Sturgis Charter Public School

427 Main Street

Hyannis, MA 02601
ph:(508) 778-1782 ~ fax: (508) 771-6785
sturgischarterschool.org

PHYSICAL EXAMINATION POLICY & FORM

August 2009

Dear Parent/Guardian:

As mandated by the Department of Public Health, physical examinations are required within six
months before entry into school or during the first year after entrance. In addition, exams are
required annually before participating in competitive sports or if specifically requested by parents or

health office.

A form is enclosed for completion by the health provider. If you have any questions, the school
nurse can be contacted at extension #25.

Thank You.

Sincerely,

Patricia O'Toole, RN, BS School Nurse
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MASSACHUSETTS SCHOOL HEALTH RECORD

Healih Care Provider’s Examination

Name [ 1 Male [ ] Female Date of Birth:
Medical History

Pertinent Familv History

Current Health Issues

' N

[l Allergies: Please list: Medications Food Other
History of Anaphylaxzis to Epi-Pen®: [ ] Yes [ No

[] Asthma:  Asthma Action Plan [ Yes [ | No (Please attach)

[] Diabetes: [ ] Tvpel ] Type Il

[ seizure diserder

[] Other (Please specifi’)

=

I I

Current Medications (if relevant to the student's health and safety) Flsass cirele those adminiztered in school, a ssparats
medication erder form is needed for each medication administered in school

Phyvsical Examination Date of Examination:
Hgt: ( %) Wat: ( %) BMI: ( 220 BP:
{Check = Normal / If abnormal, please describe.)
] General [] Lungs [] Extremities
|:| Skin |:| Heart D Newrologic
[ | HEENT [ | Abdomen [ ] Other
[] DeataliOral [] Genitalia
Screening: (Pass) (Fail) (Pass) (Fatl) [Pass) (Fail)
Vision: Right Eve O O Hearing: Right Ear O [ Postural Screening: O O
LeftEve[ ] [ LeftEar [] [] (ScoliosisEyphosis/Lordosis)
Sterecpsis |:| |:|
Laboratory Results: [JLead Date [] Other

The entire examination was normal: [

Targeted TB Skin Testing: [ | Med-to-High risk (exposure to TB: born, lived, travel to TB endemic countries; medical risk factors):
Date of PPD: ; Results: m.

Eeferred for evaluation to: U] Low risk (no PPD done)

This student has the following problems that may impact his'her educational experience:

[] Vision ] Hearing ] Speech/Language [] Fine/Gross Motor Deficit
[] Emotional/Social [] Behavior [] Other

Comments/Fecommendations:

|:|Y |:| N This student may participate fully in the school program, including physical education and competitive sports. If
no, please list restrictions:

|:| W |:| N Immunizations are complete: If no, give reason: Please attach Massachusetts Immunization Information Svstem
Certificate or other complete immunization record.

Signature of Examiner Cirele: MD, DO, NP, PA  Date Flease print name of Examinar.
Groug Practice Telephone
Address City State Zip Code
Flease attach additional information as needed for the health and safety of the student. MDEH 1214504
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