease
Helmet Sickle Cell Anemia (not trait)
Wheelchair or Walker Head, spinal cord injury, or disease of central nervous system
Special Shoes Eye Diseases
Other (Please List!): Heart Disease
Asthma
Diabetes
Other (Please List!):
Names of medical specialists, dentists, or special clinics caring for child:
ooyt
%e%%] give my pernsission for the schiool nurse/school (o contact the examining physician 1o discuss any Informeati ined on this form.

Sigaatuce of Parent/Legal Guardi s Date (wadayyr)y ! [ {
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PART II CERTIFICATION OF SCHOOL HEALTH EXAMINATION
PART I TO BE COMPLETED BY A FHYSICIAN
(Reverss io be complsied by parentignardian)

Stadent’s Name: 3 Birth Dateyf I l 1

tasy nast " no var L]
Helght: 3 Welghts 3 Head Clrcumference: ;B
Hemeglobin or He crit gmsy Urine Alb 3 Sugaes 3 Others
Most recent Tuberculin Test Datey L / [s Resultss 3 Hoaelug R 3L,

™y w

Vision (wiout glusses) R20/ - s L0/, 5 Henring test petformed? Andiogrum 3 Valee

Visioa (with glasses)

Eacs: External & Canal

Tympaalc Membrane

Eifiiif

Gealtalin (Tanner Stage)
Bomes, Jolnts, muscles

Rafesrals made:

Physicisn (print)s s Signature: _3 Datey l L 1
A 3 Phone( 1 -

MCH-213CRev.1091
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PART I CERTIFICATION OF IMMUNIZATION
Port BT 0 ba Complated 4y a Piipuicies o Seall Departusni OffivieX
Swdent's Name; DoBy__ / eI et {
Stwdent’s S.8. #: 3 LD s

[ N SO [V S R N Schost Balare
‘ otoLAL
Ménsids, Mumps, Rubells (MMR} [ N R O Y S S _ L St
“iHepatitls B Vacelns [ TN ) S I N ) (Y B g 5+ SRy [ S S |
Baemophilus infiuenzae Type b (J1ib Conjugate): PLEASE COMPLETE THE APPROPRIATE SECTION BELOW.
{_{ Han received complete series of 5ib vaccine in accordance with recommesdatiens of the AMERICAN ACADEMY OF PEDIATRICS OR THE US.

PUBLIC HEALTH SERVICE.

L Has received ths AGE-APPROPRIATE doses of Hib vacciae as recommended by the AMERICAN ACADEMY OF PEDIATRICS OR THE U.S. PUBLIC
HEALTH BERVICE, the series will be completsd on (RECORD COMPLETE DATE (month,duy.yeer)!

A | A
bay ™
this child hus had I1ib disenss at 24 months of Age oc stder.

Saties C Dateyf

MO

1 1k

L Hib I8 ot Tndk

[y Bdum”-onchdgqﬁlldlldisndnq-hdbthbhnﬂdm-pia-ﬂl&.

Mumpa/_/; Rubella/ /{,

N:

DTP;_J; Ta[ [ OPY._j Hibl_j; Meas

As specified in 22,1-2712,(ii) of the Code of Virginia, J ceriify that dministration of the vaccine(s) designaied abeve would be deirisaental lo this student’s
kealth. The vaccine(s) is (nre) specifically indicated b (plomne spoeify}t
This Indication is per \/__, or lemporacy]__} sad expecied to preciude i ization wnill

Sigusture of PHYSICIAN o HEALTH DEPT. OFFICIALs Doteyf I L /

Wmﬁ;mc.*dmhmm.ﬁndun—nh.n—numu-mwrunumnm
siudent or the Hadens's persnyguardion submits an alTidavit 1o (he school’s admitilng officiel staling that the administration of inmunising ageais conllicts
with (he student’s religions weneis or praciices. Any student ing schoel for the Arat time afier July 1, 1903, must swbmit this aBidurit on »
CERTIFICATE OF RELIGIOUS EXEMPTION (Form CRE-1) which muy e shtsined at say local henith depectusent, schosl divislen superintendent’s sfice
or tecal depactment of Secial Services. Rel. Code 22.1-271.2, C(i), CODE OF VIRGINIA

