SECTION H

Sample Forms

Introduction

The forms contained in this section are examples of forms that may be used to record student health information and to document nursing activities, referrals to outside agencies, and health communication with parents and teachers. Use of these sample forms is optional. In some cases, such as the student health history form and the immunization certificate, more than one sample is provided. When more than one option is presented, the individual nurse or the district may decide which sample best meets the local needs. 

If similar health information is collected through an adopted computerized student health management system, some of the forms in this section may not be necessary. 

Working with the school administrator, each school nurse will determine the appropriate method of storing and producing reports of student health information based on the following factors: the needs of the individual school and the district; access to an adopted computerized student health management system; the availability of computer equipment in the individual school; and the completion of computer training on the computerized student health management software by the nurse. 

 

Forms are available on DoDEA’s Web site and on CD for personalization by a particular school or school nurse. DDESS should use appropriate state forms not available on DoDEA’s Web site or CD.

H.1    Student Health History
 

H.2    Immunization Forms
H.2.1  Certificate of Immunization, Last Date Only

H.2.2  Certificate of Immunization, All Dates, Under 5 Years Version

H.2.3 [AU: There is no form H.2.3.]
H.2.4  Incomplete Immunizations, Registration

H.2.5  Delinquent Immunizations, Notice of

H.2.6  Disenrollment, Incomplete Immunizations

 

H.3    Medication Forms
H.3.1
 Medication During School Day, Memorandum for Parents

H.3.2  Medication During School Hours, Physician/Parent Signatures

H.3.3  Medication “Hold Harmless” Permission Form

H.3.4  Medication Log, Study Trip Administration

H.3.5  Medication Incident Report

H.3.6  Student Allergic Reaction Information

H.3.7  Anaphylactic Emergency Information

H.3.8  Standing Order

H.3.9  Student Retention of Medications, Permission for

H.3.10 Medication Inservice

 

H.4    Medical Referral Forms
H.4.1 Vision Screening Referral

H.4.2 Hearing Screening Referral

H.4.3 Scoliosis Screening Referral (page 2 not on disk) 
H.4.4 Dental Screening Report

H.4.5 Health Screening Record, Student
H.4.6 Student Health Referral

H.4.7 Medical Referral

H.4.8 Adaptive Physical Education Recommendations

H.4.9 Request for Specialized Health Care Procedures, Parents and Physician

H.4.10 Patient Assessment Checklist

H.4.11 Head Injury

H.4.12 Head Injury Flow Sheet

H.4.13  Eye Injury Flow Sheet

H.4.14  Shock Flow Sheet

H.4.15  Fractures, Dislocations, Sprains/Strains, Contusions 

 
H.5    Memorandums for Teachers


H.5.1 Confidential Health Problems


H.5.2 Confidential Health Condition, Student 
H.5.3
Behavioral Checklist for Suspected Chemical Abuse

 

H.6
Notices to Parents/Sponsors 


H.6.1  Parent Notice of Scoliosis Screening

         
H.6.2
Parent Notice of Pediculosis

         H.6.3 
Additional Medical Information, Request for

 
 
H.7    Accident/Injury Reports (copy of most current   

        needs to be added) 

 

 
H.8    Asthma Documentation and Forms 
H.8.1
Parent Letter, Peak Flow Monitoring

H.8.2
Referral to Physician

H.8.3 Asthma Management Plan

H.8.4 Asthma Information, Request for 

 
H.9    ADHD Documentation and Forms 
H.9.1  Referral, Teacher to Nurse

H.9.2 Health Assessment, Individualized, ADD/ADHD Referral

H.9.3 Physician Report to Nurse

H.9.4 ADD/ADHD Monitoring Scale, DoDEA

H.9.5 ADD/ADHD Monitoring Scale, Interpretation

 
H.10 
History/Informational  Forms 
H.10.1 Health Assessment

H.10.2 Preschool Functional Screening

H.10.3 Social/Family/Medical History: Grades 6–12

H.10.4 Social/Family/Medical History: Middle School

H.10.5 Social/Family/Medical History: Preschool–Grade 5

H.10.6 Social/Family/Medical History: Three-Year Review

 
H.11 
Health Services Information Sheets 

 
H.11.1 Weekly Log of Nursing Activities

H.11.2 Conference Log

H.11.3 School Health Services Summary

H.11.4  End-of-Year Checkout, School Nurse

 
H.12
Miscellaneous Forms 


H.12.1  Medical Power of Attorney 


H.12.2  Authorization for Medical Care of Dependent


H.12.3  Sports Physical


H.12.4  Physical for Sports, Scouts, and Activities

	DEPARTMENT OF DEFENSE EDUCATION ACTIVITY

STUDENT HEALTH HISTORY

	INSTRUCTIONS:   SPONSOR/PARENT/GUARDIAN-READ CAREFULLY AND CHECK (() ALL CONDITIONS THAT APPLY TO YOUR CHILD.

	Student #__________

Grade_____
	STUDENT’S NAME  (Print) LAST  FIRST  M.I.  

                                                                                                                                                                                                                                                                                                                                       
	CHECK

Female

Male
	(
 FORMCHECKBOX 

 FORMCHECKBOX 

	Date of Birth:

______/_____/_____

mo.       day     yr.

	HEALTH HISTORY

	VISUAL DEFECT 
	(
	
	COMMENTS
	CARDIOVASCULAR
	(
	
	COMMENTS

	WEARS GLASSES
	 FORMCHECKBOX 

	
	 ( For reading ONLY  or ( Wears full-time
	SICKLE CELL DISORDER
	 FORMCHECKBOX 

	
	

	CONTACTS
	 FORMCHECKBOX 

	
	
	ANEMIA
	 FORMCHECKBOX 

	
	

	   COLOR DEFICIENCY
	 FORMCHECKBOX 

	
	
	CONGENITAL HEART
	 FORMCHECKBOX 

	
	

	OTHER
	 FORMCHECKBOX 

	
	
	RHEUMATOID HEART
	
	
	

	HEARING DEFECT
	(
	
	
	HEART MURMUR
	 FORMCHECKBOX 

	
	

	EAR INFECTIONS

Frequency:
	 FORMCHECKBOX 

	
	Last date:
	RESTRICTIONS   YES  (   NO  ( 
	 FORMCHECKBOX 

	
	Explain:

	TUBE IN EAR(S)

Left  (   Right (
	 FORMCHECKBOX 

	
	Date of insertion:
	OTHER
	 FORMCHECKBOX 

	
	

	HEARING LOSS
	(
	
	
	RESPIRATORY
	(
	
	

	MILD

Left  (   Right (
	 FORMCHECKBOX 

	
	Date of diagnosis:
	ASTHMA  

Date of diagnosis:
	 FORMCHECKBOX 

	
	Inhaler needed:

 @ school      YES   (  NO  (     

 @ home       YES   (  NO  (

	MODERATE 

      Left  (   Right (
	 FORMCHECKBOX 

	
	Date of diagnosis:
	BRONCHITIS
	 FORMCHECKBOX 

	
	

	      SEVERE 

      Left  (   Right (
	 FORMCHECKBOX 

	
	Date of diagnosis:
	CYSTIC FIBROSIS
	 FORMCHECKBOX 

	
	

	HEARING AID(S)

Left  (   Right (
	 FORMCHECKBOX 

	
	Date:
	TUBERCULOSIS 

      Date of diagnosis: 
	 FORMCHECKBOX 

	
	Type of treatment:        

Date of treatment:

	CONGENITAL EAR DEFECT Left ( Right ( 
	 FORMCHECKBOX 

	
	
	      NOSEBLEEDS
	 FORMCHECKBOX 

	
	Frequency:

	     ALLERGIES
	(
	
	ANA Kit Required
	     SINUSITIS
	 FORMCHECKBOX 

	
	Frequency:

	     BEE  STING
	 FORMCHECKBOX 

	
	YES   (             NO  (
	DERMATOLOGY
	(
	
	

	     FOOD 

Specify:
	 FORMCHECKBOX 

	
	YES   (             NO  (
	PROBLEMS WITH BODY PIERCING/TATOOS
	 FORMCHECKBOX 

	
	

	     DRUG 

Specify:
	 FORMCHECKBOX 

	
	YES   (             NO  (
	FEVER BLISTERS

COLD SORES
	 FORMCHECKBOX 

	
	

	    ENVIRONMENTAL
	 FORMCHECKBOX 

	
	
	CONTACT DERMATITIS
	 FORMCHECKBOX 

	
	

	    SEASONAL
	 FORMCHECKBOX 

	
	
	ACNE
	 FORMCHECKBOX 

	
	

	LACTOSE INTOLERANCE 
	 FORMCHECKBOX 

	
	
	ECZEMA
	 FORMCHECKBOX 

	
	

	ENDOCRINE
	(
	
	
	DANDRUFF
	 FORMCHECKBOX 

	
	

	DIABETES

Date of diagnosis: 
	 FORMCHECKBOX 

	
	Insulin needed:

@ school    YES (  NO (
@ home     YES (  NO (
	TINEA (RINGWORM) 

Body  (     Head  (     Feet  (
	 FORMCHECKBOX 

	
	

	  HYPERGLYCEMIC
	 FORMCHECKBOX 

	
	
	MUSCULOSKELETAL
	(
	
	

	   HYPOGLYCEMIC
	 FORMCHECKBOX 

	
	
	ARTHRITIS
	 FORMCHECKBOX 

	
	

	THYROID DISORDER
	 FORMCHECKBOX 

	
	
	MUSCULAR DYSTROPHY
	 FORMCHECKBOX 

	
	

	PARASITES

 (HISTORY OF)
	(
	
	
	HISTORY OF FRACTURE

Explain:
	 FORMCHECKBOX 

	
	Date:

	MALARIA
	 FORMCHECKBOX 

	
	
	SCOLIOSIS 
	 FORMCHECKBOX 

	
	Date  of diagnosis:

	PINWORMS
	 FORMCHECKBOX 

	
	
	DEFORMITY 

  Explain:
	 FORMCHECKBOX 

	
	

	SCABIES
	 FORMCHECKBOX 

	
	
	HERNIA
	 FORMCHECKBOX 

	
	

	HEAD LICE
	 FORMCHECKBOX 

	
	
	OSGOOD-SCHLATTER
	 FORMCHECKBOX 

	
	

	STUDENT HEALTH HISTORY – CONTINUED on the back.

	NEUROLOGICAL
	(
	
	COMMENTS
	Gastrointestinal/

Genitourinary
	(
	
	COMMENTS

	CEREBRAL PALSY
	 FORMCHECKBOX 

	
	
	BLADDER CONTROL PROBLEMS    

Explain:
	 FORMCHECKBOX 

	
	

	SEIZURE DISORDER
	 FORMCHECKBOX 

	
	Date of last seizure:

Medication  needed:

@ school    YES (     NO    (
@ home     YES (     NO    (
	URINARY TRACT INFECTION

Frequency:
	
	
	  Date of last infection:

       

	MIGRAINE

Frequency:
	 FORMCHECKBOX 

	
	Date of last migraine:

Medication needed:

 @ school  YES (    NO (
@ home YES (    NO (
	BOWEL CONTROL PROBLEMS   

Explain:
	 FORMCHECKBOX 

	
	

	SPINA BIFIDA
	 FORMCHECKBOX 

	
	
	DENTAL
	(
	
	

	SLEEP DISORDER
	 FORMCHECKBOX 

	
	
	BRACES
	 FORMCHECKBOX 

	
	

	HEADACHES

Frequency: 
	 FORMCHECKBOX 

	
	
	CAVITIES 

Date of last dental exam:
	
	
	

	PSYCHIATRIC
	(
	
	
	CANKER SORES
	
	
	

	ATTENTION DEFICT (HYPERACTIVITY) DISORDER  ADD/ADHD
	 FORMCHECKBOX 

	
	Date of diagnosis:

Medication needed:

 @ school    YES  (      NO  (           

 @ home        YES  (        NO  (           
	NUTRITION METABOLIC
	(
	
	

	DEPRESSION 

Date of diagnosis:
	 FORMCHECKBOX 

	
	Medication needed: 

@ school         YES   (      NO  (        

@ home        YES   (      NO  (        
	NUTRITIONAL PROBLEMS 

Explain:
	 FORMCHECKBOX 

	
	

	AUTISM
	 FORMCHECKBOX 

	
	
	OVERWEIGHT/OBESE
	 FORMCHECKBOX 

	
	

	SUICIDAL, History of
	 FORMCHECKBOX 

	
	  Date:
	POOR APPETITE
	 FORMCHECKBOX 

	
	

	SUBSTANCE ABUSE, History of 
	 FORMCHECKBOX 

	
	Circle: Drugs, alcohol, tobacco, and/or inhalants  

Date:
	MISCELLANEOUS 
	(
	
	

	ANOREXIA
	 FORMCHECKBOX 

	
	
	THUMBSUCKING
	 FORMCHECKBOX 

	
	

	BULIMIA
	 FORMCHECKBOX 

	
	
	MOTION SICKNESS
	 FORMCHECKBOX 

	
	

	MEDICATION AND HOSPITALIZATION
	
	
	
	

	DOES YOUR CHILD NEED TO TAKE DAILY MEDICATIONS AT SCHOOL?

A Medication During School Hours form MUST be signed by a physician and a parent and MUST accompany prescribed medications. All medications taken at school MUST be maintained and administered from the health office under supervision of school personnel.

SPECIFY ALL CURRENT MEDICATIONS (including medications taken at home):


	YES FORMCHECKBOX 

NO   FORMCHECKBOX 


	
	
	Comments



	HAS YOUR CHILD BEEN HOSPITALIZED? Specify the date and reason:

Date: __________ Length of hospitalization: _____ Reason:

         mo./day/yr.


	YES FORMCHECKBOX 

NO   FORMCHECKBOX 


	
	
	Comments

	SPACE BELOW FOR PARENT TO PROVIDE ADDITIONAL INFORMATION CONCERNING OTHER MEDICAL CONDITIONS

	(PLEASE PRINT)



	PRIVACY ACT NOTICE

AUTHORITY: Title X, Section 133 7 1076, Title V, Section 301. PRINCIPAL PURPOSE: To record pertinent data concerning student’s health.

ROUTINE USES: Data is collected and entered into the automated Health Office Management System for use by professional health and education agencies. MANDATORY/VOLUNTARY DISCLOSURE/EFFECT OF NONDISCLOSURE: Voluntary. Without this information school personnel will not be able to provide appropriate education and health services.

	Parent/Sponsor’s Signature:


	Date:


DSPA FORM 120.1 REVISED (May 2002). Previous Edition Obsolete

H.2     Immunization Forms 

CERTIFICATE OF IMMUNIZATION, LAST DATE ONLY  ______________        MAY 02 __________    H.2.1 

[image: image6.png]


DEPARTMENT OF DEFENSE EDUCATION ACTIVITY

CERTIFICATE OF IMMUNIZATION 

Students who enroll in Department of Defense Education Activity schools MUST meet specific immunization requirements. These requirements, displayed below, represent the minimum requirement and do not necessarily reflect the optimal immunization status for a student. This certificate of immunization, completed by the local medical authority, must be provided to school officials at the time of initial registration for placement in the official school records of the student.

STUDENT’S Name________________________________________________________/_________________


                     Last Name


First Name


M.I.  


         Date of Birth (mo./day/yr.)

Instructions for local medical authority: In the shaded spaces provided, write the date (mo./day/yr.) of each immunization and the total number of doses received. In the appropriate shaded space write the date of the last TB screening and the reaction/mm reading. Sign, stamp, and date the bottom section.
	IMMUNIZATION


	DATE 

mo./day/yr.
	COMMENT
Total  # of doses
	MINIMUM DoD REQUIREMENTS

	HEP B

 Hepatitis B


	Date of last dose:
	Total # of doses:
	Three doses. The second dose should be given at least one month after the first dose. The third dose should be given at least two months after the second and at least four months after the first.

	 DTaP/DPT/Td

Diphtheria, Tetanus,

Pertussis*


	Date of last dose:
	Total # of doses:
	Three doses given singly or in combination. At least one MUST be administered after the 4th birthday. Subsequent boosters are to be given every 10 years. *Pertussis vaccine is not required for individuals older than 6.

	HIB

Haemophilus Influenza Type B
	Date of last

dose:


	Total # of doses:
	Two to four doses in infancy.  Three- and 4-year-olds with NO record of HIB in infancy require only ONE dose. HIB immunization is not required for individuals 5 or older.

	IPV/OPV
Polio Vaccine
	Date of last dose:


	Total # of doses:
	Three doses  (oral or injected). Last one MUST be administered after the 4th birthday.  



	MMR

 Measles, Mumps, Rubella
	Date of last dose:


	Total # of doses:
	Two doses of live attenuated vaccine given singularly or in combination. It is recommended, but not required, that one be administered after the 4th birthday.

	VARICELLA 

Chicken Pox


	Date of last dose:


	Total # of doses:
	One dose through the age of 12 years, 

Two doses for those 13 or older (at least one month apart), or

reliable history of the disease.

DATE CHILD HAD DISEASE PER PARENT REPORT ____________/_________

                                                                                                            mo.                    yr.

	(Circle one)

PPD

TB tine/monovac

BCG 


	Date of last test:


	Results:

 FORMCHECKBOX 
Negative

 FORMCHECKBOX 
Positive 

______mm
	TB testing recommended. Frequency determined by local medical command.

If positive, date of chest X-ray: ____/____/____ Result: __________

Date of INH treatment. Started: ______/_____/________     

                                        Finished: _____/____/__________              


Immunization records for the student named above have been reviewed at ______________________________________________.












Location of Clinic

I certify that the minimum immunization requirements have been completed and/or initiated. Immunizations are current until 

____________________, when ________________ immunization(s) is/are due.                                                                                                                      









                ________________________________________________

Signature and Stamp of Medical Authority/Date 

A request for an immunization waiver for medical reasons must be supported by official documents from a medical authority and provided to the school at the time of registration. I certify that the minimum immunization requirements have been waived. 

Immunization(s): ___________________________________ 
Reason _______________________________________________________

Waiver Duration: ___________________________.




_________________________________________________
                 







Signature of Medical Authority/Date
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DEPARTMENT OF DEFENSE DEPENDENTS SCHOOLS

CERTIFICATE OF IMMUNIZATIONS

Students who enroll in DoD Dependents Schools (DoDDS) must meet specific immunization requirements. These requirements, displayed below, represent the minimum requirement and do not necessarily reflect the optimal immunization status for a student. This certification of immunization, completed by the local medical authority, MUST be provided to school officials at time of initial registration for placement in the official school records of the student.

_____________________________________________
_______________________________
_____________________________________________

(Please Print)       Name of Child


Date of Birth


Parent or Guardian

Instructions for local medical authority: In the spaces provided, write the dates (mo./day/yr.) of each immunization received. In the appropriate space, write the date of the last TB screening and the reaction/mm reading.

Hepatitis B Vaccine: Three doses: The second dose should be given at least one month after the first dose. The third dose should be given at least two months after the second and at least four months after the first. 