'lﬂﬂbﬁdﬂlu&-lhum-tumhd.ﬁdthuedmw hhMMthMMMMMM!h
-ﬁuhmmdumwummw»m(mm

Slguniure of Physicies or Haalth Dept. Officialy,

—J Date(meyduyyr)y. ] A |

*¢] cortify that this student Is ADEQUATELY IMMUNIZED in sccsrdence with the MENIMUM requirsments for aitendiag schoal prossribed by the Sinte Reard of

Henlth on the reverse side of ihis ferm.
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PART IV

MINIMUM IMMUNIZATIONS REQUIRED OF NEW STUDENTS BY THE
STATE BOARD OF HEALTH
FOR
*SCHOOL ATTENDANCE

DIP: THREE (3) doses of DTP with one (1) of the three (3) administered after the fourth birthday. If any of
these doses must be administered on or after the seventh birthday, ADULT Td should be used instead of DTP.

OPV: THREE (3) doses of trivalent OPV with one of the three administered after the fourth birthday or three
(3) doses of eIPV with one of the three administered after the fourth birthday.

MEASLES: TWO (2) doses of live virus measles (rubeola) vaccine, one dose given at 12 months of age
or older and a second dose administered prior to entering KINDERGARTEN or first grade, whichever occurs
first, effective JULY 1, 1991,

RUBELLA: ONE (1) dose of rubella vaccine received at 12 months of age or older.

MUMPS: ONE (1) dose of mumps vaccine received at 12 months of age or older for students
entering school on or after AUGUST 1, 1981.

*SCHOOL DEFINITION: a) Any public school from kindergarten through grade 12 operated under the
suthority of any locality within this Commonwealth; b) Any private or parochial school that offers instruction
at any level or grade from kindergarten through grade 12; c) Any private or parochial nursery school or
preschool, or any private or parochial child care center licensed by this Commonwealth; and d) Any preschool
handicapped classes or Head Start classes operated by the school divisions within this Commonwealth.

If there are questions please call your loca) health department.
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S8 #:
ON RD
VIRGINIA DEPAR NT OF HEALTH
Name: DOB:
DATE DATE DATE DATE

DATE

Diphtheria/Tetanus/
Pertussis (DTP) - —_— — - -
Diphtheria/Tetanus .
(DT or Adult Td) —_ —_— _ —
Poliomyelitis
{OPV or eIPV) - - . e —
Measles (Rubeola) - —— —_ —
Rubella - —_— —_— - —_

siumps - —_— —_— ——— _—
Measles, Mumps,
Rubella (MMR) —_— - —e —_ —_—
Hepatitis B
Vaccine — —_— - —_ —
Haemophilus
Influenza type b
(Hib) —_— —— —_ — _

Serological Confirmation of Measles [mmunity
Serological Confirmation of Rubella Immunity

*Child Entered School Before 08/01/81
*(Mumps vaccine is not required if the child entered school before 08/01/81)

This is an official replication of the vaccination record for the above patient. Dates of immunizations listed above
+ either dates of vaccinations given or dates recorded with the Virginia Department of Health by the Patient.

Public Health Official Date
MCH 213C-SUPPLEMENT
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COMMONWEALTH OF VIRGINIA
CERTIFICATE OF RELIGIOUS EXEMPTION

Name Birth Date

Student [.D, Number

The administration of immunizing agents conflicts with the above named student’s/my
religious tenets or practices. I understand, that in the occurrence of an outbreak, potentiai
epidemic or epidemic of a vaccine-preventabie disease in my/my chiid’s school, the State
Health Commissioner may order my/my child’s exclusion from school, for my/my child's own
protection, until the danger bas passed.

Signature of parent/guardian/student Date

I hereby affirm that this affidavit was signed in my presence on

this day of

Notary Public Seal

Form CRE-1: Rev. 09/92

722



VIRGINIA SCHOOL HEALTH GUIDELINES

723

COMMONWEALTH OF VIRGINIA
STUDENT IMMUNIZATION STATUS REPORT

PLEASE TYPE OR PRINT ALL INFORMATION!

FACILITY:
MAILING ADDRESS:
CITY: ZIP:
LOCATION: STREET:
COUNTY: CITY:
PERSON PREPARING REPORT (PRINT): TITLE:
SIGNATURE: DATE: PHONE:
TYPE OF FACILITY REPORTING
Please check one of the following:

PUBLIC SCHOOL _ PRIVATE SCHOOL PAROCHIAL SCHOOL HEAD START CHILD CARE CENTER

INSTRUCTIONS

(1) Please complete this report using information in each student’s school medical record.

(2) Please refer to the back section of this form for the MINIMUM IMMUNIZATIONS REQUIRED BY THE
CODE OF VIRGINIA
(3) ALL SCHOOLS Please submit to the ADDRESS BELOW by

VIRGINIA DEPARTMENT OF HEALTH
BUREAU OF IMMUNIZATION
1500 E. MAIN STREET, SUITE 120
RICHMOND, VIRGINIA 23219
PHONE (804) 786-6246

COMPLETE THE SECTION(S) APPLICABLE TO YOUR FACILITY

Please note in each section, numbers in columns (b) through (f) should add together to

equal the total number of students in column(s).

KINDERGARTEN OR FIRST GRADE IF THERE IS NO KINDERGARTEN (PUBLIC, PRIVATE,

PAROCHIAL)

SECTION I
CHILD CARE CENTERS, HEAD STARTS OR PRESCHOOLS
(@) (b) © (d) (e) ®
Number of Student Number Adequately Number of Medical Number of Religious Number of Number Without
Enrolled Immunized Exemption Exemptions Conditionally Enrolled Records
SECTION 11

(@)
Number of Students
Enrolled

(b)
Number Adequately
Immunized

©
Number of Medical
Exemptions

@
Number of Religious
Exemptions

Number Conditionally

(e)

Enrolled

®

Number Without

Records
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Form SIS-2, Rev. 4/99

MINIMUM IMMUNIZATIONS REQUIRED OF NEW STUDENTS BY THE
STATE BOARD OF HEALTH FOR SCHOOL ATTENDANCE

For more information, please refer to the Code of Virginia 22.1-271, Immunization Requirements and Section 3.00 of the Rules
and Regulations for the Immunization of School Children.

DTP: THREE (3) doses of DTP with one (1) administered after the fourth birthday. If any of these doses
must be administered on or after the seventh birthday, ADULT Td vaccine should be used instead of DTP.

OPV: THREE (3) doses of trivalent OPV or THREE (3) doses IPV (when OPV is medically contraindicated)
with one administered after the fourth birthday.

MEASLES: TWO (2) doses of live virus measles (rubeola) vaccine, one (1) dose given at 12 months of age
or older and a second dose administered prior to entering KINDERGARTEN or first grade, whichever occurs
first, effective JULY 1, 1991. Two (2) doses of live measles vaccine shall also be required of students
enrolling in grade six (6) in 1992 and thereafter. All other students should have received on (1) dose of live
measles vaccine.

RUBELLA: ONE (1) dose of rubella vaccine received at 12 months of age or older.

MUMPS: ONE (1) dose of mumps vaccine received at 12 months of age or older for students entering school
on or after August 1, 1981.

HEPATITIS B: For children born on or after January 1, 1994, three (3) doses of hepatitis B vaccine.

HAEMOPHILUS INFLUENZAE TYPE b (Hib): For children through 30 months of age, Hib conjugate
vaccine should be administered as recommended by the American Academy of Pediatrics or the U.S. Public
Health Service.

CONDITIONAL ENROLLMENT: In order for a student to be CONDITIONALLY ENROLLED, the
student must have proof of having received at least one (1) dose of each of the required immunizations (DTP,
OPV, MEASLES, MUMPS, and RUBELLA) and have a schedule on file to receive the remainder of the
required doses within 90 DAYS.