___________

___________

____________

Mo./Day/Year

 Mo./Day/Year

Mo./Day/Year
Diphtheria, Tetanus, and Pertussis Vaccine: (Circle vaccine given.) Three doses given singly or in combination, at least one of which was administered after the 4th birthday and the last one within 10 years.  (Td recommended at age 11–12 if more than five years have elapsed since the last DTaP/DPT/Td. Subsequent routine Td boosters are required every 10 yrs) . *Pertussis vaccine is not required for individuals older than 6.
DTaP, DTP, Td
DTaP, DTP, Td
DTaP, DTP, Td 
DTaP, DTP, Td
DTaP, DTP, Td
DTaP, DTP, Td
DTaP, DTP, Td
___________
___________
___________
___________
___________
___________
___________

Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year

HIB (Haemophilus Influenza type B): Two to four doses in infancy; 3- and 4-year-olds with NO record of HIB in infancy only require ONE dose. 

 *HIB immunization is not required for individuals 5 or older. 

___________
___________
___________
___________
___________


Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year


Polio Vaccine (Circle vaccine given): Three doses (oral or injected), last of which was administered after the 4th birthday.
IPV
OPV

IPV
OPV

IPV
OPV

IPV
OPV

IPV
OPV


___________
___________
___________
___________
___________


Mo./Day/Year

Mo./Day/Year

Mo./Day/Year

Mo./Day/Year

Mo./Day/Year


MMR (Measles, Mumps, and Rubella): Two doses of live attenuated vaccine given singly or in combination, at least one of which was administered 28 days or more after the first dose, but second dose recommended after the 4th birthday.
___________

___________

___________




Mo./Day/Year

Mo./Day/Year

Mo./Day/Year




Varicella Vaccine: One dose through the age of 12, two doses for those 13 or older (at least one month apart),

 or reliable history of the disease.





DATE CHILD HAD DISEASE PER PARENT REPORT: 

___________

___________




______________________

Mo./Day/Year

Mo./Day/Year





Mo./Year

PPD:  Date:  ____________Results: Negative ( Positive ( ___mm. Preventive Medicine Referral Date: ________ INH Date: _____-______ BCG: Date:  ___________
Other:  Specify vaccine (not to include TB Skin Test)
Vaccine: _________________
Date: _____________
Vaccine: _________________
Date: _____________

I certify that the minimum immunization requirements have been completed and/or initiated. Immunizations are current until ________________, when __________________________________ immunization(s) is/are due.

_______________________________________________










Signature and Stamp of Medical Authority/Date
A request for an immunization waiver for religious ___ or medical ___ reasons must be supported by official documents from a church or medical authority and provided to the school at the time of registration. I certify that the minimum immunization requirements have been waived. Immunization(s): __________________ 

Reason: ________________________________________________________________________Waiver Duration: ___________________________.

______________________________________________ 

                                                 Signature and Stamp of Medical Authority/Date

DEPARTMENT OF DEFENSE DEPENDENTS SCHOOLS

[image: image8.wmf] 

CERTIFICATE OF IMMUNIZATIONS

Students who enroll in DoD Dependents Schools (DoDDS) must meet specific immunization requirements. These requirements, displayed below, represent the minimum requirement and do not necessarily reflect the optimal immunization status for a student. This certification of immunization, completed by the local medical authority, MUST be provided to school officials at time of initial registration for placement in the official school records of the student.
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_____________________________________________
_______________________________
_____________________________________________

Name of Child



Date of Birth


Parent or Guardian

Instructions for local medical authority:  In the spaces provided, write the date (mo./day/yr) of each immunization received. In the appropriate space, write the date of the last TB screening and the reaction/mm reading.

Hepatitis B Vaccine: Three doses: The second dose should be given at least one month after the first dose. The third dose should be given at least two months after the second and at least four months after the first. 

___________

___________

____________

Mo./Day/Year

 Mo./Day/Year

Mo./Day/Year
Diphtheria, Tetanus, and Pertussis Vaccine (Circle vaccine given): Three doses given singly or in combination, at least one of which was administered after the 4th birthday and the last one within 10 years.  (Td recommended at age 11–12 if more than five years have elapsed since the last DTaP/DPT/Td. Subsequent routine Td boosters are required every 10 yrs). *Pertussis vaccine is not required for individuals older than 6.

DTaP, DTP, Td
DTaP, DTP, Td
DTaP, DTP, Td 
DTaP, DTP, Td
DTaP, DTP, Td
DTaP, DTP,  Td
DTaP, DTP,  Td
___________
___________
___________
___________
___________
___________
___________

Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year

HIB (Haemophilus Influenza type B): Two to four doses in infancy; 3- and 4-year-olds with NO record of HIB in infancy only require ONE dose. *HIB immunization is not required for individuals 5 or older. 

___________
___________
___________
___________
___________


Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year
Mo./Day/Year


Polio Vaccine (Circle vaccine given): Three doses (oral or injected), last of which was administered after the 4th birthday.
IPV
OPV

IPV
OPV

IPV
OPV

IPV
OPV

IPV
OPV


___________

___________

___________

___________

___________


Mo./Day/Year

Mo./Day/Year

Mo./Day/Year

Mo./Day/Year

Mo./Day/Year


MMR (Measles, Mumps, and Rubella): Two doses of live attenuated vaccine given singly or in combination, at least one of which was administered 28 days or more after the first dose, but second dose recommended after the 4th birthday.
___________

___________

___________




Mo./Day/Year

Mo./Day/Year

Mo./Day/Year




Varicella Vaccine: One dose through the age of 12,  two doses for those 13 or older (at least one month apart), or

reliable history of the disease.





DATE CHILD HAD DISEASE PER PARENT REPORT: 

___________

___________




______________________

Mo./Day/Year

Mo./Day/Year





Mo./Year

Other:  Specify vaccine (not to include TB Skin Test)
Vaccine: _________________
Date: _____________
Vaccine: _________________
Date: _____________

TB Skin Test:  Date:  ____________
Results:  _____________

I certify that the minimum immunization requirements have been completed and or initiated. Immunizations are current until ________________, when __________________________________ immunization(s) is/are due.

_______________________________________________










Signature and Stamp of Medical Authority/Date
A request for an immunization waiver for religious ___ or medical ___ reasons must be supported by official documents from a church or medical authority and provided to the school at the time of registration. I certify that the minimum immunization requirements have been waived. Immunization(s): __________________, 

Reason: ________________________________________________________________________Waiver duration: ___________________________.

______________________________________________ 










Signature and Stamp of Medical Authority/Date


(Page Intentionally Left Blank)

INCOMPLETE IMMUNIZATIONS, REGISTRATION                           AUGUST 2001               H.2.4
[insert school letterhead]
Office of the School Nurse
 
DATE: _________________
 
MEMORANDUM for: Parents/Sponsor of _________________________________   
SUBJECT: Incomplete Immunizations
 
1. DoDEA Instruction 6205.1 states that prior to enrollment in DoDEA schools, students shall meet specific immunization requirements. 
2. The following required immunizations are missing from your child’s immunization records: 
            _____ Diphtheria/Tetanus/Pertussis: dose # ___ (after 4th birthday) or

                                                                                      ___ 10-year booster
 
            _____ Hepatitis B: dose # 1   #2   #3
dose #2 due: _______________  dose #3 due: _______________
 
            _____ Haemophilus Influenza type B: dose # _____
 
            _____ Measles/Mumps/Rubella after 4th birthday or dose # _____ 
 
            _____ Polio vaccine after the 4th birthday or dose # _____ 

          _____ Varicella (Chicken Pox): dose # 1   #2   dose #2 due: _____________ 

                                                     or provide reliable history ( _____month _____year) 
    
            
_____ No immunization records on file with the child’s school records  
 
3. Have your child’s records reviewed as soon as possible by [insert name and hours of local medical treatment facility]. 

4. DS Form 121.1 is attached and will need to be completed by the medical authority reviewing your child’s immunization records.
5. Bring the completed DS Form 121.1 and your child’s updated immunization record to school as soon as possible so that enrollment requirements for your child are complete. 

Your child’s registration for school year [insert year] will not be complete until we receive documentation of required immunizations.
 
If you have any questions, please call [insert school nurse name and number].

 
________________________ 
[insert name of principal]

DELINQUENT IMMUNIZATIONS, NOTICE OF                                                               AUGUST 2001                           H.2.5 
 
[insert school letterhead]
Office of the School Nurse
 
                                                      DATE: _________________
 
MEMORANDUM for: Parents/Sponsor of _______________   
SUBJECT: Delinquent Immunizations
 
1. DoDEA Instruction 6205.1 states that prior to enrollment in DoDEA schools, students shall meet specific immunization requirements.

2. Our records indicate that your child needs additional immunizations to meet the minimum DoDEA requirements for continued enrollment. 
3. The following immunizations are lacking:
 
          _____ Diphtheria/Tetanus/Pertussis: dose # ___ (after 4th birthday) or 

    ____ 10-year booster 
          _____ Hepatitis B: dose # 1   #2   #3  
                   dose #2 due: _______________         dose #3 due: ______________
 
          _____ Haemophilus Influenza type B: dose # _____
 
          _____ Measles/Mumps/Rubella after 4th birthday or dose # _____ 
 
          _____ Polio vaccine after the 4th birthday or dose # _____ 
 
          _____ Varicella (Chicken Pox): dose # 1   #2   dose #2 due: _____________ 

                                                     or provide reliable history ( _____month _____year)
          

          ____ A copy of your child’s immunization record. 
 
4. DoDEA Instruction 6205.1 gives parents of currently enrolled students 10 DAYS to provide the school with documentation satisfying the requirements, prior to disenrolling the student. 
5. Bring your child's updated immunization record to school as soon as possible, but no later than 

____________________________________. 
 
If you have any questions, please call [insert school nurse name and school number].
 

___________________________________ 
[insert name of principal]     
DISENROLLMENT, INCOMPLETE IMMUNIZATIONS                                                 AUGUST 2001           H.2.6
 
 
                                      [insert school letterhead]
Office of the School Principal
 
 
DATE: ____________________  
 
 
MEMORANDUM for: Parents/Sponsor of ______________________________ 
 
SUBJECT:  Disenrollment
 
According to DoDEA instruction 6205.1, a student may be enrolled in a DoDEA school no longer than 10 days without a valid DoDEA Certificate of Immunization.
 
As indicated in the written notice sent to you, the 10-day grace period expired on ____________________. Today is the last day your family member may attend school until proof of the necessary immunizations is provided to the principal.
 
 
______________________________

 [Insert name of principal] 

H.3     Medication Forms
 

MEDICATION DURING SCHOOL DAY, MEMORANDUM FOR PARENTS             AUGUST 2000  H.3.1
 
 
 
[insert school letterhead]
                                         Office of the School Nurse
 
                                                                        DATE:              ________________  
 
 
MEMORANDUM for:  Parents/Sponsor of  __________________________________
 
SUBJECT:  Student Use of Medication During the School Day 
 
The school nurse accommodates parent requests for medication (including prescription, nonprescription, and over-the-counter) to be administered during the school day. According to DoDEA Health Service Guide, DS Manual 2942.0, school personnel may administer medications when certain criteria are met. 
 
In order for school personnel to administer medications during school hours, the attached form MUST be provided to the school signed by the parent and a physician. 
 
The medication will be in the original container, properly labeled by the pharmacy or physician. The label should indicate the name of the student and the physician, the medication, dosage, and frequency. The date of the prescription must be a current date.
 
All medications will remain at the school for the duration of the prescription. Any changes in the medication, dosage, or frequency will necessitate a new form and a new, labeled container.
 
Medications for acute illness (such as bacterial infections) are usually prescribed for administration three times a day and may be administered by the parent before school, after school, and before bedtime.
 
Please call [insert school nurse name and phone] if you have any further concerns.
 
 
                                      
[Insert name and title]
 
MEDICATION DURING SCHOOL HOURS, PHYSICIAN/PARENT SIGNATURES_  MAY 2002   H.3.2
 
Department of Defense Education Activity

[insert name of school]
Office of the School Nurse
To be completed by physician
Name of Student:___________________________________________________________ 
 
Diagnosis/Indication for Medication Administration: _______________________
 
Medication:________________________ Dosage:________________________________
 
Time: _____________________________ Route: _________________________________
 
Duration:_________________________________________________________ 
 
Possible Side Effects:________________________________________________ 
 
Precautions/Restrictions:____________________________________________ 
 
Other Medications Taken:____________________________________________ 

_____________________________                   
______________________
Signature of Physician                                            
Date
 
Clinic: _______________________


Phone: _________________
****************************************************************************************************************** 
To be completed by parent: 
I hereby give my permission for _______________________________ to receive, from the school nurse and/or other trained school personnel, the above prescription at school as ordered. I understand that it is my responsibility to furnish the school with this medication. I give permission for the school nurse and health care providers at the medical treatment facility to exchange information about my child, the diagnosis for which this medication is prescribed, and my child’s response to the medication.
                   
_______________________________________

____________________
  Signature of Parent/Guardian               



Date       
 
Parent daytime phone number #1____________________, #2___________________,

#3 ___________________________
Parent e-mail address ________________________________________________________

 
NOTE:  The prescription medication must be brought to school in the original container, properly labeled by the pharmacy or physician, stating the name of the student, the medication, the dosage, and current date. The medication will remain at school for the duration of the prescription.

MEDICATION “HOLD HARMLESS” PERMISSION FORM  __                                        ____MAY 2002            H.3.3


[image: image1.wmf]HOLD HARMLESS LETTER

 

(THIS FORM IS SUBJECT TO THE PRIVACY ACT OF 1974)

 

DATE

 

 

 

22

-

Dec

-

02

 

PRIVACY ACT STATEMENT

 

AUTHORITY:  44 USC 3101.  PRINCIPAL PURPOSES:  (1) To provide necessary information to authorized i

ndividuals to assist them in their 

administering of medications to your child in accordance with your instructions and the instructions of your child’s physician; (2) To provide 

written assurance to said authorized individuals that they will not be held re

sponsible for any harm or injury suffered as a result of the administering 

of medication in accordance with your instructions and the instructions of your child’s physician.  ROUTINE USES:  This form will be included in 

your child’s school health record an

d will not be released outside DOD channels.  DISCLOSURE:  Voluntary.  The information requested on this 

form is needed to insure the safe administering of medication to your child.  Failure to provide the information may constitute grounds for refusal to 

provide the service requested by you.

 

NAME OF CHILD

 

 



 



 



 



 



 

 

BIRTH DATE

 

 



 



 



 



 



 

 

NAME OF SCHOOL

 

 



 



 



 



 



 

 

 

We, the parents of 



 



 



 



 



 

, wish to advise you that he/she is under the care of Dr. 



 



 



 



 



 

 for 



 



 



 



 



 

 and that the 

physician has furnished medications together with written instructions for administering the medications to alleviate this 

condition.  The medication(s), physician’s instructions, and times for administering the med

ication(s) are as follows:

 

PHYSICIAN’S

 

INSTRUCTIONS

 

TO

 

SCHOOL

 

PERSONNEL

                  

 

 

Due to the nature of the medications(s) and/or the child’s condition(s), it is necessary that the 

medication(s) listed below be administered during school hours.

 

 

M

edication(s)

 

 



 



 



 



 



 

 

 

Physician’s Instructions

 

 



 



 



 



 



 

 

Hour(s) For Administering

 

 



 



 



 



 



 

 

 

 

Anticipated number of days the medication(s) must be given at school (



 



 



 



 



 

)

 

PHYSICIAN’S SIGNATURE

 

 

 

PHONE

 

 



 



 



 



 



 

 

DATE

 

 



 



 



 



 



 

 

 

We are delivering to you the medication(s) and the physician’s written instructions and request this medication 

be given to our child in accordance with the above instructions.  We fully understand that you are under no obligation 

whatso

ever to administer the medication but will only be doing so as our agent acting in our behalf specifically and 

solely for this purpose.

 

 

We agree to hold you, the school, its offices, agents, and employees harmless in administering the medication(s) 

pursua

nt to the physician’s written instructions and our instructions as to the times for administering the medication(s).  

We further agree to notify you promptly when it is no longer necessary to administer this medication.

 

 

PARENT’S SIGNATURE

 

 

HOME PHONE

 

DUT

Y PHONE

 

 

HOME ADDRESS

 

 

 

 

 

 

 



 MEDICATION LOG, Study Trip Administration                        AUGUST 2001                                  H.3.4
 
 
[insert school letterhead]
 Office of the School Nurse
 
STUDY TRIP MEDICATION ADMINISTRATION LOG
 
STUDENT’S NAME:_________________________
 
TEACHER/GRADE LEVEL: ___________________
 
	DATE & TIME
	MEDICATION/DOSE


	SPECIAL INSTRUCTIONS
	SIGNATURE
	COMMENTS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


 
This form is a part of the permanent record for students receiving medication during school hours. Fill in the above areas with the date and time the medication was given and the signature of the person administering the medication. Only DoDEA personnel or the parent of the student is allowed to administer medications.
[Insert name of school nurse.]
 
 
 
 
 
 MEDICATION INCIDENT REPORT                                                            AUGUST 2001               H.3.5
 
 
[insert school letterhead]
Office of the School Nurse
 
Medication Incident Report
 
 
STUDENT’S NAME: __________________________________________________ 
 
DATE OF INCIDENT: _________________________TIME: ________________________
 
Personnel Administering Medication:_________________________________________ 
 
Medication and Dosage Prescribed:___________________________________________ 
 
INCIDENT:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
ACTION TAKEN:
 
Parent Notified:
Time ________
Person Contacted: ___________________________ 
Physician Notified:   Time ________ 
Person Contacted:  __________________________
Administration Notified: Time _____ 
Person Contacted:___________________________

 
Describe circumstances leading to situation:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
Outcome/Follow-up:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
 
____________________________                            ________________________________
Nurse’s Signature          Date                                    Principal’s Signature         Date    
 
 
 STUDENT ALLERGIC REACTION INFORMATION                   _________AUGUST 2001                  H.3.6
 
 
[insert school letterhead]
Office of the School Nurse
                                                                   
                                                                             Date___________________
 
MEMORANDUM for: Parents/Sponsor of:_______________________________
 
SUBJECT:  Allergies
 
An indication was made on your child’s Health Record that she/he has allergies. To better assist your child at school, please complete the questionnaire below and return it to the school health office. If you have any questions, call [insert name and school phone number].
 

1.  What are your child’s allergies?
                   ___ Animals ___ Bees ___ Drugs ___ Environmental ___ Food ___ Insect bites ___ Wasps
 
Indicate specific allergens:____________________________________________________________
 
2. What kind of reaction does your child experience?                                     
 
            Localized swelling                       Shortness of breath ___ 
 
            Loss of consciousness                 Hives (urticaria) ___ 
 
            Other:__________________________________________________________________________
 
3. How has your child been treated after a reaction?
 
            a. Received an injection: 
NO        YES       Specify: ___________________________________
 
            b. Received oral medication:      NO        YES      Specify: ___________________________________
 
            c. Been hospitalized:                 NO        YES       Specify: __________________________________
 
 
4. Does your child carry an Epi-Pen, ANA-Kit, or other medicine with her/him at all times?    

NO     YES
 
5. Do you keep an Epi-Pen, ANA-Kit, or other medicine at home?                                           NO     YES
 
If you answered YES to either of the last two questions, the school should also have medication for your child. Bring the completed “Medication During School Hours” form (attached) and the labeled medication container to school. If your child must also carry the medication with him/her at school, please provide a completed “Permission for Student to Retain Control of Medication” form.
 
_____________________________________________
                                   Parent/Sponsor Signature             Date
ANAPHYLACTIC EMERGENCY INFORMATION                             AUGUST 2001                                 H.3.7
 
 
[insert school letterhead]
Office of the School Nurse
 
ANAPHYLACTIC EMERGENCY INFORMATION
 
Name of Student: ________________________________Date: ______________
 
Teacher(s):_______________________________________Grade:______________
 
Name of Parents:  

Sponsor: ________________________ Duty #: _________________________
         Spouse: _________________________ Duty #: _________________________ 

Home #: ________________________ Cell #:  _________________________
 
E-mail Address: ______________________________________________
 
Emergency Contact:
          Name: _______________________________Day Phone #:________________
         Address: _____________________________ Alt. Phone #:_________________
Allergen:____________________________________________________________
 
Previous Response to Allergen: __________________________________________
 
EMERGENCY PLAN OF ACTION:
Monitor student for signs of anaphylaxis under direct observation for 30 minutes.
 
	a. Sneezing, wheezing, or coughing
	i. Dizziness and/or fainting

	b. Shortness of breath or tightness of chest; difficulty in or absence of breathing
	j. Involuntary bowel or bladder emptying

	c. Itching, with or without hives, raised red rash in any area of body
	k. Sense of impending disaster

	d. Difficulty swallowing
	l. Rapid or weak pulse

	e. Swelling of eyes, lips, face, tongue, throat, or elsewhere
	m. Skin flushing or extreme paleness

	f. Hoarseness
	n. Burning sensation, especially on face or chest

	g. Sweating and anxiety
	o. Blueness around lips, inside lips, eyelids

	h. Nausea, abdominal pain, vomiting, and diarrhea
	p. Loss of consciousness


FRONT
For anaphylactic reaction:
1. Administer epinephrine per medical orders. DOSAGE:_____________________ 
Type of kit:   _____ Epi-Pen Jr.            _____ Epi-Pen        _____ Ana Kit
Expiration date: __________________________________
Location of kit in school:____________________________ 
 
2. Delegate notification of
          Principal by: ______________________________________
          Parent by: ________________________________________
          Medical Emergency Services by:_______________________ 
 
3. For absent breathing/pulse, initiate CPR.
Monitor pulse, respiration, blood pressure until arrival of EMS (every 5 minutes until stable, then every 15 minutes).
 
4. If anaphylaxis is result of insect sting and stinger is present, scrape or flick it off with 
fingernail, plastic card, etc. 
 
Staff inservice on use of epinephrine
1.    Date of inservice: __________________________
2.    Signature/title of person providing inservice:                              __________________________________________
Signature of persons receiving inservice:                                                          __________________________________________          __________________________________________
3.     Designated order of staff to administer epinephrine:
          #1_________________________________
#2_________________________________
#3_________________________________
#4_________________________________
 
	Follow-up after use of epinephrine:
1. Sign and place all observations, notification, and documentation in student’s record.
2. Properly dispose of needles in a sharps container.
3. Notify parents to replace medicines used.
4. Meet with all personnel involved. Plan update as necessary.
 


 
School nurse should review procedure on an annual basis. Physician orders must be renewed annually. 

Time, date, and signature of the person administering the  medication must be on file.

          [Insert name of school nurse]
STANDING ORDER                                             SEPTEMBER 2002                                                      H.3.8
[insert school letterhead]

Office of the School Nurse

STANDING ORDER FOR USE OF EPI-PEN OR ANA-KIT 

In the absence of a medical director of DoDEA schools, I ___________________________









  
(print name of physician)

authorize the following nursing protocol to address anaphylaxis at [insert school name].

Anaphylaxis is an allergic reaction that may be triggered by asthma, an insect bite, a drug allergy, or a food allergy. In the event of anaphylaxis, the Epi-Pen will be used for students enrolled in grades preschool through 12. The following procedure should be followed by a school nurse or designated nonprofessional first-aid provider trained by a licensed registered school nurse.

School nurses are authorized, when they encounter a student with a systemic reaction believed to be anaphylaxis, to administer subcutaneous epinephrine, even if this drug has not been previously prescribed for this student.

SYMPTOMS:
Mild


Rash, itching, hives



     
Moderate

Breathing difficulty, wheezing

Severe

Severe breathing difficulty, vascular collapse  

     


Anaphylaxis
Laryngeal swelling, cardiac arrest

DOSAGE MUST BE CHECKED before administration according to the schedule below.

When using the EPI-PEN JR./EPI–PEN:


0.15 Mg. for children 30 Kg. or less (Epi-Pen Jr.)

0.3  Mg. for children greater than 30 Kg. (Epi-Pen)

Immediately contact the emergency response system for your area. Notify the parent/guardian. If before reaching medical care facility, the child has not responded to the first dose of epinephrine or if respiratory/cardiovascular status seems to be deteriorating, a second dose of epinephrine may be given after 15–20 minutes.

IF IN DOUBT, TREAT FOR ANAPHYLACTIC REACTION.

______________________________



_______________________



Physician






Date

This standing order is valid for one school year.

STUDENT RETENTION OF MEDICATIONS, PERMISSION FOR              AUGUST 2001                     H.3.9
[insert school letterhead]
Office of the School Nurse
Permission for Student to Retain Control of Medication
(All three sections must be completed and signed.)
 
Section 1 (To be completed by physician)
 
Name of student: ___________________________________  Age: _____  Grade: _____
Diagnosis:________________ Duration of treatment: ___________________________
Times of day/circumstances under which medication is to be given:
_______________________________________________________________________
Reason student must have possession of medication at all times:
_______________________________________________________________________
Expected results from using the medication:
_______________________________________________________________________
Expected time frame to achieve results following medication administration:
_______________________________________________________________________
What student should do if the expected results are not obtained in the specified time frame: _______________________________________________________________________
I have instructed the student and the student’s parent in the proper use and method of administering this medication and the legal consequences of using the medication inconsistently with the prescription or of sharing the medication with anyone else. I have provided the student and his/her parents with the following instructions regarding the symptoms of possible adverse reactions, contraindications, and what to do if student experiences difficulty with or while taking the medication:   _______________________________________________________________________
_______________________________________________________________________
The student’s medical condition is such that the student must be in possession and control of the medication at all times and be free to administer the medication when needed. In my opinion, the student possesses sufficient maturity and responsibility to follow my instructions.
 
Physician’s signature: _______________________ Phone: _________  Date: ________
FRONT
Section 2 (To be completed by parent)
Name of parent(s):_________________ Home phone: _________ Work phone: ___________ 
I have read the physician’s statement and hereby consent to my child’s retaining possession at all time of the above prescribed medication. I understand, and have informed my child, that any illegal use of the medication by the student (including the use of the medicine inconsistent with the prescription or sharing the medication with another) will result in disciplinary action. During school hours my child has been instructed to take his/her medication in the nurse’s office. I will provide extra medication to be kept in the school nurse’s office as backup for the one carried by my child.
 
Parent’s signature: ________________________________  Date: _____________
*Section 3 (To be completed by student)  
I understand that I am required to retain possession and control of my prescribed medication in accordance with the terms set forth in Section 1 above. I have been advised of my responsibility to use my medication only in strict accordance with the prescription. I understand that any use of my medication inconsistent with the terms of my prescription is an illegal use, as is the sharing of my medication with another person. I agree to carry a pharmacy-labeled container of the medication, to keep a record of the times I use my medication, and to share the information with the nurse/instructor/coach who will help evaluate and monitor the effects of my medication. During school hours I will take my medication under the supervision of the school nurse or the person designated by the school nurse and the school administrator.
 
Student’s signature: _______________________________  Date: _____________
 
*Guidance on the age of the student who signs this form needs to be obtained prior to its use.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 MEDICATION INSERVICE                                                           AUGUST 2001                                 H.3.10
 
[insert school name]
Office of the School Nurse
 
MEDICATION INSERVICE
 
 
I have read the information on medication administration and I am aware of the uses, dosages, contraindications, and adverse reactions of the medications that I will give as outlined on the drug information sheet in the Sub File. 
 
 
I have received training from the school nurse in the following areas:
 
1. Method of Administration
2. Proper Handling of Medications
3. Record Keeping
4. “Five Rights of Medication”
 
 
Date:____________________Signature:__________________________________
                                                                             Trainee
 
 
Date:____________________Signature:__________________________________
                                                                   

[insert school nurse’s name]
 
 
 H.4     Medical Referral Forms
 

VISION SCREENING REFERRAL                                                  AUGUST 2001               H.4.1
 
[insert school letterhead]
Office of the School Nurse
 
VISION SCREENING REFERRAL
 
Date: ___________________
 
SUBJECT:  Vision Screening Referral                        
 
TO:  Parents of _________________________________ 
 
1.    Your child’s vision has been checked by school health officials and the findings indicate the following:
_____ Your child should be scheduled for a complete examination at the eye clinic.
_____ Children wearing glasses are recommended to have a yearly eye examination.
(Please take this form with you to the appointment.)
 
2.     For an appointment, call [insert local medical resource numbers].
Return the form completed by the physician to the school nurse.
 
3.    If you have any questions concerning the screening results or any problem getting an appointment, please contact [insert name and school number].
4.    Screening results: with/without glasses:
Distance: Right  20/                        Left   20/__________               
Near:       Right   20/                       Left   20/__________               
Comments:_______________________________________________________________

**************************************************************
INFORMATION TO SCHOOL NURSE FROM OPTOMETRY CLINIC
 
1.    Vision without glasses:                OD    20/                         OS    20/ ____         
2.    Vision corrected to:                    OD    20/                         OS    20/_____          
3.    Ocular health:                            ______Normal        ______ Abnormal
4.    Extraocular muscle balance:         ______Normal        ______ Abnormal
5.    Heterophoria/Heterotropia:          ______  No Deviation       ______ Deviation
Comments:___________________________________________________________
6.    Are glasses to be worn at all times?       Yes _________       No _____________
7.    Specific recommendations (reading glasses only, etc.) _____________________
8.    Future clinic appointment date? _______________________________________
                                                    ______________________________________
                                                                   Examiner/Date
1) Original to physician    2) Copy returned to school nurse    3) Copy for student file
HEARING SCREENING REFERRAL                                                           AUGUST 2001               H.4.2
 
 
[insert school letterhead]
Office of the School Nurse
          
HEARING SCREENING REFERRAL
 
Date: _____________________
 
To: Parents of _________________________________  
 
School health officials have checked your child’s hearing. The findings indicate the following:
_____ Your child should be scheduled for a complete examination by your primary
               health care provider.
_____ Your child should be scheduled for an audiology exam.
 
1.    Return the form completed by the physician/audiologist to the school nurse after your child has been evaluated.
2.  If you have any questions concerning the screening results or any problem getting an appointment, please contact [insert name and school number].
 
3. School Audiogram Results (Record dB that each Hz was heard)
	RIGHT
	 
	LEFT
	 

	 500 @
	2000 @
	  500 @
	2000 @

	1000 @
	4000 @
	1000 @
	4000 @


                   
History:  OTM ____    Fluid ____    E.T. Dysf. ____   Tubes ____   Not Known ____
Tympanomatry:  Type A ______  Type B ______   Type C ______   Not Done ____
OAE:  Pass _______   Fail _______    Not  Done _______
Visual Inspection:  Canal ___________________    T.M. _________________________
 
Comments:______________________________________________________________
 
INFORMATION TO SCHOOL NURSE
 
1.    Assessment: __________________________________________________
2.    Plan: ________________________________________________________
3.    Recommendations: _____________________________________________
4.    Follow-up scheduled/due on: _____________________________________
5.    Needs repeat audiogram __ or tympanogram __ on___________________
 
________________________________
                                                                        Physician’s signature         Date
 
1) Original to physician    2) Copy returned to school nurse     3) Copy for student file
 
SCOLIOSIS SCREENING REFERRAL                                                        AUGUST 2001               H.4.3
 
 
[insert school letterhead]
Office of the School Nurse
 
SUBJECT:  Scoliosis Screening Referral
 
TO:   Parents of ______________________________
 
1. Your child was screened at school for possible spinal problems. The findings indicate that further examination is recommended. See back of form for screening results.
 
2. Please make an appointment with your primary care physician. After the appointment, return the form completed by the physician to the school nurse.
 
3. If you have any questions concerning the screening results or any problem obtaining an appointment, please contact the school nurse at [insert local telephone number].
 
 
***********************************************************************
 
INFORMATION TO SCHOOL NURSE
 
1. Assessment: 

______________________________________________________________________
 
2. Plan: 
 
______________________________________________________________________
 
3. Recommendations: 
 
_____________________________________________________________________
4. Follow-up scheduled/due on: 
 
___________________________________________________________
 
 
________________________________________
               



Physician’s signature               Date
 
1) Original to physician    2) Copy returned to school nurse     3) Copy for student file
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DENTAL SCREENING REPORT                                                        AUGUST 2001               H.4.4
 [insert school letterhead]
          Office of the School Nurse
SUBJECT:  Dental Screening Report
TO: Parents of

[place student label here]

As part of the [insert name of school]’’s preventive dentistry program for children, your child has had his/her teeth visually inspected today. This exam is intended to identify dental problems that are visible to the eye and is not a substitute for a regular dental examination at the dental clinic. No x-rays were taken.

YOUR CHILD:

· has no visible dental problems; should still have regular check-ups to include dental x-rays.

· has some visible dental problems; should be seen at the dental clinic for a thorough examination.

· has been noted to have severe dental problems that require immediate attention.

Make an appointment for your child at the dental clinic listed below to which the sponsor is assigned. If your child has been noted to have severe dental problems and is currently not under treatment, please call or visit the clinic as soon as possible to begin treatment before your child has a dental emergency.

[Insert name and phone number of local dental clinic.] 

KEEP YOUR SMILE HEALTHY!!!

1. Brush and floss your teeth every day. Children under 8 should get help from an adult at least once a day.

2. Reduce the frequency of sugary snacks and drinks.

3. Use fluoridated water and toothpaste to strengthen your teeth and prevent cavities.

4. Make a date and don’t be late! See your dentist every year!  

HEALTH SCREENING RECORD, STUDENT                                                        AUGUST 2001               H.4.5
STUDENT HEALTH SCREENING RECORD
 

Student: _________________________ Birth Date: _____________________

Medical Concerns: ________________________________________________

                                                               
	GRADE/
DATE
	HT
	WT
	VISION
R/L
	HEARING
R/L
	SCOLIOSIS
	DENTAL
	SPORTS PHYSICAL
	COMMENTS

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


 
 

	Code:
P – Pass

F – Failed
R – Refer
U – Unable to Test

D – Deferred

N/A – Not Applicable


 
 
 
 
 
 
                                                                                                
STUDENT HEALTH REFERRAL                                                    AUGUST 2001                                  H.4.6
 
STUDENT HEALTH REFERRAL 
 
Name: ___________________________________ Date:___________ Time Sent: _______
Referring Adult:____________________________________________________________
 

Complaint:  (Specified by student, teacher, or parent) 
____ Asthma                

 ____ Headache              ____ Sore throat                        ____ Burn
____ Head injury         

 ____ Joint injury            ____ Cut/laceration                  ____ Insect bite 
____ Possible fracture  
 ____ Earache                 ____ Stomach discomfort          ____ Eye problem
____ Seizure                 
 ____ Cold symptoms      ____ Possible fever                  ____ Skin problem
____ Vomiting/diarrhea  
 ____ Personal    
   ____ Other: _______________________________
Comments: ______________________________________________________________
Observations: ____________________________________________________________________________________
Vital Signs:   @ ______    Temp _______ BP _______  Pulse _______  Resp _______   LOC _______ PERRLAEOM _______
(as needed)   @ _______    Temp _______ BP _______ Pulse _______  Resp _______   LOC _______ PERRLAEOM ______
 
Nursing Diagnosis (NANDA): __________________________________________________________
Plan: ________________________________________________________________________________
Intervention (NIC):___ Rested ___ Elevation ___ Wound care ___ Injury immobilized ___ Cold application ___ Observed
Other___


Health Counseling: ________________________________________________________
 
Evaluation (NOC): _________________________________________________________
 
Resolution:      _____ Return to class  @ _______________
                        _____ Return to class for belongings. Send back to nurse’s office.
                        _____ Remain in nurse’s office  



 _____ Referral to physician 
 
Parents Notified: ___ No  ___ Yes Telephone @ ______ Message left with_____________________ 
     
     ___Note sent home 
Please:
           [   ] Observe for______________________________________________.
           [   ] Have your child evaluated by a licensed health care provider. (Form attached) 
           [   ] Read attached health information. 
 
Readmittance criteria:
            a.  Fever free for 24 hours after school exclusion for temperature 100° F or higher
b.  No significant nausea, vomiting, or diarrhea for 24 hours
c.  Chicken pox (Varicella) lesions crusted and dry, at least 5–7 days from onset
            d.  Lice treatment initiated
            e.  Impetigo lesions covered and under care of medical provider
            f.  Conjunctivitis, signs of infection have cleared
            g.  Ringworm covered, under care of medical provider
            h.  Scabies, 8 hours after first prescribed treatment
 [Insert name and title] 
 
1) Retain original in nurse’s office      2) Copy for parent/physician   3) Copy for teacher
MEDICAL REFERRAL                                                                             AUGUST 2001               H.4.7
  
[insert school letterhead]
Office of the School Nurse
 
DATE  _____________________
 

Dear Health Care Provider,

 
_______________________________________ was seen in the school nurse’s office. Please evaluate and ask parents to return this form to the school nurse. If you have any questions, please call me at [insert school phone number]. 

 Thank you.

[insert school nurse name].  
HEALTH CARE PROVIDER EVALUATION

 
S:_____________________________________________________________________
_________________________________________________________________
_________________________________________________________________
O:_____________________________________________________________________
_________________________________________________________________
_________________________________________________________________
A:_____________________________________________________________________
_________________________________________________________________
_________________________________________________________________
P:_____________________________________________________________________
_________________________________________________________________
_________________________________________________________________

When may the student return to school? ______________________________________
 
DoDEA criteria for readmittance to school:
            a. Fever free for 24 hours after school exclusion for temperature 100° F or higher
b. No significant nausea, vomiting, or diarrhea for 24 hours
c. Chicken pox (Varicella) lesions crusted and dry, at least 5–7 days from onset
            d. Lice treatment initiated
            e. Impetigo lesions covered and under care of medical provider
            f.  Conjunctivitis, signs of infection have cleared
            g. Ringworm covered, under care of medical provider
            h. Scabies, 8 hours after first prescribed treatment
 
Any restrictions/limitations for physical education?  NO         YES    (Please explain)
_______________________________________________________________________
 
Will medications be needed during the school day?     NO     YES
(If yes, please complete the attached form.)
 