RELIGIOUS EXEMPTIONS: The student or his parent or guardian submits a CERTIFICATE OF
RELIGIOUS EXEMPTION (FORM CRE-I), to the admitting official of the school to which the student is
seeking admission. Form CRE-I is an affidavit stating that the administration of immunizing agents conflicts
with the student’s religious tenets or practices. The CRE-1 must be signed by a NOTARY PUBLIC AND
STAMPED WITH THE NOTARY’S SEAL.

MEDICAL EXEMPTIONS: The school must have written certification from a physician or a local health
department on FORM MCH213C that one or more of the required immunizations may be detrimental to the
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student’s health. Such certification of medical exemption shall specify the nature and probable duration of
the medical condition or circumstance that contraindicates immunization.

If there are questions regarding immunizations please call your local health department or the Bureau of Immunization
at (804) 786-6246.
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[Note. This form was replaced by MCH 213C, Rev. 10/91, effective 2/5/99.]

Form HPE-N1Z2 12/83

SCHOOL ENTRANCE HEALTH INFORMATION FORM

Name:

Sex: Mala___ Female___ Raca:
Parent or Guardian

Mo. Day
Last  First Micdle Narre
Child's Secial Security Numbar
Work Phora:
Last First Middia initial Homa Phone:
Zip:

Heme Aogdress:

Parsen to caid ir case of an emergency if parenvguardian is not avaiable:

Name:

Phone:

Plaase provide information re:atva lo the general health of your child entaring schoal for the first ime

and retum to principal within 15 days.

ACUTE OR CHRONIC ILLNESS

__Yss __No Asthma

__Yes __ No Cersbral Paisy

__Yess __Na Cystic Fibrosis

__Yes __ Na Diabetic {Insulin dependent)

__Yes __ No Epilepsy

__Yess __No Frequent colds

_.Yss __ No Frequant sore throat

__Yas __No Hyperthyroidism

__Yss __ No Hypathyroidism '
__Yws __No Aliergies other than those reialed %o food/drugs: if yes, describe
__Yes __No Cancer:. . yes. describe

__Yess __No Heart dissass: il yes, describe

ACCIDENTS

Has your child had any of the following? i yes, describe

__Yess __ No Bums requiting treatment
__Yss __No Bumps to head mquiring Testment

_.Yes _ No Fraclures

__Yas__No Lacerations or cuts requidng stilches or tetanus boosws
__Yass __No Near drowning

__Yes __ No Poisoning

__Yes _No Sericus falls

MEDICATIONS

is your child using any medicines? | yes, describe
__Yeas __No Prescription drugs: identify drug and condition requiring drug

__Yes _No Ovesr-the-counter drugs (nonpreecription): identily drg and reason for use

__Yas__No

Drug allergies: identify drug and reaction
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NUTRITION
__Yas _ No Abdomiral pain

__Yes __ No Underwaight or overweight for age

__Yes __ No Aiergies reiated 10 fcods: identi’y foca and reaction

Yes __ No Problems with elirination (sowel moverent ang/or unnation)

CPERATIONS

__Yes __ No Appendectcmy

__Yes _ Na Hema

__Yes __No Taonsilectomy
Other

HANDICAPPING CONDITION

__Yes __ No Scolicsis

__Yes __ No Spina bifida
Other

ORTHOPEDIC DEVICES
__Yes __No Whaesichair

__ Yas : No Special shoes
_.Yas __No Crutches
__Yes __No Braces
__Yes _No Helmm
HEARING

Yeos __ No Frequent ear aches

___Yu:No Running ear
__Yas __ No Hard of heating
. Yss __No Uses hearing aid

COMMUNICATION

__Yss _ No Spesch understandable
__Yess __ No Stutters/stammers
__Yas _No Lisps

DENTAL
Yes __ No Cavilies

__Yas _No Clafi lip or paizie
= Yes _ No Gumdisense
__Yss __ No Lost soms or ak
- baby testh

__Yss _No Permanent lesth

appearing
__Yss _No Waars denial braces

ﬁg
1
i

i

Yes _ No Lsthargic (siowslazy)
Yss ___No

Frdrrngd

BLOOD DISCRDERS
Yos No Anemia

“Yes_No Leukemia
__Yes __ No Hemophilia

Yes __ No Sickle Cell Anemia
HABITS

Yes __ No Sleeps/Rests well

: Yos : No Exsrcises daily

__Yes __No Eais wel

.. Yes __ No Bathes reguiarly

— Yes _No Brushes testh regularty.
VISION

Yes __ No Waars giassas

Shont atwention span
Yes __No Toiet trained
Yes __No Very semsilive
Yes _ No Veiy shy
Yes __No Generully happy
Wers thers any prenatal or birh complications which affected the child?