Health Care Provider Signature/Stamp______________________________________Date________________ 
ADAPTIVE PHYSICAL EDUCATION RECOMMENDATIONS                        AUGUST 2001               H.4.8
 
 
[insert school name]
Office of the School Nurse
 
ADAPTIVE PHYSICAL EDUCATION RECOMMENDATIONS
 
 
Name: _____________________________________ Birth Date: _________________
 
Teacher: ___________________________________ Grade:_____________________
 
 
To Be Completed by Physician
 
Diagnosis or description of condition _______________________________________________________________________
 
_______________________________________________________________________
 
Condition is: _____ Permanent                       _____ Temporary
 
If temporary, when may unrestricted activity resume? _______________________________________________________________________
 

Functional restrictions
This condition is such that the intensity and type of activities should be restricted as follows: 

_____ No competitive sports allowed. 
_____ Activities should stop short of excessive fatigue or undue stress.
_____ No contact sports allowed; other activities allowed.
_____ Moderate exercise allowed, with all running, jumping, and gymnastics excluded.
_____ Minimal activity allowed; training in coordination only; simple nonstrenuous activity.
_____ Avoid activities involving the following areas or extremities:
_____ Recommended exercise: _______________________________________________________________________
          

________________________                                            ______________________
Signature/Stamp of Physician                                             Date
 
 
Please call [insert name and school phone number] if you have any questions. 
 
REQUEST FOR SPECIALIZED HEALTH CARE PROCEDURE              AUGUST 2001               H.4.9
 
 
[insert school name]
Office of the School Nurse
 
 
PARENTS’ REQUEST FOR SPECIALIZED
HEALTH CARE PROCEDURE
 
 
 
We/I, the undersigned parent(s)/guardian(s) of __________________________________,
 
request that the following specialized physical health care service be administered to our/my child.
_______________________________________________________________________
_______________________________________________________________________
(Name/type of service)
 
 
It is our/my understanding that the service will be administered using a standardized procedure. 
 
 
We/I will notify the school immediately if the health status of our/my child changes, if we/I change physicians, or if the procedure is changed or canceled.
 
_____________________________________________________
Signature of Parent/Guardian                        Date
 
Parent daytime phone numbers:

Sponsor:      __________________________________________

Spouse:
__________________________________________
Home:          __________________________________________

Cell:             __________________________________________

Cell:

__________________________________________

 
 
 
 
FRONT
 
 
PHYSICIAN AUTHORIZATION FOR SPECIALIZED 
HEALTH CARE PROCEDURE
 
 
Student’s Name: ________________________________ Date of Birth:______________
 
 
1.    Physical condition for which the standardized procedure is to be performed: ____________________________________________________________________
2.    Name of standardized procedure: ______________________________________
3.    Individualized instructions: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4.    Precaution, possible untoward reactions, and interventions: ____________________________________________________________________
5.    Time schedule and/or indication for the procedure: ____________________________________________________________________
6.    The procedure is to continue until: _______________________________________
 
______________________________                                           _______________
Signature/Stamp of Physician                                                       Date
 
 
 
 
 
 
 
 
 
PATIENT ASSESSMENT CHECKLIST                                                  AUGUST 2001               H.4.10
PATIENT ASSESSMENT CHECKLIST 

(To be completed by the attending school nurse or designee)  
 
NAME OF VICTIM:  ____________________________________________
 
DATE:  ______________________                 TIME:  ________________
 
SIGNATURE & TITLE OF RESPONDER:  ____________________________
 
 
	Primary Survey
	Yes
	No

	Airway/Cervical Spine Stabilization
	 
	 

	          Open airway (jaw thrust/chin lift)
	 
	 

	          Remove debris
	 
	 

	          Airway adjuncts
	 
	 

	          Stabilize cervical spine (manual alignment)
	 
	 

	Breathing
	 
	 

	          Look, listen, feel
	 
	 

	          Rate, symmetry
	 
	 

	          Auscultate breath sounds
	 
	 

	Circulation
	 
	 

	          Palpate carotid
	 
	 

	          Palpate radial (second responder)
	 
	 

	          Jugular vein distention
	 
	 

	          Skin temperature and color
	 
	 

	Disability/Limited Neuro Exam
	 
	 

	           Level of consciousness
	 
	 

	           AVPU
	 
	 

	                 Alert
	 
	 

	                 Verbal response
	 
	 

	                 Pain response
	 
	 

	                 Unresponsive
	 
	 

	Expose/Examine
	 
	 

	             Expose/undress patient as needed
	 
	 

	Fahrenheit/Keep Patient Warm
	 
	 

	Vital Signs
	 
	 


 
 

FRONT
 
 
	Secondary Survey (Head to Toe) [AU: OK? First part says “Primary Survey.”]
 
	YES
	NO

	Head and Face
	 
	 

	          Soft tissue injury
	 
	 

	          Bone deformity/loose teeth
	 
	 

	          Exposed bone or tissue
	 
	 

	          Eye movement/pupillary response/PERRLAEOM
	 
	 

	          Ear drainage/avulsion/bruise
	 
	 

	          Nasal drainage
	 
	 

	          Tenderness/pain
	 
	 

	Neck
	 
	 

	          Soft tissue injury
	 
	 

	          Impaled objects
	 
	 

	          Tenderness/pain
	 
	 

	          Tracheal deviation
	 
	 

	          Jugular vein distention
	 
	 

	Chest/Thorax
	 
	 

	          Soft tissue injury
	 
	 

	          Rise and fall during respirations/symmetry
	 
	 

	          Auscultate breath sounds
	 
	 

	          Auscultate apical heart rate
	 
	 

	          Tenderness/pain
	 
	 

	          Impaled objects
	 
	 

	Abdomen/Flank
	 
	 

	          Soft tissue injury
	 
	 

	          Impaled objects
	 
	 

	          Tenderness/pain
	 
	 

	Pelvis/Genitalia
	 
	 

	          Soft tissue injury
	 
	 

	          Impaled objects
	 
	 

	          Bony deformities
	 
	 

	          Urge to void
	 
	 

	          Tenderness/pain
	 
	 

	Extremities
	 
	 

	          Soft tissue injury
	 
	 

	          Deformity
	 
	 

	          Color
	 
	 

	          Sensation
	 
	 

	          Range of motion
	 
	 

	          Tenderness/pain
	 
	 

	          Pulse
	 
	 

	Posterior
	 
	 

	          Log roll with manual cervical spine alignment
	 
	 

	          Deformities
	 
	 

	          Soft tissue injury
	 
	 

	          Tenderness/pain 
	 
	 

	Vital Signs
	 
	 


 
VICTIM RELEASED TO: _____________AT: _______________BY:___________

    HEAD INJURY                                                                                       AUGUST 2001               H.4.11
[Insert School letterhead]
Office of the School Nurse
 

HEAD INJURY SHEET
 
 
Date:___________
Dear Parent,
 
____________________________________was seen today for an injury to the head.
 
Time_______________________ Place_______________________________________
 
Part of the head receiving blow _____________________________________________
 
Description of incident _______________________________________________________________________
_______________________________________________________________________
 
Your child was observed at school for the following symptoms, and no problems were noted.
Please continue to watch for any of the following symptoms:
 
1. Severe headache (Do NOT give aspirin, Tylenol, or other pain relievers to mask symptoms.)
 
2. Excessive drowsiness (Awaken the child at least twice during the night.)
 
3. Nausea and/or vomiting
 
4. Double vision, blurred vision, pupils of different sizes, or pupils that do not constrict when a light is shone in them
 
5. Loss of muscle coordination, such as falling down, walking strangely, or staggering
 
6.  Any unusual behavior such as being confused, breathing irregularly, or feeling dizzy
 
7.  Convulsion
 
8.  Bleeding or discharge from the ear, nose, or throat
 
CONTACT YOUR LOCAL MEDICAL FACILITY IF YOU NOTICE ANY OF THE ABOVE SYMPTOMS.
 
[insert school nurse name and phone number] 
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DATA REQUIRED BY THE PRIVACY ACT OF 1994

PRINCIPAL PURPOSE: Information is used by DA personnel to: (1) verify child health status of immunization per admission requirements; (2) note special
program considerations or restriction on child participation; (3) execute emergency medical procedures for chronic illnesses/conditions; (4) refer child for
enroliment in Exceptional Family Member Program. ROUTINE USES: No information is disclosed outside DOD. DISCLOSURE: Information is voluntary;

however, if information is not provided, individuals may not be able to participate in community activities.

NAME OF SPONSOR DEROS TELEPHONE (HOME) TELEPHONE (DUTY)

SPONSOR UNIT ADDRESS SPONSOR SSN SPOUSE'S WORK PHONE

CHILD HEALTH INFORMATION (SPONSOR)

NAME OF CHILD BIRTH DATE SEX

HAS YOUR CHILD BEEN UNDER THE SUPERVISION OF A PHYSICIAN? (IF YES EXPLAIN CIRCUMSTANCES AND CURRENT STATUS)

IS CHILD ENROLLED IN EXCEPTIONAL FAMILY MEMBER PROGRAM NO / YES LAST UPDATE:

IMMUNIZATIONS
DATE DATE DATE DATE DATE DATE
DTP/DTaP D
HIB PPD

POLIO

HEP B INFLUENZA

MMR HEP A

VARICELLA OTHER
MEDICAL HISTORY
YES = NO YES NO

1. ANY HOSPITALIZATION OR OPERATIONS 14. HEAT STROKE OR EXHAUSTION
2. ALLERGIES TO MEDICINE OR INSECT BITES 15. BROKEN BONES OR SPRAINS
3. SPEECH OR DEVELOPMENTAL DELAYS 16. JOINT INJURIES (ANKLE / KNEE / WRIST)
4. VISION PROBLEMS (GLASSES / CONTACTS?) 17. REQUIRED RESTRICTED PHYSICAL ACTIVITY
5. EAR OR HEARING PROBLEMS 18. FAMILY HISTORY OF DEATH LESS THAN AGE 40
6. SEIZURES OR CONVULSIONS 19. FAMILY HX OF HEART DISEASE/STROKE < AGE 55
7. DIZZINESS OR FAINTING WITH EXERCISE 20. FAMILY HX OF HIGH CHOLESTEROL
8. HEADACHES 21. FAMILY HX OF CANCER
9. HEAD INJURY OR LOSS OF CONSCIOUSNESS 22. DENTAL OR ORTHODONTIC BRACES
10. NECK OR BACK INJURY 23. CHICKEN POX (IF YES, DATE: )
11. ASTHMA OR DIFFICULTY BREATHING 24. ROUTINE OR DAILY MEDICATIONS (LIST BELOW)
12. HEART OR BLOOD PRESSURE PROBLEMS 25. FEMALES: AGE OF FIRST PERIOD:
13. CHEST PAIN WITH EXERCISE 26. OTHER PROBLEMS (LIST BELOW):

IF YOU ANSWER YES TO ANY OF THE ABOVE, PLEASE EXPLAIN:

| GIVE PERMISSION FOR MY CHILD TO HAVE THE FOLLOWING DONE: YES NO

1. RECEIVE A PPD (SKIN TEST FOR TUBERCULOSIS)

2. RECEIVE ANY IMMUNIZATION(S) NECESSARY

3. RECEIVE A HEALTH SCREEN EXAMINATION FOR SPORTS/SCHOOL/SCOUTS/CDS/OTHER

4. RECEIVE EMERGENCY MEDICAL CARE DURING SCHOOL OR ORGANIZATIONAL ACTIVITIES INCLUDING CDS

TYPED OR PRINTED NAME OF PARENT OR GUARDIAN SIGNATURE OF PARENT OR GUARDIAN

Page 1 of 2 MCEUH OP 34, May 00 (MRRC Approved: 3 May00)
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H.5     Memorandums for Teachers

CONFIDENTIAL HEALTH PROBLEMS                                                                                 AUGUST 2001                    H.5.1
 
 
[insert school name]
Office of the School Nurse
 
TO:  Department Head/Grade-Level Chairpersons
 
FROM:  [insert school nurse name”]

SUBJECT:  CONFIDENTIAL HEALTH PROBLEMS
 
The attached list is a CONFIDENTIAL LIST of students with chronic health problems. The purpose of preparing this list is NOT to make you worry excessively about a student, but to alert you to the fact that the student could have a potential problem in your class. In other words, if the student looks ill and/or requests a pass to see me, please allow him or her to go to the health office without undue delay.
 
Because students with problems are often very sensitive about being “different,” it is usually better NOT to ask the student about his or her problem in the classroom setting. If you would like additional information about the student or what to do in case of emergency, please see me before asking the student further questions.
 
This list is not a complete list of students with health problems. Students with minor problems have been omitted. If there is anyone not on this list you would like to discuss with me, please contact me. Please circulate this list in your department/grade level. Each teacher may copy information about students that she or he has in a class or an activity. Teachers should then file the information. Remember that this is CONFIDENTIAL INFORMATION.
 
Each teacher in the department/grade level should sign below indicating that they have reviewed the list. After everyone has signed the list, the department head/grade-level chairperson should return the list to [insert school nurse name] in the health office.
 
 
Signature of department/grade-level members and date

 
 Please note: This form is not recommended as a teacher notification method if a computer program is available to create confidential lists for teachers on an individual basis.
CONFIDENTIAL HEALTH CONDITION, STUDENT                           AUGUST 2001               H.5.2
 
 
[insert school name]
Office of the School Nurse
 
 
TO:  Classroom Teacher/Specialist
 
SUBJECT:  Confidential Health Record
 
STUDENT’S NAME: _____________________________________________________
 
This student has the following medical problem(s):
 
___Activity restrictions: ________________________________________________
___Allergic to: _________________________________________________________
___Asthma triggers: ___________________________________________________
___Attention Deficit/Hyperactivity Disorder
Medications @ _____________________________________________________
___Emotional problems: _________________________________________
___Frequent ear infections: _______________________________________
___Frequent nose bleeds: ________________________________________
___Visual impairment: __________________________________________
___Hearing loss: _______________________________________________
___Heart condition: ____________________________________________
___Medication daily for________________________________________
___Medication PRN (as needed) for________________________________
 
Additional information: _____________________________________________________________________________________________________________________________________________________________________________________________________________________
 
Please see me for further information.
 
 
_______________________________________
[insert name and title]
 
 

 

 

 

 

 

 

 

BEHAVIORAL CHECKLIST FOR SUSPECTED CHEMICAL ABUSE    AUGUST 2001               H.5.3
 
 
[insert name of school]
Office of the School Nurse
 
 
 
 
STUDENT: ________________________________________________________ DATE: _____________
 
Teacher/Staff Member:_______________________________________________________
Check behaviors that you have witnessed and please document whenever possible. Use the back of this form if you prefer a narrative style of reporting what you know, or if you have other information that you feel may be important in our efforts to help this student.
 
_____ Tardy 

# _____ excused 
# _____ unexcused
_____  Absent

# _____  excused 
# ______ unexcused
 
Smells of:  
__ Ether/acetone, other “chemical” odor               __ Cigarettes
__ Alcohol                                                         __ Mouthwash
 
Frequent requests to leave classroom:
__ Lavatory        __ Phone           __ Nurse           __ Counselor     __ Locker          __ Office
 
Behaviors displayed in the school setting:     
__ Falling asleep




__ Frequent request for schedule change
__ Slurred speech




__ Dramatic attention-getting behaviors
__ Incoherent





__ Negative change of friends
__ Stumbles





__ Talks frequently of drug/alcohol use
__ Unsteady gait




__ “Reacts” when drugs are mentioned
__ Sunglasses worn indoors



__ Name is often heard in connection       
__ Bad hygiene                                                             
 with drug/alcohol use
__ Eyes red or glassy




__ Concern expressed by other students
__ Sweaty





__ Homework not completed/sporadic
__ Nonresponsiveness




__ Declining grades
__ Lack of motivation                                                      
From _______________
__ Negative change of dress                                           
To __________________
__ Defensiveness




__ Carelessness about appearance
__ Withdrawn; loner




__ Cheating
__ Erratic behavior from day to day


__ Fighting
__ Students “recognize” this student


__ Sudden outbursts; verbal abuse
     when drugs are mentioned or discussed

__ Poor work performances
__ Unusual bruises, sores, or indications of

__ Nonproductive
     self-inflicted injury




__ Obscene language or gestures
__ Class interruptions for this student                   
Other behaviors of concern:______________________________________________________
 
__________________________
Teacher/Staff Member Signature
H.6     Notices to Parents/Sponsors

PARENT NOTICE OF SCOLIOSIS SCREENING                                           AUGUST 2001               H.6.1
 
[Insert school letterhead]
Office of the School Nurse
 
 
                                                                                      Date_________________
 
 
Dear Parents:
 
          This year, along with routine vision, hearing, and height and weight screening, there will be a posture screening of grade [insert grade level to be screened] for possible spinal problems, particularly scoliosis. Scoliosis is the medical term for sideward curve of the spine. It usually begins in the growing years of life, most commonly in adolescence, and affects at least 600,000 American children from the ages of 10 to 15. An estimated 10 out of every 100 children will develop scoliosis and 1 to 3 of these 10 will require active treatment. Girls are affected 8 to 10 times more often than boys. In 80 to 85 percent of the cases, the cause is unknown. A progressive disease, it can lead over the years to pain, crippling, heart and lung complications, and severe deformity.
 
When this condition is detected early, severe spinal deformities can be prevented. Interest in school screening is growing nationwide, and several state legislatures have passed laws requiring school screening.
 
The procedure is simple. I will look at the student’s back as he or she stands and bends forward. Students are asked to wear pants and loose fitting T-shirts on screening day. Girls may wear bathing suit tops under a T-shirt if that would make them feel more comfortable.
 
If your child has a beginning or observable curvature, you will be notified and asked to have your child examined further by a physician.
 
Scoliosis is not rare, and early detection is possible though this program. If you have any questions, feel free to call me at school [insert school phone number].
 
 
                                                                                 [insert name and title]
 
 
 
 
 
 
PARENT NOTICE OF PEDICULOSIS                                                          AUGUST 2001               H.6.2
 
 
[Insert school letterhead]
Office of the School Nurse
 
 
Date:______________________
 
RE:  Pediculosis/Head Lice
 
Dear Parent or Guardian,
 
Your child, ________________________, has symptoms of pediculosis—infestation with head lice. Even though lice do not jump or fly, they can be spread from one child to another when children share combs, brushes, clothing, and hats. An infestation of head lice can happen to anyone. It is not a sign of poor health habits or lack of cleanliness.
 
To control the spread of head lice, your child may return to school after he/she has been treated with a pediculocide shampoo. This is only the first step. The brushes and combs your child has used within the last week will need to be soaked in the pediculocide shampoo for one hour. Bedding, clothing, and hats must be laundered in very hot water (120°) on the same day or evening that your child is treated. As a precaution, stuffed animals, pillows, or other items that cannot be washed should be placed inside a plastic bag and sealed for one week. Ideally, nits should be removed. If not, reshampooing in 7 to 10 days is vital to kill newly hatched lice.
 
Working together, we can meet this challenge. I am available to discuss any questions you may have concerning this matter. Please call me at  [insert school number].
 

[insert school nurse name]
 
 
Please complete the following and bring your child and this form to the school office when she/he returns to school.
 
_______________________                                   ___________________________
Child’s name                                                          Date of first shampooing
 
_______________________                                   ___________________________ Parent’s signature                                                   Name of treatment/shampoo
 
 
 
 
ADDITIONAL MEDICAL INFORMATION, REQUEST FOR                AUGUST 2001               H.6.3
 
 
[insert school name]
Office of the School Nurse
 
 
 
 
 
TO:             Parents/Sponsor of: ___________________________________
 
FROM:         [insert your name & title]
 
SUBJECT:   Additional Medical Information
 
On the Student Health History form, it was indicated that your child has            ________________________________________________________________. 

In order to better understand your child’s needs, more information is requested. I would appreciate any additional information you could give me concerning this condition.
 
Medical information, including medications, hospitalizations, surgeries, etc.:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
_____________________________                   ____________________
Parent Signature                                                 Date
 
 
 
 
 
 
 
 
 
 
H.7     Accident/Injury Reports
 
 Refer to Users Guide for Accident/Injury Reports (A/IR), August 2001, for information and current reporting forms. Available at www.odedodea.edu.

Consult with your district’s safety and security officer for the most current DoDEA  4801 form.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 A.8     Asthma Documentation and Forms
 
  PARENT LETTER, PEAK FLOW MONITORING                                           AUGUST 2001               H.8.1
 
 
[insert school letterhead]
OFFICE OF THE SCHOOL NURSE
 
 
DATE: _________________MEMORANDUM 

TO: Parents/Sponsor of___________________________________
SUBJECT: Asthma
 
An indication was made on your child’s health record that he/she has asthma. In order to understand your child’s needs, more information is requested. Please take a few moments to fill out the enclosed questionnaire. Take special care to include the names of medications your child takes, even if they will not be taken at school. If you are unsure as to whether or not information would be important, please list it anyway. The more information we gather, the more prepared we will be in case an emergency arises. 
 
Our goal is to keep asthmatic children in school as much as possible. Prompt and appropriate treatment is only possible if the school is aware of the treatment regime your child is receiving and has the medication available for administration in the school setting. 
 
Prompt treatment of asthmatic attacks shortens the duration and severity of the attack. The use of peak flow monitoring has been useful in the early treatment of asthma attacks, thus reducing the severity of the attack. A peak flow monitoring program will begin for your child. A baseline is established using your child’s age and height. This baseline will be used to determine the extent of respiratory involvement and the need for PRN medication. 
 
All medications administered at school require signed parent permission and signed doctor’s instructions. INHALERS ARE PRESCRIPTION MEDICATIONS. Please bring to school your child’s medication in a pharmacy-labeled container along with the required “Medication During School Hours” consent form (copy attached) signed by you and the child’s primary physician. 
If you would like more information regarding asthma care, please feel free to call me at school [insert school phone number]. The last page of this packet is a reference list for parents. Accurate, up-to-date information may be ordered using the attached form. 
[insert name and title] 
 
 
 
REFERRAL TO PHYSICIAN                                                         AUGUST 2001               H.8.2
[insert school letterhead]
Office of the School Nurse
 
 REFERRAL FOR RESPIRATORY EVALUATION
 
 
 
Name:_________________________________________Date:__________________
History:
            [  ]  No known history of respiratory problems
            [  ]  History of asthma/respiratory problems (list when)___________________
[  ]  Has asthma
            [  ]  Currently having asthma exacerbation
            [  ]  Allergies (list)________________________________________________
Current Status:
S: __________________________________________________________________
O: 
   Peak Flow Reading   100-80%_____    80-65%_____    65-50%_____   50%______
   Respiratory Rate___________________         Pulse Rate______________________
            [  ]  Coughing



[  ]  Rhinitis
            [  ]  Wheezing



[  ]  Shiners
            [  ]  Retractions


[  ]  Other __________________________
A: __________________________________________________________________
P:         [  ]  Start peak flow monitoring program at school & home
[  ]  Asthma information to parent
            [  ]  Refer for asthma education 
            [  ]  Refer to MTF for further evaluation
********************************************************************
 
For the physician:
 
S:__________________________________________________________________
O:__________________________________________________________________
A:__________________________________________________________________
P:         [  ]  No treatment at this time, but recommend _________________________
            [  ]  Prednisone burst (# days)_____ _________________________________
            [  ]  Nebulizer treatment (how many) ________________________________
            [  ]  New medications prescribed (attach permission & plan)
            [  ]  F/U on (date) _______________________________________________
            [  ]  Refer to asthma education class
            [  ]  Asthma management plan (attach)
            [  ]  Referral to __________________________________________________      
 
 
 
______________________________                                    ______________________
Physician Signature/Stamp                                                    

Date
 
 
 
 
 
 
 
ASTHMA MANAGEMENT PLAN                                                  AUGUST 2001                             H.8.3
[insert school name]
Office of the School Nurse
 
ASTHMA MANAGEMENT PLAN
 
INDIVIDUALIZED PEAK FLOW GUIDELINES 
SCHOOL/HOME INSTRUCTIONS
 
 
______________________________________________ (child’s name) is being treated by
________________________________________________ (physician’s name & phone #).
 
Severity Level:       mild intermittent /  mild persistent /  moderate persistent /severe persistent 
Asthma Triggers: ___________________________________________________________
Date: ___________________

Personal Best Peak Flow: __________________

Peak Flow Readings: 100-80% _______ 80-65%________ 65-50% _______ <50% ______
 
When using a peak flow meter to measure lung function, follow these instructions:
 
         If the meter reading is between 100-80%, the following actions are to be taken:
       Daily long-acting medicine                                     Dose                 Time
1. ______________________________
__________
__________   
2. ______________________________   
__________   __________
       No restricted activities.
       No short burst medicines administered @ school.
 
         If the meter reading is between 80-65%, the following actions should be taken:
       Continue daily medications listed above.
       Add adrenaline-like/short burst medicine: __________________
_____ puffs
       Give three to six times in 24 hours.
       Continue until peak flow is above 80% for two days.
       Activities: restricted/not restricted. (Circle one.)
       Additional medications to be given:
                                    Medicine                                                                      Dose                Time
1.     ___________________________________________   __________   _________
2.     ___________________________________________   __________   _________
 
         If meter reading is between 65-50%, the following actions should be taken:
       Continue adrenaline-like medication.
       If meter reading continues in this zone, notify sponsor @ ________________________ or spouse @ _______________________,  emergency contact @ ______________________
       Activities restricted.
 
         If the meter reading is in the 50% range or below and the child is experiencing respiratory distress, contact the parent or doctor immediately.
 
 
____________________________                            _________________________________
Parent signature                                                         Physician signature and date
 
 
 
 
ASTHMA INFORMATION, REQUEST FOR                         AUGUST 2001                                   H.8.4
[insert school name]
Office of the School Nurse
 
REQUEST FOR ASTHMA INFORMATION
 
Student’s Name ___________________ Date of Birth __________ Date _________
Sponsor _________________________Teacher/Grade ______________________
 
How long has your child had asthma? ____________________________________
 
Describe last asthma attack (what happened, how long it lasted, how it was treated).
__________________________________________________________________
__________________________________________________________________
 
How often does child have an attack requiring an emergency visit to the doctor or hospital?           [   ]  weekly            [   ]  monthly            [   ]  yearly            [   ]  never
 
What usually triggers your child’s asthma?  (Check all that apply.)
[    ]  illness                     [   ]  exercise           [    ]  emotions               [    ]  foods
[    ]  smoke/odors         [   ]  weather           [    ]  medications          [    ]  allergens         
 
Has your child ever had allergy testing?___ No___ Yes     Allergies: (list)______________________________________________________________
 
Is your child exposed to second-hand smoke?___ No           ___ Yes
 
Do you use a peak flow meter at home? ___ No___ Yes    Best volume results ____
 
List all asthma medications taken. Include as needed inhalers & steroids:
__________________________________________________________________
__________________________________________________________________
Other medications taken: __________________________________________________________________
 
What is the severity of your child’s asthma?  [   ] mild intermittent     [   ] mild persistent
                                                                           [   ] moderate persistent     [   ] severe persistent
 
Have you or your child ever attended an asthma class?  _____ No          _____ Yes
 
Do you have an asthma management plan?                     _____ No            _____ Yes
If yes, please attach a copy.
 
If you would like to provide other information, or if you have questions, please write on the reverse side of this form. Thank you for this valuable information.

__________________________________
Parent signature and date

 
H.9     ADHD Documentation and Forms
 
 REFERRAL, TEACHER TO NURSE                                                            AUGUST 2001               H.9.1
ADD/ADHD REFERRAL

(To be completed by teacher and returned to nurse)
Date__________________
TO: _____[Insert teacher’s name]________________    
 
FROM: ___[Insert school nurse’s name]____________               
              
_________________________________ has been referred for an ADHD evaluation.
Part of that evaluation will include a health assessment. To complete the assessment, I need to ask the following:
 
1)     Length of time you have worked with student:  ________________________.
 
2)     This student is being referred for: (Check all that apply.)
· Inattention
· Hyperactivity
· Impulsivity
· Aggressive behaviors
 
3)   The following indicators have been observed in the classroom: (Check all that apply.)
a.      Impaired thought process related to:
        inability to consistently process input
        shortened attention span
        decreased ability to exert mental effort
        decreased ability to selectively focus, concentrate
b.     Self-esteem alteration:
        behaviors—impulsivity, aggression, and inability to self-control
        inadequate peer relationships
        internalization of negative feedback
        self-perception that s/he is more tense, restless than peers
        stigma of feeling “different” or singled out 
c.      Ineffective coping skills related to:
        decreased ability to plan
        decreased ability to self-limit behaviors
        decreased ability to anticipate consequences of actions
        decreased ability to generate several options of possible response to a stimulus
        increased risk-taking behaviors
d.     Sensory-perception alteration related to:
        decreased ability to sort for relevant data
        decreased ability to focus on the appropriate data
        decreased ability to choose which sensory data to consider relevant
        decreased rate of processing or incomplete processing of sensory inputs
Thank you for completing the form. Please return as soon as possible.
HEALTH ASSESSMENT, INDIVIDUALIZED, ADD/ADHD REFERRAL                       AUGUST 2001   H.9.2
[insert school letterhead]
Office of the School Nurse
INDIVIDUALIZED HEALTH ASSESSMENT
 
NAME:                                                DATE OF BIRTH:
PREPARED BY:  
SUBJECTIVE:
’s teacher has tried many classroom modifications for . H continues to experience difficulties in the classroom. There is a concern for h academic progress. The teacher is referring h for problems with inattention, hyperactivity, impulsivity, and aggressiveness.
OBSERVATIONS:
seems to be an active, alert  year  month old . H will make eye contact and is cooperative. H speech is clearly enunciated and in proper syntax. H appears to be well nourished. Clothing is clean, neat, and appropriate to place, age, and weather. Skin is warm and dry, hair clean, eyes clear. H moves about freely. Normal response for all soft neurological signs. Vision (near and distance acuity) is WLN, and PERRLAEOM. Hearing screening results are within normal limits (all frequencies @ 20dB), TM’s clear, landmarks present. 
Immunizations meet DoDDS minimum requirements. There were no medical concerns noted on the health history completed by the parents at registration. Receives medications at school for . 
ASSESSMENT: Based on information received from the teacher, may be experiencing:
1) impaired thought process related to: inability to consistently process input, shortened attention span, decreased ability to exert mental effort, and/or decreased ability to selectively focus, concentrate;
2) self-esteem alteration due to: impulsivity, aggression, and inability to self-control; inadequate peer relationships; internalization of negative feedback; self-perception that s/he is more tense, restless than peers; stigma of feeling “different” or singled out;
3) ineffective coping skills related to: decreased ability to plan, decreased ability to self-limit behaviors, decreased ability to anticipate consequences of actions, decreased ability to generate several options of possible response to a stimulus, increased risk-taking behaviors;
4) sensory-perception alteration related to: decreased ability to sort for relevant data, decreased ability to focus on the appropriate data, decreased ability to choose which sensory data to consider relevant, decreased rate of processing or incomplete processing of  sensory inputs.
PLAN:
1.    Refer for a complete medical assessment by primary care physician.
2.    Establish a school medication regime, if medication is prescribed.
3.    Establish school monitoring program.
Submitted by: [insert name and title]
PHYSICIAN REPORT TO NURSE                                                 AUGUST 2001               H.9.3
[insert school letterhead]
Office of the School Nurse
Dear Physician,
 
_________________________________ was seen in your office. To ensure that all communication between the parents, the school, and you is accurate, please complete this form. I appreciate the time invested in this assessment. [insert name, title and phone number].
 
____________An initial diagnosis of Attention Deficit or Attention Deficit Hyperactivity Disorder was made. 

The decision was made to place the child on a trial regime of:
· ___________________________ to be given at home only.
· ___________________________ to be given at home and at school.
____________A diagnosis was not made at this time. The child/family was referred for further assessment by: [Include name and title] 
· Additional documentation is needed.

· Parents would like more time to consider the diagnosis.

· This is a follow-up visit and the established regime will continue.
· There will be a change in the medication regime:
· The at-home medication/dosage will be ________________________.
· The school medication/dosage will be __________________________.
· __________________________has been discontinued.
Additional comments:
  
 ___________________________
Physician’s Signature & Date
 
PARENTS, PLEASE RETURN THIS FORM TO THE SCHOOL NURSE.

ADD/ADHD MONITORING SCALE, DoDEA
                                SEPTEMBER 2002
H.9.4

DEPARTMENT OF DEFENSE

EDUCATION ACTIVITY

ADD/ADHD MONITORING SCALE
Name of Student:



Grade: 

Name of Rater: 

Subject/Setting: 



Date: 

Time(s) of contact: (When is the student with you?)


(Highlight or put an “X” by your response.)

1.
Inattention



Almost 
Almost
Not








Never

Always
Observed
a.
Fails to pay close attention to 


details, or makes careless mistakes

  
in school work, chores, or other 


daily activities.



 
0
1
2
3
N/O

b.
Has trouble keeping attention on 


tasks or play activities.



0
1
2
3
N/O

c. 
Has trouble listening when 


spoken to.




0
1
2
3
N/O

d.
Has difficulty following through


on directions and fails to complete 


schoolwork, chores, or other 


responsibilities.




0
1
2
3
N/O

e.
Has difficulty organizing tasks or activities.
0
1
2
3
N/O

f.
Dislikes, avoids, or does not want to 


engage in activities that require sustained 


concentration.




0
1
2
3
N/O

g.
Loses things required for school work or


other activities.




0
1
2
3
N/O

h.
Is easily distracted from tasks.


0
1
2
3
N/O

i.
Is typically forgetful in daily activities.

0
1
2
3
N/O







  

# of items with rating of 2 or 3:  

      








          Total Score: 

2. 
Hyperactivity



a. 
Often squirms in his/her seat or fidgets.

0
1
2
3
N/O

b.
Frequently is out of his/her seat at school 


or in other situations where students are 


expected to remain seated.


0
1
2
3
N/O

c.
Runs about or climbs excessively when 


he/she is not supposed to.


0
1
2
3
N/O

d.
Seems to have trouble playing quietly.

0
1
2
3
N/O

e.
Can be described as “always on the go”


or as if “driven by a motor.”


0
1
2
3
N/O

f.
Seems to talk excessively.


0
1
2
3
N/O

  

 #of items with rating of 2 or 3: 

          Total Score: 

Almost 
Almost
Not








Never

Always
Observed

3.
Impulsivity





a.
Frequently blurts out the answer to 


a question.




0
1
2
3
N/O

b.
Typically has difficulty waiting 


his/her turn.




0
1
2
3
N/O

c.
Frequently interrupts others or 


intrudes on others.



0
1
2
3
N/O

# of items with rating of 2 or 3:







                                 

          Total Score: 

4. 
Academic Performance

a.
Does not complete in-class projects.

0
1
2
3
N/O

b.
Does not return homework completed.

0
1
2
3
N/O

c. 
Does not complete in-class written work.

0
1
2
3
N/O









# of items with rating of 2 or 3:








        

          Total Score:

1. Have you noticed any of the following symptoms?  (Highlight behaviors reported or noticed.)
appetite loss
   insomnia
headaches
stomachaches
staring     often irritable

excessive crying
  motor/vocal tics
    nervousness
  sadness      withdrawn
moody

2. Have you noticed a change in behavior during the school day, as if effects of medication are wearing off?  NO 
YES    If yes, at what time? 

Teacher comments (thoughts or observations you wish to share with the physician):








__________________________________








   

 Teacher Signature

Original to Physician

ADD/ADHD MONITORING SCALE, INTERPRETATION

AUGUST 2001

H.9.5

DEPARTMENT OF DEFENSE

EDUCATION ACTIVITY

ADD/ADHD MONITORING SCALE*

INTERPRETATION

The respondent indicates the degree to which the student in the school setting has exhibited each behavior. The rating number (0–3) is indicated in each category for each behavior.

SCORING

The total number of items for each rating of 2 or 3 only is indicated for each category. The total score for each category is the sum of all the rating numbers (0–3). The higher the total score, the greater the presence of ADHD-type symptoms.

INTERPERTATION
1. ADD-Predominantly Inattentive Type (ADHD-PI). At least six of the inattention symptoms endorsed and fewer than four of the hyperactive/impulsivity symptoms endorsed.

2. ADHD-Predominantly Hyperactive/Impulsive Type (ADHD-PH/I). At least six of the hyperactive/impulsivity symptoms endorsed and fewer than four of the inattention symptoms endorsed.

3. ADHD-Combined Type (ADHD-CT). At least six of the inattention and six of the hyperactive/impulsivity symptoms endorsed.

*The DoDEA ADD/ADHD Monitoring Scale (DEAMS) is based on the Georgia Diagnostic Interview Schedule for Children and Adolescents (G. W. Hynd and C. Riccio), using the DSM-IV symptoms and diagnostic criteria.

H.10      HISTORY/INFORMATION FORMS 
 
 HEALTH ASSESSMENT                                                                AUGUST 2001               H.10.1
[Insert School Letterhead]
Office of the School Nurse 
 
Health Assessment
 
STUDENT: ___________________________ BIRTH DATE: _______________
TEACHER/GRADE: ______________________________________________
 
VISION: Date screened _____________________
WITHOUT GLASSES                     


WITH GLASSES
Distance:       R 20/_____ L 20/_____                                   R 20/_____ L 20/_____
Near:              R 20/_____ L 20/_____                         
R 20/_____ L 20/_____
Instrument used: ( Titmus
  ( Random letter
( Tumbling E
  ( Preschool symbols
PERRLAEOM:_____
REMARKS:__________________________________________________________
 
HEARING: Date screened ____________________
Testing frequencies @ 20 or 25 dB. Indicate dB at which student heard sound.
	 