Pmmwmmma)mmeiMMmm

Signed:

{Signaturs dy parentguardian)

Date:
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VIRGINIA HIGH SCHOOL LEAGUE, INC.
1942 fiste Farm Blvd., Charlottesville; Va. 22011

Social Security #

o (Firs) [Middie inkisd;
Home Audross
City/Zip. Coe
Home Address of Parents
City/Zip Codle
Date of Birth Piaca of Bhth
This is my semeeter in High School, and my asmastes since first enteding the
nirdh grads.  Last samester | attended School and. passsg credit

subjects,and | amsldng_______ credit subjects this semestar. | have readt the condenead ndividual eligibiiity rulee and risk statement

dilrnghnghSchodLuqmmwpwbdowmbdhnimmmwmﬂmypmtmsdwhm.
INDIVIDUAL ELIQIBILITY AULES

Attention sihtiets (inchides chesrieader)! To be sligible to represant your school in eny VHSL interscholastic sthistic

coniest, you—

¢ must be a reguiar bona fide student in good standing of the sohool you tepresant.

¢ must be enrolled in the last 4 years of high school, (Eighth-grade students may be eligible for junior varsity

ocompetition.)

4+ must have enrclied not iater than the fifteenth day of ths ourrent semester.

4 must have passsd at laast five credit subjects the immecdiately preceding year and must be currently taking not

fower than five. credit subjects for participation during the first ssrisster.

0musthavapnsodatlomﬁwcmdlsubjecuthopravioussommumﬂbecurrenﬂyumg not fawer than
five cradit subjects for participation during the second semestar.

0mustnothmreadmdywmmetaeﬁthblnhdayonarbebratheﬁrstdayo{hnguatdﬁawmm%yw.
¢ .must have besn in residance at your present high school, or at a junkx high school from which your high school
receives its students during the entire semester immediatetly preceding the one in which you wish to particinate,
¢ must not, after entering the ninth grade for the first time, have baen ervolled in or been aligible for enroliment
in"high .school more than eight consecutive semesters. [This rule. aisc appiies 1o a sdsnt who becomes

‘ungraded® for failure 1o eamn a Literacy Passport. For this student, the aight consecutive semesters shall be

counted continuously beginning with hisfher first samester in the ninth grade or the first semaster in which he/she

becomas ciassifled as 'ungraded,® whichever comes firat.]

Ornnmhm-ubmuedtoym:principalbebreanyldndo!pﬂtidpuﬁon,indtﬂingtrymtsocpmcﬁceasamrbar

of eny school athletic or cheerleading team, an Athletic Participetion/Parentsl Consent/Physical Exarnination Form,

completelyﬂhdinnndpropedyaignedatteaﬁngthatyoummmdmmbmye&mdmm
fo be physically it for athiatic competition and that your parants consent 1o your participation.

4 must be an ameteur as definad by the Virginia High School Leagte: "An amataur is-en aihiete who engages in

VHSL athlelics solaly for the educational, physical, mental, and social benefits he derives therefrom and fo whom

VHSL athletics are hothing mora than an avocation.*

$ must not have received in recognition of your ability as a high school athiste any awerd not prasented or

approved by your school or the League.*

4 must not be in viokation of the VHSL ail-star rute.*

0nmstnotlnnbosnammberofacollogemammm.sportinwchyaummpmﬁcipam.*

*Halicized Xem doss not apply {0 chesrieaders.
ElgibﬂytopuﬂoipatehhomuhmbaprMbgoywmbynmungnotmineabmﬁdsdmm
stanciarcis, but also all other standards set by your League, district, and school, if yoir have any question regerding your
sigibity or are in doubt about the effsct an activity might have on your eligibiity, check with your principsl or sthistic
director for interpretations and exceptions provided under League nules. Meoeoting the intent and spirit of League
standards will prevent you, your team, school, and community from being penalized.