	500
	1000
	2000
	4000

	Right 
	 
	 
	 
	 

	Left
	 
	 
	 
	 


Canals: _____ pink _____ erythema
TM’s: _____ clear _____ opaque _____ PE tubes

REMARKS:__________________________________________________________
 
MEDICAL HISTORY:
_____ Review of School Health Record
_____ Parent interview (Social/Family/Medical/History)
_____ Review of medical records
 
CURRENT INFORMATION:
Medications: ________________________________________________________
Minor neurological signs: ( achieved       ( difficulty with ___________________
Height:  _____ inches (        %)                   Weight:  _____ pounds (        %)
 
RELATIONSHIP OF FINDINGS TO EDUCATIONAL FUNCTIONING:
_____ Vision is WITHIN NORMAL LIMITS.
_____ Hearing is WITHIN NORMAL LIMITS.
_____ Findings should NOT adversely affect classroom performance.
_____ Findings should NOT adversely affect one-to-one testing.
_____ Findings may adversely affect classroom performance.

_____ Findings may adversely affect one-to-one testing.
_____ 
 
RECOMMENDATION: (  Proceed with testing    (   Hold testing until: __________
COMMENTS: ___________________________________________________
                     _______________________
[insert name and title]

                                                      Date
 
Minor Neurological Signs

	TASK
	AGE NORMS
	NORMAL RSPONSE
	ACHIEVED/COMMENTS

	Finger Opposition


	5 years and older

Note: 

Asymmetries

Associated movements

Tremors 
	6–8 years: easy transition;

child may put same finger on thumb several times

8–10 years: smooth placing of fingers; barely discernable movement
	

	
	
	
	

	Diadichokinesis

(Alternating pronation/supination of forearm)
	4 years and older

Note: 

Asymmetries

Directional confusion
	4–7 years: awkward pronation & supination; associated movements noted on opposite extremity

8 years and older: smooth & correctly performed with no associated movement in opposite extremity
	

	
	
	
	

	FINGER TO NOSE

(eyes open/eyes closed)
	4 years and older: eyes open

5 years and older: eyes closed
	7–8 years: finger may be missed once or twice; slight wavering of hand

8 years and older: finger placed correctly; smooth movement
	

	
	
	
	

	ONE-FOOT STANDING BALANCE

(both right & left foot)
	3 years and older

Note: 

Asymmetries

Muscle strength
	3–5 years: able to stand 5–6 seconds with many extraneous balancing movements

5–6 years: able to stand for 10–12 seconds with many extraneous balancing movements

6–7 years: able to stand for 13–16 seconds with minimal balancing movements

7 years and older: able to stand for 20 seconds with no extraneous balancing movements
	

	
	
	
	

	
	
	
	

	
	
	
	

	ONE-FOOT HOP

(both right and left foot)
	3 years and older

Note: 

Asymmetries

Muscle strength

*(One leg may often be better than the other.)
	3–4 years: few are able to hop—even a few times*

4–5 years: able to hop 5–8 times consecutively*

5–6 years: able to hop 9–12 times consecutively*

6–7 years: able to hop 13–16 times consecutively*

7 years and older: able to hop 20 times consecutively
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	WALKING A STRAIGHT LINE
	5 years and older

Note: 

Associated movements
	5–7 years: three deviations from the line are acceptable

8 and older: no deviations
	

	
	
	
	

	WALKING ON TIP-TOES
	3 years and older

Note:

Associated movements

Asymmetries

Muscle tone

Orthopedic problems

Muscle strength
	3–7 years: able to walk on tip-toes with decreasing associated movements (20 continuous paces)

7 years and older: able to walk on tip-toes with no associated movements
	

	
	
	
	

	WALKING ON HEELS
	3 years and older
	3–9 years; able to walk on heels with decreasing associated movements (20 continuous paces)

9 years and older: able to walk on heels for 20 continuous paces with no associated movements
	

	
	
	
	

	SKIPPING
	3 years and older

Note: 

Asymmetries in posture
	
	


PRESCHOOL FUNCTIONAL SCREENING                                                  AUGUST 2001               H.10.2
 
 
[Insert school letterhead]
Office of the School Nurse
 
Preschool Functional Vision and Hearing Screening
(for Children Ages 2 1/2 to 5 years)
 
NAME: _____________________________________   DATE: ____________________ 
 
This screening does not evaluate vision or hearing acuity. It does address whether functional vision and/or hearing seems adequate to continue with the assessment process.
 
VISION
Does the child . . .
                a. have eyes that look forward, not inward or outward?
                b. make eye contact with the objects?
                c. follow moving objects with eyes?
                d. look at objects without covering one eye or squinting?
                e. hold objects at a normal distance from face?
                f. move about without frequently bumping into objects?
                g. move easily from one floor surface to another?
 
___ Functional vision seems normal.
      A vision problem is suspected. Further evaluation is indicated.
 
HEARING
Does the child . . .
                a. breathe through the nose with mouth closed?
                b. speak in a normal tone of voice?
                c. have a normal voice quality?
                d. speak clearly without misarticulations?
                e. look at the speaker’s face rather than the speaker’s lips?
                f.  look at the speaker straight on without turning an ear toward the speaker?
                g. turn when name is spoken while child is not looking?
 
      Functional hearing seems normal.
      A hearing problem is suspected. Further evaluation is indicated.
 
                                            Observer _____________________________________
 
                                                                            Title _______________________
 
 
SOCIAL/FAMILY/MEDICAL HISTORY, GRADES 6–12                               AUGUST 2001               H.10.3
[insert school letterhead]
        Office of the School Nurse

Social/Family/Medical History

Grades 6–12

 
Dear Parent, The information you provide will help the Medically Related Services Department and school's Case Study Committee identify your child's needs.

I.         FAMILY INFORMATION
CHILD            
Name ____________________________ Grade _______                     Date of Birth __________________

[AU: The above CHILD info was embedded within a table. I removed the table so format would be the same as for SPONSOR and SPOUSE info below.]

SPONSOR
Name ____________________________ Duty Phone ______________ Home Phone _________________
 

SPOUSE

Name ____________________________ Duty Phone ______________ Cell Phone ____________________

II.        MEDICAL HISTORY
If your child has had any of the following serious medical illnesses or problems, please indicate below.

Condition 


Yes
No





Yes
No            

Frequent ear infections




Dizziness





Frequent ear fluid




Heart disease





Hearing problems




Loss of consciousness




Allergies



         
Frequent sore throats




Fainting






Prolonged fever





Severe reaction to injection



Encephalitis





Swallowing problems




Severe reaction to medication



Drooling





Seizures/convulsions




Dental problems




Meningitis





Eye problems





Head trauma





Asthma






Accidents





Headaches





Poisoning/ingestions




Breath-holding spells




Low blood count/anemia



Awkwardness





Excessive bleeding




Weakness





Paralysis





Muscle problems




Emotional problems




Chronic cough





Tremors





Bronchitis





Tingling in hands/feet




Chronic diarrhea




Unusual walk





Slow weight gain




Chicken pox





Kidney problems




Mumps






Genital problems




Measles






Joint problems





Scarlet fever





Arthritis






Whooping cough




Thyroid disease





Constipation





Chronic skin problems




Long-term separation from



Limp







mother/father

III.      PREGNANCY and BIRTH 
            
A. List all pregnancies (including miscarriages, abortions, and live births)
Date                  Length of           Birth                  Outcome                       Complications
                        Pregnancy         Weight                                     
 (Prolonged Hospital Stay)
________          ________          ________          _______________          _____________________
________          ________          ________          _______________          _____________________
________          ________          ________          _______________          _____________________
 
B. Prenatal history  (Questions refer to the pregnancy with the child who is being evaluated.)
  1. Did you take any medication during the pregnancy?  [   ] Yes

[   ] No
Explain ________________________________________________________________
 
  2. Did you smoke cigarettes during the pregnancy?
 Yes
 No

  3. Did you drink alcohol during the pregnancy?

 Yes
 No

  4. Did you use any illegal drugs during the pregnancy?
 Yes
 No

  5. Was this a planned pregnancy?


 Yes
 No

 
  6. Did any of the following occur during the pregnancy?
Yes
No



Yes
No



Yes
No
Fever



Viral infection




German measles


Spotting


Kidney infection




Vaginal bleeding 


Diabetes


Threatened miscarriage



Morning sickness


Toxemia


Sugar/protein in urine



Special diet
 


Surgery



RH factor problem



Accident/injury
 


Amniocentesis


Convulsions/seizures



Pre-term labor
 


Asthma



High blood pressure



X-rays

 


 

 7. How long was labor? _____________________
 
 8. How was the baby delivered?   Vagina     C-section     Forceps/Vacuum assist       

 
C. Infant’s condition at birth
 
Birth weight ______        Length _____ Head circumference ____ APGAR scores ______
 
Yes
No





Yes
No
Breathed immediately                    


Had seizures or convulsions



Cried immediately




Had infection





Resuscitation required




Had skin rash





Was jaundiced (yellow)




Had bleeding problem




Was blue





Had low blood sugar




 

D. Procedures or treatments used with infant:

 

Yes
No





Yes
No

Fluids by needle (IV)




Feeding by tube





Transfusion





Incubator





Oxygen therapy





Breathing machine




Special lights for jaundice



Chest tubes





Medication





Antibiotics for infection




 
 
 
 

 
IV.       DEVELOPMENTAL PROFILE
A. At what age did your child:
______ Roll over

______ Smile responsively
______ Use fingers to eat
______ Reach for objects
______ Babble 

______ Use utensil to eat
______ Sit alone

______ Wave bye-bye
______ Undress self
______ Crawl


______ Say first word

______ Dress self 
______ Walk alone

______ Put words together
______ Toilet train
______ Walk upstairs

______ Say 3-word sentence
______ Button clothes
______ Pedal tricycle

______ Say own name
______ Tie shoes
______ Skip


______ Use pronouns

______ Know some letters                      
B. Did your child exhibit any of the following during the first two years?
Yes
No
Comment
 1. Sleeping difficulties



_______________________________________
 2. Rhythmic behaviors (rocking)


_______________________________________
 3. Hard to comfort or console


_______________________________________
 4. Floppiness (after 6 months)


_______________________________________
 5. Stiffness





_______________________________________
 6. Cried often and easily



_______________________________________
 7. Not affectionate




_______________________________________
 8. Poor eye contact




_______________________________________
 9. Head banging




_______________________________________
10. Did not like being held



_______________________________________
          
 
V.        FAMILY HISTORY
 
Please indicate SYMBOL 254 \f "Wingdings" on the chart below for anyone in the family who has had any of the problems listed.

Other

Child’s

Child’s

Father’s
Mother’s

Children
Father

Mother

Family

Family
 1.  Depression/psychiatric










 2.  Alcohol problems











 3.  Drug problem











 4.  In trouble with the law










 5.  Seizures/convulsions










 6.  Neurological disease










 7.  Cerebral palsy











 8.  Muscle tics/twitches










 9.  Thyroid disorders











10. Genetic diseases











11. Difficulty with right & left 









 VI.       PRESENT CHILD BEHAVIORS
 
Do you have concerns about your child’s behaviors in any of the following areas?

 

 



Yes
No





Yes
No

Lacks motivation




Nervous habits


            

Seems confused




Frustrated easily




Mean or nasty





Cruel to animals




Is a “loner”





Problems sleeping


            

Lacks self-confidence




Usually tired





Unusual interest in fires



Trouble with the police



Not liked by others




Uses foul language




Intentionally injures self



Frequent physical complaints



Sucks thumb or objects



Is overactive/“hyper”




Substance usage




Acts like child of opposite sex


Lies






Eats things that aren’t




Fearless





 food (dirt, paper, etc.)

 

 

Do you have any concerns and/or information not listed above that would help us better assist your child?

___________________________________________________________________________________

 

___________________________________________________________________________________

 

___________________________________________________________________________________

 

___________________________________________________________________________________

 

 

_______________________________________________

Signature of Parent/Guardian 

Date

______________________________________________

Signature of Evaluator


Date 

 
 
 
 
  
 
 
 
SOCIAL/FAMILY/MEDICAL HISTORY: MIDDLE SCHOOL                   AUGUST 2001               H.10.4
[insert school letterhead]
        Office of the School Nurse

Social/Family/Medical History


Middle School

Dear Parent, The information you provide will help the Medically Related Services Department and school's Case Study Committee identify your child's needs.

I.
FAMILY INFORMATION

CHILD’S












	_________________________

Name
	_________

Grade
	_______

          Birth date

	First language:  _________ Number of years in English-speaking schools:  __________

          

	Language(s) currently used at home: _______________________________________

	


FATHER’S













	_____________________
Name (last, first)
	 _____

Age
	___________________

Occupation

	Living in home ?    Yes (   No (    Father’s native language: ________________



	Relationship:      Biological father  (     Step-father  (     Other   (


MOTHER'S

	_____________________
Name (last, first)
	 _____
Age
	Occupation

	Living in home?    Yes (   No (    Mother’s native language: ________________



	Relationship:      Biological mother  (     Step-mother  (     Other   (


OTHER CHILDREN IN THE HOME

	Name (last, first)
	Age
	Name of School

	_______________________
	_____
	_____________________

	_______________________
	_____
	_____________________

	_______________________
	_____
	_____________________

	_______________________
	_____
	_____________________

	_______________________
	_____
	_____________________

	_______________________
	_____
	_____________________

	
	
	


OTHER PERSONS LIVING IN THE HOME

Name





Age



Relationship



______________________________
_______  
_____________________

______________________________
_______
_____________________

______________________________
_______  
_____________________

______________________________
_______
_____________________

II.
IDENTIFICATION OF CONCERNS

A. How do you think the school can best help your child? ________________________

_______________________________________________________________________

B. What are your child’s strengths?  _________________________________________

_______________________________________________________________________

C. Please list concerns you have about your child (be specific): ___________________

_______________________________________________________________________

D. Has your child had any serious medical illnesses or problems?   ( NO  ( YES

Please explain: ___________________________________________________________

_______________________________________________________________________

E. Is your child on medication?   (NO ( YES  Name of medication: ________________

Please explain purpose: ____________________________________________________

F. Please list your child’s past evaluations and/or treatments provided by schools, physicians, clinics, counselors, or psychologists:

           Date


Where


What were the results?

   ___/___/___
_________________

____________________

   ___/___/___
_________________

___________________

G. Has your child participated in any school programs? Yes (  No (   

     Special programs? Yes (  No (
Please explain: _______________________________________________________________________

___________________________________________________________________________________

III.
FAMILY HISTORY

Please indicate SYMBOL 254 \f "Wingdings" on the chart below for anyone in the family who has had any of the problems listed.

Other        Child’s        Child’s        Father’s        Mother’s

Children     Father       Mother        Family
  Family

 1. Hyperactive as a child

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 2. Trouble learning to read

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 3. Trouble with arithmetic

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"


 4. Difficulty with coordination
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 5. Difficulty with penmanship 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 6. Left-hand dominance
 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 7. Speech/language problems
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 8. Kept back in school
 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 9. Mental retardation

 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
10.Behavior problems as child 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
11.Vision problems

  
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
12. Hearing problems
  

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
13. Birth defects

  
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
  None of the above apply
  
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
IV.
PREGNANCY AND BIRTH
  Please recall the following as best you can:

Yes
No
Comment

1. Was mother ill during pregnancy?

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

2. Did mother take medication?

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

3. Was the baby premature?


SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

4. Did the baby have trouble breathing?
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

5. Was an extended hospital stay required?
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

6. Was the baby’s birth weight low/high?
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"Birth weight:_________________

7. Were any birth injuries noted?

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

8. Was the baby blue or jaundiced?

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________ 

V.
MEDICAL HISTORY

If your child has had any of the following serious medical illnesses or problems, please indicate below.

Condition


Yes No



  
Yes No


Frequent ear infections

(      (
Dizziness

  
(      (
Frequent ear fluid

(      (
Heart disease

  
(      (
Hearing problems

(      (
Loss of consciousness

(      (
Allergies


(      (
Frequent sore throats

(      (
Fainting



(      ( 
Prolonged fever
  

(      (
Severe reaction to injection
(      (
Encephalitis

  
(      (
Swallowing problems

(      (
Severe reaction to medication
(      (
Drooling
  

(      (
Seizures/convulsions

(      (
Dental problems

(      (
Meningitis


(      (
Eye problems


(      (
Head trauma


(      (
Asthma



(      (
Accidents


(      (
Headaches


(      (
Poisoning/ingestions

(      (
Breath-holding spells

(      (
Low blood count/anemia
(      (
Awkwardness


(      (
Excessive bleeding

(      (
Weakness


(      (
Paralysis


(      (
Muscle problems

(      (
Emotional problems

(      (
Chronic cough


(      (
Tremors


(      (
Bronchitis


(      (
Tingling in hands/feet

(      (
Chronic diarrhea

(      ( 
Unusual walk, limp

(      (
Slow weight gain

(      ( 
Chicken pox


(      (
Kidney problems

(      (
Mumps



(      (
Genital problems

(      (
Measles



(      (
Joint problems


(      ( 
Scarlet fever


(      (
Arthritis



(      (
Whooping cough

(      (
Thyroid disease


(      ( 
Constipation


(      (
Chronic skin problems

(      (
Long-term separation

(      (
VI.
DEVELOPMENTAL PROFILE

A. At what age did your child do the following:

______ Roll over
         ______ Smile responsively

______ Use fingers to eat

______ Reach for objects
______ Babble


______ Use utensil to eat

______ Sit alone

______ Wave bye-bye

______ Undress self

______ Crawl   

______ Say first word

______ Dress self 

______ Walk alone

______ Put words together
______ Toilet train

______ Walk upstairs
______ Say 3-word sentences
______ Button clothes

______ Pedal a tricycle
______ Say own name

______ Tie shoes

______ Skip


______ Use pronouns

______ Know some letters



B. Did your child exhibit any of the following during the first two years?






Yes
No


Comment

 1. Sleeping difficulties

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 2. Rhythmic behaviors (rocking)
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 3. Hard to comfort or console
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 4. Floppiness (after 6 months)
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 5. Stiffness



SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 6. Cried often and easily

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 7. Not affectionate


SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 8. Poor eye contact


SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 9. Head banging


SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

10. Did not like being held

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

VII.
PRESENT CHILD BEHAVIORS
Do you have concerns about your child’s behaviors in any of the following areas?

Yes
No





Yes
No

Lacks motivation

(
(

Nervous habits

(
(


Seems confused

(
(

Frustrated easily

(
(
Mean or nasty

(
(

Cruel to animals

(
(
Is a “loner”


(
(

Problems sleeping

(
(


Lacks self-confidence
(
(

Usually tired


(
(
Unusual interest in fires 
(
( 

Trouble with the police
(
(
Not liked by others

(
(

Uses foul language

(
(
Intentionally injures self 
(
(

Frequent physical complaints(
(
Sucks thumb or objects
(
(

Is overactive/“hyper”
(
(
Substance usage

(
(

Acts like child of opposite sex(
(


Lies



(
(

Stubborn


(
(
Fearless


(
(

Detention/suspension
(
(   

Eats things that aren’t food (dirt, paper, etc.)