LOCAL SCHOOL DIVISIONS AND VHSL DISTRICTS MAY REQUIRE ADDITIONAL STANDARDS TO THOSE LISTED ABOVE.
Date:

Student Signature
Providing taise information will resull in ineligibility for ane year.
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VIRGINIA SCHOOL HEALTH GUIDELINES 729

PART Il - MEDICAL HISTORY

mmmumwmmmmmmmmmmmmummm
mmmmwwm»mammmm

mmwndamofmafomnm Pisass sapinin any YES. answers
hesrt. murmnur,
* high blaod pressure
oihar heart probisns
Proleen bones
. wieak joirts - ankies, kness
conpuson
operation
seipures o epilepsy,

2 Have you ever faimied or passed out?

—_

RERRNRRE:

|

Have you ever been knccked out?

I
L s

4. Have you ever been hospitaiized?

8. Heve you ever had to stop running sftar Ve to 4
miles for chest pain or shortness of breath?

6. A. Have you ever had significart allergisa to:
hoe stings - On medication- yes___no__
foods
madicine
others

B. Do you have prescription for use of:
Adrenalin

[T
RN

inhalers’
Other aflergy maedicine
C: Do you have esthma?
7. Do you take any medicine reguiarly?

8. Have you any ilinsssss lasting a wesk or mare
such as mononucieosls, etc?

1

N

8. Heve you had any blood disorders, inchuding sickle
cell trak, ansmia, etc.?

|
|

10. e any family member had a heart attack, heast
. problams or sudden death befors the age of 507 :

1. Do you welr contact ienses, eyegiassss or dentat
applance?

12. Do you have any missing or non-functioning organe
such as testes, eye, kidney, etc.?

13. Manatrual History:
—_— Hawe you begun menses yet?

A Do you have any other significant hesith protems?
18. DATE OF LAST TETANUS IMMUNIZATION?
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alon: Comesied (L___(R)__8oth__
Uncorrected L) _-_(R})___Both___

*Audiogram: Carvical spineineck
o

Eysa Shouiders.
Ears Arinjelbow/wristhanc
Noase Kness/hips
Throat; Ankies/feet
Toeth '
Skin, '  Lab:
Lymphatics *Urine
Lungs *Hemoglobin or HCT
Heart andior Fe Siares
Abdomen
Ganiakia/hamia,
Peripharal puises *WHEN MEDICALLY INCICATED
[ have reviewsd the data above, reviewsd his/her medical history form and make the foliowing recommendations for hisfher participation
" mm_.__ Full Participetion _____ Limited Participation _

" No Participstion T Neeis Additions! Evaliation

It not full participation give reasons & recommendationa:

Any recommendations or concerna on such ams as:
a. Weight foss or gain or restrictions of weight lcss:

b. Slow and oarsful monttoring of conditioning becauss of being overweight or: show-an abnormal exerciss twsiing:

. Other

Physician Signaturs MD* Dute
Physician Name (pring
Address
Telsphone Number

Dgter ot Medislie, Dosior of Outonpativy o7 Lisonoed Nures Frosiliener
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PART IV ~ ACKNOWLEDGEMENT OF RISK AND INBURANCE STATEMENT
{To be completed and signed by parent/guardian)

| give permission: for . to participats:in any of the following sports that are
- . {rame of child/werd) .
ot orossed owt: bassball, basketiball, cheerlsading, cross country, Gield hockey, tootball, golif, gymaastics, IBOrosse, soccer,

softbail, swimming/diving, tennis, rack, volieyball, wrestiing. ather (identlfy sports)..

| have reviewed the individual eligibiity rules and | am awers that with the participation. in sports comes the risk
of injury to my ohild/ward. 1 understand that the degres of danger and the sericusness of the risk varies significently from
one sport to another with contact sports carrying the higher risk. | have had an opportunity to understand the risk inherent
In sports through mestings, written handouts, or soma other meany. He/Bhe hes studdent accident insurence swalable
through the schoot (ves__. no__); has foatball insurance coverage through the school (yse___ o }; is insured by our
family policy with:

(Name of Company)
Policy Number, Name of Insured

| am aware that participating in sports will invoive travel with the team. | acknowiedge and accept the
risks inherent In the sport and with the travel involved and with this knowledge in mind, grant permission for my
child/ward to participats in the sport and travel with the team.

1 aiso give my consent and approval for my child/ward to receive.a bhysical axamination, as required
in Part tV, Physical Examination, of this form, by M.D.., O.D. or LNP as
recommended by the named student’s school administration.

Additionally | give my consent and approval for the above named student’s picture and name to be
printed in any high school or VHSL athletic program.

Signature of parent/guardian Date

PART V - EMERGENCY PERMISSION FORM*
{To ba compieted and signed by parent/guardian)

STUDENT'S NAME GRADE AGE.

HIGH SCHOOL, CITY,

EMERGENCY AUTHORIZATION: In the avent | cannct be reachad in an smergency, | hereby give parmiseion to
physicians selected by the coaches and staff of High School to hospitaiize, seoure
proper treatment for and to order injection and/or anesthesia and/or surgery for the person named above.

Daytime phons number (whers to reach you in emergency)

Evening time phona number {where to reach you in emergency)

Signature of parent or guardian Date

Relationship to student

*Emergency Permission Form may be reproduced to travet with respective teams and is acosptable for smergency
trestment If nesded.

Revised Jurs, 1996
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VIRGINIA SCHOOL HEALTH GUIDELINES 735

SUMMARY OF SCREENING OF VISION AND HEARING

School: Self explanatory
Year: School year - example: 1991-92

Person Preparing Data:  The name and title of person who is collecting data.
Example: Mary Smith, RN, or Julia Brown, Teacher

Signature of Principal: Self Explanatory

Check Level: Check appropriate grade level.

Total Student Population: Total number of students in grade level checked above

Number Screened: Total number screened

Number Referred for Suspected Defect: (reported by gender and total) This is the
number of suspected defects out of the total
number screened.

No Report Following Referral:  (reported by ge:ider and total) This equals all those
referred that no report or follow-up has been done.

Number of Those Referred That Were Seen By Health Care Providers:

This reflects those who were seen by an ophthalmologist, physician, optometrist
or other health care provider for the suspected defect.

Number of Those Seen ‘With Condition Diagnosed by Health Care Provider:

(reported by gender) This includes those seen once as well as those who may

continue to receive ongoing care. This number reflects those with corrections

even though it may take several visits or years to complete care. Once the child
is under care for condition, the primary goal has been met.

Submit to Superintendent or Designee for compilation of the local school division’s
cumulative report.

LF..011
3/95
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DATE

DEPARTMENT OF EDUCATION
5COLIOSIS REPORT

COMMOMWEALTH OF VIRGINIA

ITLE OR POSITIDN:
RESULTS OF MEDICAL EXAMINATION OF REFERRED STUDENTS FROM THIS YEAR'S

SCREENING PROGRAM.

PERSON COMPLETING TORM:

SCHOOL DIVISION:
NAME OF SCHOOL:
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Columm 2 -

Coluam 3 ~

Column 6 -

Column 12 ~

Columm 13 -

SOLUMN HEADING DEFINITIONS

The number ip tkis column does not include those students having
nad surgery, bratas, or undergoing Creatment at this time.
<hese should be included in coiumn L2,

whe number in this column are students with suspected findings
and referred to a physician during this year. A studenc may
pe counted who was Teferred last year and did not receive
rreatment gud Was sarsened again this year and referred again.
This includes those students whose physicians reaccmmended To
trestment last year but requescad continued monitoring.

~The number im this column includes all che studencs dlagnosed ™

as having scoliosis after being referred from columm 3.

The number in this columm includes all the students who have
postural conditions and diagnosed as 2 coundiction othes than
scoliosis by che physician. List thes: condizions below:

No student in this column should bhave been included in any other
column on this report.

Pleass compile and recura to designatad person within loaal

~schod) divisiom.

Disposition: Te be maintained and filad localiw