(
( 


Do you have any concerns and/or information not listed above that would help us better assist your child?

____________________________________________________________________________

VIII.
PARENTAL CONCERNS
Do you have current concerns about your child in any of the following areas?

Yes
No




Yes
No

Has tantrums



(
( 
Has trouble hearing

(
(
Is unable to accept limits

(
(
Favors one ear over other
(
(
Is aggressive



(
(
Has earaches


(
(
Clings to an adult


(
(
Speaks loudly or softly
(
(
Rarely smiles, giggles, laughs
(
(
Watches speaker’s face
(
(
Doesn’t play with other children
(
(
Rubs ears frequently
(
(
Doesn’t separate from me easily
(
(
Has eyes that turn in/out
(
(
Will not work in a group

(
(
Squints


(
(
Is left out of group activities
(
(
Favors one eye over other
(
(
Has toileting difficulties

(
(
Holds things close to see
(
(
Difficulty following routine

(
(
Rubs his/her eyes

(
(
Feeding and dressing difficulties
(
(
Blinks a lot


(
(
Is easily distracted


(
(
Has visual problems

(
(
Darts from one activity to another(
(
Has unclear speech

(
(
Persists when asked to stop
(
(
Difficulty expressing wants
(
(
Is clumsy



(
(
Uses incomplete sentences
(
(
Difficulty buttoning/zipping

(
(
Needs instructions repeated(
(
Eye/hand coordination problems
(
(
Gives inappropriate answers(
(
Poor control of body movement
(
(
Repeats what he/she says
(
(
Difficulty using crayons/scissors
(
(
Has very limited vocabulary(
(
Difficulty writing letters

(
(
Is easily frustrated

(
(
Difficulty sitting through meal
(
(
Is extremely shy

(
(
Has unusual fears/nightmares
(
(
Demands attention

(
(
Can’t tolerate change in routine
(
(
Frequently seems confused(
(
Is very sensitive


(
(
Difficulty understanding
   

Is stubborn



(
(
what is said to him/her
(
(
Other concerns: __________________________________________________________

________________________________________________________________________

IX.
ADDITIONAL INFORMATION

A. What types of group experiences has your child had? (e.g. daycare, preschool) 

____________________________________________________________________________

B. Who cares for your child when he/she is not with you? _____________________________

C. What type of play activities does your child enjoy? _________________________________

D. What is your child’s favorite toy? _______________________________________________

E. What is your child’s favorite food? ______________________________________________

      Does your child have a regular mealtime routine?


Yes  (  No  (
F. How does your child get along with other children his/her age? ______________________

G. How does your child get along with brother(s) and sister(s)? ________________________

H. How does your child get along with parent(s)? ____________________________________

I.  How does your child get along with other adults?__________________________________

J.  Is your child able to follow simple directions? (e.g., “Get your book.”)
Yes  (  No  (
K.  Does your child have a regular bedtime routine?


Yes  (  No  (
       What time does your child go to bed?   __________________

       Does your child sleep through the night?



Yes  (  No  (
L. With whom does your child spend most of his/her time? ____________________________

       Primary language spoken by this individual? ____________________________________

M. What kind of activities does your child attend to the longest? (e.g., TV, story, blocks)______________________________________________________________________

N. What after-school activities does your child participate in? __________________________

O. What household responsibilities does your child have? _____________________________

RELEASE OF INFORMATION PERMISSION

I hereby authorize the release of the information on this form to school, medical personnel, or other agencies with a need to know.

______________________________________________________________________  SIGNATURE OF PARENT OR GUARDIAN



         DATE

_______________________________________________________________________  

SIGNATURE AND TITLE OF EVALUATOR




DATE

 SOCIAL/FAMILY/MEDICAL HISTORY: PRESCHOOL–GRADE 5      AUGUST 2001               H.10.5
[insert school letterhead]
        Office of the School Nurse

Social/Family/Medical History

Preschool–Grade 5

 
Dear Parent, The information you provide will help the Medically Related Services Department and the school's Case Study Committee identify your child's needs.

I.         FAMILY INFORMATION
 
CHILD’S
	_________________________

Name
	_______

Grade
	_______

          Birth Date

	First language:  _________ Number of years in English-speaking schools:_____          

	Language(s) currently used at home: ______________________________

	 


FATHER’S 
	___________________

Name (last, first)
	_______

Age
	____________________

Occupation

	Living in home?    Yes    No     Father’s native language: _______________

	Relationship:      Biological father       Step-father       Other   


 
MOTHER'S
	_________________________

Name (last, first)
	_________

Age
	__________________________

Occupation

	Living in home?    Yes    No     Mother’s native language: _______________

	Relationship:      Biological mother       Step-mother       Other   


 

OTHER CHILDREN IN THE HOME
	Name (last, first)
	Age
	Name of School

	__________________________
	__________
	________________________

	__________________________
	__________
	________________________

	__________________________
	__________
	________________________

	__________________________
	__________
	________________________


OTHER PERSONS LIVING IN THE HOME

 
Name                                  Age                                 Relationship              
______________________________        _______                        _____________________
______________________________        _______                        _____________________
 

II.        IDENTIFICATION OF CONCERNS
 
A. How do you think the school can best help your child?_______________________________
_____________________________________________________________________________
B. What are your child’s strengths?_________________________________________________
_____________________________________________________________________________
C. Please list concerns you have about your child (be specific):__________________________
_____________________________________________________________________________.
 
 
D. Has your child had any serious medical illnesses or problems?             Yes      No   
Please explain: _________________________________________________________________
_____________________________________________________________________________
E. Is your child on medication?   Yes     No      Name of medication:___________________
Please explain purpose:__________________________________________________________
F. Please list your child’s past evaluations and/or treatments provided by schools, physicians, clinics, counselors, or psychologists:
          Date                           Where                      What were the results?
   ___/___/___                  _________________                  ____________________
   ___/___/___                  _________________                  ___________________
                     Mo./  Day /  Yr.
G. Has your child participated in any school programs? Yes   No    Special programs? Yes   No 
Please explain: _________________________________________________________________
_____________________________________________________________________________
 
III.      FAMILY HISTORY
Please indicate SYMBOL 254 \f "Wingdings" on the chart below for anyone in the family who has had any of the problems listed.

Other        Child’s        Child’s        Father’s        Mother’s

Children     Father       Mother        Family
  Family

 1. Hyperactive as a child

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 2. Trouble learning to read

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 3. Trouble with arithmetic

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"


 4. Difficulty with coordination
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 5. Difficulty with penmanship 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 6. Left-hand dominance
 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 7. Speech/language problems
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 8. Kept back in school
 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 9. Mental retardation

 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
10.Behavior problems as child 
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
11.Vision problems

  
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
12. Hearing problems
  

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
13. Birth defects

  
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
  None of the above apply
  
SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"

SYMBOL 114 \f "Wingdings"
 
IV.       PREGNANCY AND BIRTH
 
  Please recall the following as best you can:

Yes
No
Comment

1. Was mother ill during pregnancy?

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

2. Did mother take medication?

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

3. Was the baby premature?


SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

4. Did the baby have trouble breathing?
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

5. Was an extended hospital stay required?
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

6. Was the baby’s birth weight low/high?
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"Birth weight:__________________

7. Were any birth injuries noted?

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________

8. Was the baby blue or jaundiced?

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"____________________________ 

 
V.        DEVELOPMENTAL PROFILE
A. At what age did your child:

______ Roll over
         ______ Smile responsively

______ Use fingers to eat

______ Reach for objects
______ Babble


______ Use utensil to eat

______ Sit alone

______ Wave bye-bye

______ Undress self

______ Crawl   

______ Say first word

______ Dress self 

______ Walk alone

______ Put words together
______ Toilet train

______ Walk upstairs
______ Say 3-word sentences
______ Button clothes

______ Pedal tricycle
______ Say own name

______ Tie shoes

______ Skip


______ Use pronouns

______ Know some letters



B. Did your child exhibit any of the following during the first two years?






Yes
No


Comment

 1. Sleeping difficulties

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 2. Rhythmic behaviors (rocking)
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 3. Hard to comfort or console
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 4. Floppiness (after 6 months)
SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 5. Stiffness



SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 6. Cried often and easily

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 7. Not affectionate


SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 8. Poor eye contact


SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

 9. Head banging


SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

10. Did not like being held

SYMBOL 114 \f "Wingdings"
SYMBOL 114 \f "Wingdings"__________________________________

VI.       PARENTAL CONCERNS
 Do you have current concerns about your child in any of the following areas?

Yes
No




Yes
No

Has tantrums



(
( 
Has trouble hearing

(
(
Is unable to accept limits

(
(
Favors one ear over other
(
(
Is aggressive



(
(
Has earaches


(
(
Clings to an adult


(
(
Speaks loudly or softly
(
(
Rarely smiles, giggles, laughs
(
(
Watches speaker’s face
(
(
Doesn’t play with other children
(
(
Rubs ears frequently
(
(
Doesn’t separate from me easily
(
(
Has eyes that turn in/out
(
(
Will not work in a group

(
(
Squints


(
(
Is left out of group activities
(
(
Favors one eye over other
(
(
Has toileting difficulties

(
(
Holds things close to see
(
(
Difficulty following routine

(
(
Rubs his/her eyes

(
(
Feeding and dressing difficulties
(
(
Blinks a lot


(
(
Is easily distracted


(
(
Has visual problems

(
(
Darts from one activity to another(
(
Has unclear speech

(
(
Persists when asked to stop
(
(
Difficulty expressing wants
(
(
Is clumsy



(
(
Uses incomplete sentences
(
(
Difficulty buttoning/zipping

(
(
Needs instructions repeated(
(
Eye-hand coordination problems
(
(
Gives inappropriate answers(
(
Poor control of body movement
(
(
Repeats what he/she says
(
(
Difficulty using crayons/scissors
(
(
Has very limited vocabulary(
(
Difficulty writing letters

(
(
Is easily frustrated

(
(
Difficulty sitting through meal
(
(
Is extremely shy

(
(
Has unusual fears/nightmares
(
(
Demands attention

(
(
Can’t tolerate change in routine
(
(
Frequently seems confused(
(
Is very sensitive


(
(
Difficulty understanding
   

Is stubborn



(
(
what is said to him/her
(
(
Other concerns: __________________________________________________________

________________________________________________________________________

IX.
ADDITIONAL INFORMATION [AU: Correct numbering would make this section VII, not IX. Are there sections missing? If not, please correct number.]

A. What types of group experiences has your child had? (e.g., daycare, preschool) 

____________________________________________________________________________

B. Who cares for your child when he/she is not with you? _____________________________

C. What type of play activities does your child enjoy? _________________________________

D. What is your child’s favorite toy? _______________________________________________

E. What is your child’s favorite food? ______________________________________________

      Does your child have a regular mealtime routine?


Yes  (  No  (
F. How does your child get along with other children his/her age? ______________________

G. How does your child get along with brother(s) and sister(s)? ________________________

H. How does your child get along with parent(s)? ____________________________________

I.  How does your child get along with other adults?__________________________________

J. Is your child able to follow simple directions? (e.g., “Get your book.”)
Yes  (  No  (
K.  Does your child have a regular bedtime routine?


Yes  (  No  (
       What time does your child go to bed?   __________________

       Does your child sleep through the night?



Yes  (  No  (
L. With whom does your child spend most of his/her time? ____________________________

       Primary language spoken by this individual? ____________________________________

M. What kind of activities does your child attend to the longest? (e.g., TV, story, blocks)______________________________________________________________________

N. What after-school activities does your child participate in? __________________________

O. What household responsibilities does your child have? _____________________________

RELEASE OF INFORMATION PERMISSION

I hereby authorize the release of the information on this form to school, medical personnel, or other agencies with a need to know.

______________________________________________________________________  SIGNATURE OF PARENT OR GUARDIAN



         DATE

_______________________________________________________________________  

SIGNATURE AND TITLE OF EVALUATOR




DATE

SOCIAL/FAMILY/MEDICAL HISTORY: THREE-YEAR REVIEW
SEPTEMBER 2002
H.10.6
[insert school letterhead]
Office of the School Nurse
Social/Family/Medical History

Three-Year Review

 
Dear Parent, The information you provide will help the Medically Related Services Department and the school's Case Study Committee identify your child's needs.


I.
FAMILY INFORMATION
CHILD’S

____________________________     _____________________________     __________

 

Name




Grade




Date

____________________________     _____________________________     __________



Birth Date




Place of Birth



Sex

First language: _______________ Number of years in English-speaking schools: __________

Language(s) currently used at home: ____________________________________________


FATHER’S

____________________________     ___________     ____________________________



Name  (last, first)


    Age


     Occupation

Living in home?     Yes (    No (   Father’s native language: ____________________________

Relationship:     Biological father   (     
Step-father   (   
 Other   (
MOTHER’S

 _____________________________     ___________     ___________________________



Name (last, first)


     Age


     Occupation

Living in home?     Yes   (     No   (     Mother’s native language: _______________________

Relationship:      Biological mother   (     
Step-mother   (    
 Other   (

OTHER CHILDREN IN HOME


Name (last, first)


Age


Name of School
_____________________________    ____________    ___________________________

_____________________________    ____________    ___________________________

_____________________________    ____________    ___________________________

_____________________________    ____________    ___________________________

_____________________________    ____________    ___________________________

OTHER PERSONS LIVING IN THE HOME


Name




Age


Relationship
____________________________     ____________     ___________________________

____________________________     ____________     ___________________________

____________________________     ____________     ___________________________

II.
UPDATE INFORMATION
A. Have there been any changes in the people who live in your home in the last three years?           Explain. (e.g., new baby, marriage, illness, death)

______________________________________________________________________________________________________________________________________________

B.  How many moves has your child made in last three years? Explain.

______________________________________________________________________________________________________________________________________________

C.  Have there been periods of extended separation of family members in the last three years? 

Please explain.

______________________________________________________________________________________________________________________________________________

D.  Has your child or any family member had any significant illness or medical problem over the last three years?

______________________________________________________________________________________________________________________________________________

E.  Has your child received any additional services from other agencies other than the ones on his/her current IEP in the last three years?

______________________________________________________________________________________________________________________________________________

F.  Have you seen any major changes in your child’s attitude, mood, general appearance, and/or social adjustment over the last three years?

______________________________________________________________________________________________________________________________________________

G.  Please list any other significant event(s) in your child’s life over the past three years (e.g., death of family member or traumatic experience).

______________________________________________________________________________________________________________________________________________

H.  Other information or concerns that you would like to share? ______________________________________________________________________________________________________________________________________________

___________________________________    
_________________________

Parent/Guardian






Date

The above information was reviewed by __________________________ on ________________.
H.11     Health Services Information Sheets
 
  WEEKLY LOG OF NURSING ACTIVITIES                          AUGUST 2001               H.11.1
  
             Date:  _____________
 

	Priorities:
 
1.
 
2.
 
3.
 
4.
 
5.
 
	Wednesday:  _______

	Monday:  _______
	Thursday:  _______

	Tuesday:  _______
	Friday:  _______


  CONFERENCE LOG                      AUGUST 2001                                       H.11.2
 
 
Conference Log
 
	Date
	Time
	Name
	Problem
	Action

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	 
	 
	 
	 
	 


 SCHOOL HEALTH SERVICES SUMMARY             AUGUST 2001                           H.11.3
 
[Insert School Letterhead]
Office of the School Nurse
 
SCHOOL HEALTH SERVICES SUMMARY
 
DATE: _____________________________________________

Time Covered: Day ___ Week ___ Month ___ Quarter ___ Year ____
 

I. Health Supervision              Number                   Time Spent (minutes)
A. Injured:


_____


_____

     Ill:                               ______


______

B. Health consulting:    _____



_____
C. Special procedures:
_____


_____
D. Child abuse:

______


______
E. Medications:             
          Initial instruction
______


______
          Administration
______


______
                   Monitoring

______


______
          F. Medical referrals:
1. ADHD
                             Initial referral
______


______
                             Follow-up

______


______
2. Asthma
                             Initial referral
______


______
                             Follow-up

______


______
                   3. Medical              
Initial referral 
______


______
                             Follow-up

______


______
          
G. Records:         #Reviewed          #Recorded Time (minutes)
                   Incoming
__________

__________
                   Outgoing      __________

__________
                   CSC             __________

__________
                   Medical        __________

__________ 
H. Health Conditions:
                   Update

__________

__________
                  Notes

__________

__________  
                  Calls

__________

__________
 
II. Screenings     #Referred  #Recorded   #Returned   Time (minutes) 
Vision                     __________   _________    __________   __________
Hearing                  __________   __________   __________   __________
Ht. & Wt.               __________   __________   __________   __________
Blood pressure        __________   __________   __________   __________
Dental                    __________   __________   __________   __________
Immunizations        __________   __________   __________   __________
Scalp/skin              __________   __________   __________   __________
Spinal                     __________   __________   __________   __________
Communicable
 disease                 __________   __________   __________   __________
Other                     __________   __________   __________   __________
 
III.   Health Education Activities
                           #Student      #Class     #Parent     #Staff     #Community
A. Planning         _________     ______     _______     _______     ________
B. Presenting      _________     ______     _______     _______     ________
 
IV.    Meetings Attended                Number                Time Spent (minutes)
A. School
          Student Support Team

__________

__________
Child Study Committee

__________

__________
Crisis Intervention Team

__________

__________
          Faculty



__________

__________
          Wellness



__________

__________
          Other




__________

__________
B. Community
           Community Red Cross

__________

__________
          Health & Wellness


__________

__________
C. District
                   Pupil Personnel Services
__________

__________
                  Nursing

__________

__________
 
V.     Other Activities                     Total              Time Spent (minutes)
 
 
 
 
 
 END-OF-YEAR CHECKOUT, SCHOOL NURSE
                                            SEPTEMBER 2002
H.11.4

 School Nurse

End-of-Year Check-Out
1. Keys to medication cabinet are located in/at _______________________.

2. School Health Services Guide, DS Manual 2942.0, May 15, 1995, is located ___________________________________________________________.

3. Health Master Main Program Manual is located ______________________.

4. School nurse file is located ______________________________________ 

and includes the following:

· Student Health Conditions list, HO report #089 or Win School printout

· Substitute folder 

· Community resources and phone numbers 

· Immunizations due next school year, HO report #157

· Student Medication Prescription Summary, HO Report #061. Highlight names of students who will be returning and for whom new forms were sent home for anticipated medication administration next school year.

· Vision, hearing, scoliosis, and dental referrals, list of  

· School Emergency Medical Response Procedure and phone numbers

5. Faculty first aid kits ready for 1st day of school are located ____________.

6. Updated student health files are located __________________________. (List missing files.)

7. Confidential student folders returned from teachers and contents shredded.

8. Student health files for students transferring to the feeder school with copy of forwarded health concerns or immunizations needed are located _________________________________________. (Files should be purged for the receiving school of duplicate and/or no longer pertinent information.)

9. Health office supplies are in a safe place for use next year and are located ___________________________________________________________.

· Copy of supplies ordered during past school year from (a) local medical treatment facility and (b) catalogue venders.

· List any new supplies needed/requested for next year use.

· List any equipment turned in for repair over the summer. POC is ____________________________________________.

· List digital equipment being calibrated over the summer (scales, audiometer, other). POC is ____________________________.

· Provide wish list of equipment/supplies/materials needed for health service office.

· Return any sharps containers for clinic disposal.

· Return medication not picked up before nurse leaves for summer break to local medical treatment facility for disposal.

10. District school nurse liaison and phone number ___________________________________.  

11. School nurse contacts/school nurse mentors are (name and phone #’s) 

___________________________________________________________.

12. Perform normal school checkout duties.

Leave completed checkout list and written information on the nurse’s office desk and give copy to principal.
H.12 Miscellaneous Forms  

MEDICAL POWER OF ATTORNEY                                           AUGUST 2001      H.12.1
[insert school year] 
MEDICAL POWER OF ATTORNEY
 
In the event that my dependent (NAME)____________________________________________________________, is injured or becomes ill, necessitating immediate medical examination or care, while under the supervision of or while participating in any activities sponsored by [insert school name], I authorize and release to any agent or employee of [insert school name] to take my dependent to any U.S. military facility or any civilian hospital if deemed necessary by the above referenced individual.
 
I understand that the above named personnel of [insert school name] will use all diligent and reasonable efforts to contact my spouse or me. If personnel of [insert school name] or the U.S. treatment facility can contact neither my spouse nor me after reasonable attempts, I authorize and release any physician or other qualified medical personnel to examine my child. I authorize any and all emergency care necessary for treating injuries or illness involving immediate danger to life or limb of my dependent. I further authorize non-emergency care and necessary treatment such as suturing superficial lacerations; treating colds, minor allergies, and minor gastro-intestinal upsets; splinting sprains; casting uncomplicated fractures; or other similar treatments.
 
MEDICAL INFORMATION ABOUT THE ABOVE NAMED DEPENDENT (to be completed by parent/guardian) for the purpose of sharing information with teachers and health care personnel on a need- to-know basis.
My dependent has the following medical problems (such as diabetes, seizures, asthma, heart and kidney disease):
___________________________________________________________________________________________ 

 
My dependent is allergic to the following: ________________________________________________________
 
My dependent takes the following medications on a regular and/or “as needed” basis (list name, amount, and 

purpose of each medication): ________________________________________________________________
 
Date of last tetanus booster:  ___________
 
EMERGENCY CONTACT INFORMATION (to be completed by parent)
 
Sponsor’s home address: _________________________ Home phone #: ______________________________
 
Sponsor’s name: ____________________________________________ Rank: ___________________________
 
Sponsor’s unit: _____________________________ Work phone #: ____________________________________ 
 
Spouse’s name: ____________________________ Work phone #: ____________________________________
 

Cell phone #1: _____________________________ Cell phone #2: ____________________________________
Other names and phone numbers to use in case of emergency if parents/guardians are unavailable:
_________________________________________________________________________________________________________________________________________________________________________________________
 
Additional comments: ________________________________________________________________________
 
I AGREE TO NOTIFY THE SCHOOL IMMEDIATELY OF ANY CHANGES IN THE ABOVE INFORMATION.
Signature of Parent/Guardian________________________________________ Date ______________________
Sponsor’s Social Security Number __________-_____-__________
Are you a civilian “Pay Patient”?    _______ Yes          _______ No
 
PRIVACY ACT NOTICE:  AUTHORITY:  Title V, Sec. 301. PRINCIPAL PURPOSE: To refer to emergency medical facilities in parents’/guardians’ absence. ROUTINE USES: (a) To obtain emergency medical care when parents cannot be reached; (b) To provide emergency contact names; (c) To supply health and medical information about student. This form is used by DoDEA employees and trained medical personnel in emergency. Social Security number of sponsor is required by military medical facilities in case of emergency referral. MANDATORY/VOLUNTARY DISCLOSURE/EFFECT OF NONDISCLOSURE:  Mandatory. School personnel will not be able to provide emergency care and health services in parents’ absence.

AUTHORIZATION FOR MEDICAL CARE OF DEPENDENT                                         AUGUST 2001      H.12.2

AUTHORIZATION FOR MEDICAL CARE OF DEPENDENT

In the event that my dependent ______________________________ (full legal name) is injured or becomes ill and needs medical examination or care while under the supervision of a Department of Defense Dependents Schools (DoDDS) employee or while participating in any activity sponsored by a DoDDS Japan District high school (see above), I authorize and release my dependent to care by any U.S. military medical treatment facility, or if none are available, by the closest civilian hospital that can provide the required medical care. 

DoDDS representatives will use all diligent and reasonable efforts to contact the dependent’s legal guardians prior to emergency treatment. If the DoDDS representative and or the military medical treatment facility cannot contact the sponsor or sponsor’s spouse after reasonable efforts, I hereby authorize and release the attending physician and/or any other qualified medical personnel to examine my dependent and initiate care for my dependent if necessary. I authorize any emergency care deemed necessary by the attending physician and/or qualified medical personnel for treatment of injuries or illness involving immediate danger to life or limb or possible permanent injury to my dependent. I also authorize non-emergency care as necessary (e.g., suturing lacerations, splinting sprains, casting uncomplicated fractures, treating colds, allergies, and minor gastro-intestinal illnesses).
Dependent’s Medical Information (completed by sponsor and reviewed by school nurse). My dependent has the following medical problems: ___________________________________________________________________________________

My dependent is allergic to the following: 

____________________________________________________________________________________

My dependent is currently taking the following medications:__________________________________________________________________________

Date of last tetanus booster: _____________  Date/location of sports physical: ___________________

Sponsor Emergency Contact Information (completed by sponsor).

Full legal name: _______________________________________
   SSN: ________________________
Home telephone_________________ Duty telephone:_______________________________________
Cell phone: ____________________
Spouse duty telephone:____________________________________ 

Emergency contact (if sponsor is unavailable) Name: ____________________________________________

Telephone: ____________________   Cell phone: ____________________________________

DoDDS Information. The following personnel are authorized to make medical care decisions regarding emergency and non-emergency medical care of my dependent. They are responsible for the physical health of my dependent and are authorized to represent me and approve medical treatment.
____________________              ____________________              __________________________ 

Activity Sponsor


Chaperon



Chaperon/Activity Sponsor

__________________________


_____________________________

School Nurse
School Principal

It is my understanding that the DoDDS representative will carry a copy of this authorization letter at practices, rehearsals, when traveling, and at games and other competitions (original kept on file with school nurse). 

________________________________   ______               ___________________________________  

Sponsor Signature 


    Date
               Spouse Signature (optional)            Date

  SPORTS PHYSICAL                                       AUGUST 2001               H.12.3
APPLICATION TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS
MEDICAL CERTIFICATE TO BE COMPLETED BY EXAMINING PHYSICIAN
	STUDENT’S NAME (LAST, FIRST, M.I.)
	SCHOOL
	GRADE

	DATE OF BIRTH
	HOME PHONE
	SPONSOR’S DUTY PHONE

	STUDENT’S APPLICATION
 
I AGREE TO NOTIFY MY SPORTS COACH OF ANY CHANGES IN MY HEALTH STATUS, TO INCLUDE ANY MEDICATIONS I MAY TAKE OR STOP TAKING. THIS APPLICATION TO PARTICIPATE IN ATHLETICS AT THE ABOVE SCHOOL IS MADE WITH THE UNDERSTANDING THAT I HAVE NEVER RECEIVED ANY MONEY FOR PARTICIPATION IN ATHLETIC EVENTS AND THAT I HAVE NEVER COMPETED UNDER AN ASSUMED NAME. AFTER I HAVE REPRESENTED MY SCHOOL IN ANY SPORT, I PROMISE NOT TO COMPETE IN ANY OUTSIDE ATHLETIC CONTEST IN THIS SPORT UNTIL AFTER THE SCHOOL SEASON HAS BEEN COMPLETED.
	KEEP IN SCHOOL FILE

	DATE
	SIGNATURE OF STUDENT
	

	PARENT OR GUARDIAN PERMISSION
 
I HEREBY GIVE MY CONSENT FOR THE ABOVE STUDENT TO HAVE A MEDICAL EXAMINATION (SPORTS PHYSICAL) PERFORMED BY LOCAL U. S. MILITARY HOSPITAL/CLINIC PERSONNEL, TO ENGAGE IN INTERSCHOLASTIC ATHLETICS AT THE ABOVE SCHOOL IN THE APPROVED SPORT(S) CHECKED BELOW, AND TO ACCOMPANY THE TEAM AS A MEMBER ON ITS SCHEDULED TRIPS.
	

	DATE
 
 
	PRINTED NAME OF PARENT OR GUARDIAN


	SIGNATURE OF PARENT OR GUARDIAN

	
	
	
	
	
	
	
	

	MEDICAL CERTIFICATE TO BE COMPLETED BY EXAMINING PHYSICIAN
 

	 
	YES
	NO

	General health is satisfactory?
	 
	 

	Is visual correction required for competition?   Glasses/Contacts 

Visual acuity: right                   /left                    Tested with/without correction 
	 
	 

	Is there a bridge or false teeth?
	 
	 

	Are immunizations current? If no, list immunizations received.
	
	

	Are there health problems that should be evaluated or treated before participating in competitive sports? Explain: 
	 
	 

	Is applicant’s blood pressure normal?  BP                     /                    Pulse 
	
	

	Are there medical conditions that may affect participation? (e.g., asthma, diabetes)
Please advise:
	 
	 

	Are there medications that may be required for participation?
If so, please complete medication form.
	 
	 

	 
	Basketball
	 
	Golf
	 
	Wrestling

	 
	Baseball
	 
	Gymnastics
	 
	Volleyball

	 
	Cross Country
	 
	Soccer
	 
	 

	 
	Cheerleading 
	 
	Swimming
	 
	Other:

	 
	Field Hockey
	 
	Tennis
	 
	 

	 
	Football
	 
	Track and Field
	 
	 

	I have examined ______________________________ and find him/her to be physically able to compete in the supervised athletic activities checked above. This certificate is valid for one year from date indicated below.

	DATE
 
 
	PRINTED NAME OF EXAMINING PHYSICIAN


	SIGNATURE OF EXAMINING PHYSICIAN



[image: image5.jpg]MEDICAL STAFF ASSESSMENT (FILLED OUT BY PHYSICIAN ONLY)

AGE: YRS MOS | HEIGHT: cm.( %ile) | WEIGHT: kgs.(  %ile) | BP: / P
HEIGHT: in. WEIGHT: Ibs.

VISUAL ACUITY: RIGHT /LEFT /TESTED WITH / WITHOUT LENSES NORMAL ABNORMAL

NORMAL | ABNORMAL | N/A COMMENTS

YeesbNeS

2. EARS, NOSE & THROAT

3. HEARING

4. MOUTH AND TEETH

5. NECK (SOFT TISSUES)

6. CARDIOVASCULAR

7. CHEST AND LUNGS

8. ABDOMEN

9. GENITALIA - HERNIA

10. SKIN AND LYMPHATICS

11. NECK

12. SPINE - SCOLIOSIS

13. EXTREMITES

14. NEUROLOGICAL

15. SEXUAL MATURITY RATING: BREASTS> PUBIC HAIR> MALE GENITAL> FEMALE GENITAL>

BASED ON THIS HX & PX EXAM, THE FOLLOWING ABORMALITIES WERE FOUND AND MAY NEED TREATMENT:

ANTICIPATORY GUIDANCE (CHECK ITEMS DISCUSSED)

NUTRITION

DENTAL CARE

HEADSS

AGE APPROPRIATE SAFETY

BEHAVIOR

DEVELOPMENT

RISK FACTORS

PARTICIPATION RECOMMENDATIONS

COLLISION SPORTS

NORMAL SCHOOL ACTIVITIES INCLUDING PE

CHILD DEVELOPMENT /YOUTH SERVICES

CONTACT SPORTS

NON-CONTACT SPORTS

SCOUTS

THIS STUDENT HAS HEALTH PROBLEMS WHICH WOULD PROHIBIT HIM OR HER FROM PARTICIPATING IN COMPETITIVE ATHLETICS:

[] No
O ves

THE FOLLOWING HEALTH PROBLEMS SHOULD BE EVALUATED OR TREATED PRIOR TO PARTICIPATING IN
COMPETITIVE SPORTS: s

THIS DOCUMENT IS VALID FOR 1 YEAR FROM DATE INDICATED BELOW

DATE

PHYSICIAN STAMP

PHYSICIAN SIGNATURE

Page 2 of 2
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CERTIFICATE OF IMMUNIZATION, ALL DATES, UNDER 5 YRS VERSION                  MAY 02                                                   H.2.2 	








CERTIFICATE OF IMMUNIZATION, ALL DATES, AGE 5 & OLDER VERSION                             MARCH 02                      H.2.3 
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HEAD INJURY FLOW SHEET                                                   AUGUST 2001               H.4.12








EYE INJURY FLOW SHEET                                         AUGUST 2001               H.4.13








SHOCK FLOW SHEET    _____________________________     AUGUST 2001               H.4.14
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FRACTURE DISLOCATION, SPRAIN/STRAIN FLOW SHEET            AUGUST 2001               H.4.15
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DATA REQUIRED BY THE PRIVACY ACT OF 1994

PRINCIPAL PURPOSE: Information is used by DA personnel to: (1) verify child health status of immunization per admission requirements; (2) note special
program considerations or restriction on child participation; (3) execute emergency medical procedures for chronic illnesses/conditions; (4) refer child for
enroliment in Exceptional Family Member Program. ROUTINE USES: No information is disclosed outside DOD. DISCLOSURE: Information is voluntary;

however, if information is not provided, individuals may not be able to participate in community activities.

NAME OF SPONSOR DEROS TELEPHONE (HOME) TELEPHONE (DUTY)

SPONSOR UNIT ADDRESS SPONSOR SSN SPOUSE'S WORK PHONE

CHILD HEALTH INFORMATION (SPONSOR)

NAME OF CHILD BIRTH DATE SEX

HAS YOUR CHILD BEEN UNDER THE SUPERVISION OF A PHYSICIAN? (IF YES EXPLAIN CIRCUMSTANCES AND CURRENT STATUS)

IS CHILD ENROLLED IN EXCEPTIONAL FAMILY MEMBER PROGRAM NO / YES LAST UPDATE:

IMMUNIZATIONS
DATE DATE DATE DATE DATE DATE
DTP/DTaP D
HIB PPD

POLIO

HEP B INFLUENZA

MMR HEP A

VARICELLA OTHER
MEDICAL HISTORY
YES = NO YES NO

1. ANY HOSPITALIZATION OR OPERATIONS 14. HEAT STROKE OR EXHAUSTION
2. ALLERGIES TO MEDICINE OR INSECT BITES 15. BROKEN BONES OR SPRAINS
3. SPEECH OR DEVELOPMENTAL DELAYS 16. JOINT INJURIES (ANKLE / KNEE / WRIST)
4. VISION PROBLEMS (GLASSES / CONTACTS?) 17. REQUIRED RESTRICTED PHYSICAL ACTIVITY
5. EAR OR HEARING PROBLEMS 18. FAMILY HISTORY OF DEATH LESS THAN AGE 40
6. SEIZURES OR CONVULSIONS 19. FAMILY HX OF HEART DISEASE/STROKE < AGE 55
7. DIZZINESS OR FAINTING WITH EXERCISE 20. FAMILY HX OF HIGH CHOLESTEROL
8. HEADACHES 21. FAMILY HX OF CANCER
9. HEAD INJURY OR LOSS OF CONSCIOUSNESS 22. DENTAL OR ORTHODONTIC BRACES
10. NECK OR BACK INJURY 23. CHICKEN POX (IF YES, DATE: )
11. ASTHMA OR DIFFICULTY BREATHING 24. ROUTINE OR DAILY MEDICATIONS (LIST BELOW)
12. HEART OR BLOOD PRESSURE PROBLEMS 25. FEMALES: AGE OF FIRST PERIOD:
13. CHEST PAIN WITH EXERCISE 26. OTHER PROBLEMS (LIST BELOW):

IF YOU ANSWER YES TO ANY OF THE ABOVE, PLEASE EXPLAIN:

| GIVE PERMISSION FOR MY CHILD TO HAVE THE FOLLOWING DONE: YES NO

1. RECEIVE A PPD (SKIN TEST FOR TUBERCULOSIS)

2. RECEIVE ANY IMMUNIZATION(S) NECESSARY

3. RECEIVE A HEALTH SCREEN EXAMINATION FOR SPORTS/SCHOOL/SCOUTS/CDS/OTHER

4. RECEIVE EMERGENCY MEDICAL CARE DURING SCHOOL OR ORGANIZATIONAL ACTIVITIES INCLUDING CDS

TYPED OR PRINTED NAME OF PARENT OR GUARDIAN SIGNATURE OF PARENT OR GUARDIAN
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		HOLD HARMLESS LETTER

(THIS FORM IS SUBJECT TO THE PRIVACY ACT OF 1974)

		DATE 
 7-Jan-03 FORMTEXT 

22-Dec-02




		PRIVACY ACT STATEMENT


AUTHORITY:  44 USC 3101.  PRINCIPAL PURPOSES:  (1) To provide necessary information to authorized individuals to assist them in their administering of medications to your child in accordance with your instructions and the instructions of your child’s physician; (2) To provide written assurance to said authorized individuals that they will not be held responsible for any harm or injury suffered as a result of the administering of medication in accordance with your instructions and the instructions of your child’s physician.  ROUTINE USES:  This form will be included in your child’s school health record and will not be released outside DOD channels.  DISCLOSURE:  Voluntary.  The information requested on this form is needed to insure the safe administering of medication to your child.  Failure to provide the information may constitute grounds for refusal to provide the service requested by you.



		NAME OF CHILD



     

		BIRTH DATE



     

		NAME OF SCHOOL


     



		
We, the parents of      , wish to advise you that he/she is under the care of Dr.       for       and that the physician has furnished medications together with written instructions for administering the medications to alleviate this condition.  The medication(s), physician’s instructions, and times for administering the medication(s) are as follows:

PHYSICIAN’S INSTRUCTIONS TO SCHOOL PERSONNEL                  


Due to the nature of the medications(s) and/or the child’s condition(s), it is necessary that the medication(s) listed below be administered during school hours.






		Medication(s)


     



		Physician’s Instructions


     

		Hour(s) For Administering


     





		Anticipated number of days the medication(s) must be given at school (     )



		PHYSICIAN’S SIGNATURE




		PHONE


     

		DATE


     



		
We are delivering to you the medication(s) and the physician’s written instructions and request this medication be given to our child in accordance with the above instructions.  We fully understand that you are under no obligation whatsoever to administer the medication but will only be doing so as our agent acting in our behalf specifically and solely for this purpose.



We agree to hold you, the school, its offices, agents, and employees harmless in administering the medication(s) pursuant to the physician’s written instructions and our instructions as to the times for administering the medication(s).  We further agree to notify you promptly when it is no longer necessary to administer this medication.






		PARENT’S SIGNATURE




		HOME PHONE

		DUTY PHONE



		

		HOME ADDRESS
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