
NYSED requires an annual physical exam for new entrants, siudents in Grades K, 2, 4, / and 1A, sparts, wa/King permits ancl

triennally for the Committee on Spectal Education (CSE).

VVAPPI NGERS EENTRAI. SCHOOL DISTRICT. FI EALT'H EXAM I NATIO N GERTI F I CATE

Name:

Schboi: Gender: trM trF
Date of Birth:

Giadel' Today'sDate

C lmmunization record attached
C No immunrzations given today
C lmmunizations given srnce lasi

Specify current diseases :

Health Appraisal

Sighifi cant Medical/Surgical History

Ailergies: C ltrE THREATENING C

Sickle Cell Screen.
PPD

Elevated Lead

Dental Referral
Drabetes OTypel OType

Other.

ative C Not done

CNegatrve ! Not done

D t'to C Not done

D tto C Not done

fl Hyperlipidemia

c
c
c
2

Positive
Pos ilive
Yes

Date
Date
Date.
Date.

DO Asihma
O Seizures

Hypertension

C Seasonal

O See attached

Food r

C Medication

C lnsect C other

PHYSICAL EXAM

Referral

Body Mass lndex. _
Weight Status Category (8Ml Percentile)

B less than 5h E 5rn through 49rh o 501h through B4rh

Q 85ih through 94th E g5'i through 98Lh fl 99rn and higher

Vision - without glasses/contact lenses
R L

Vrsion ' with glasses/contact ienses R L

Vision - Near Point R L

Hearing O Pass 20 db sc both ears or R t

Heiqht Weight

D EXAM ENTIRELY NORMAL

C Yes C No Student May Parlicipate in

IV Scoliosis. C Neqative OPositive

C yes O tto Student ls Free Of Communicable Diseases

Blood Pressure fJale of Exam

Tanner 
' 

ll. lll

Routine School Activities

Specify any abnormaliiy

Significant Abnormal Physical Exam Findings

Medications (list

Name.

[l None Additional medrcations listed on reverse of

Dosage/Time

Dosage/Time

form

Name

homelf AM dose is missed at

I assess this student to
Note Nurse will also

be self-directed C
assess self-direction

Yes Cl tto Student may self carry and self administer medication !
for the school settrnq. Please advtse parent to send ln additlonai med cation in

Yes C No
the event lhal emergency

is necessary at school or if the morninq medrcation has not been

J Free from contagions & physically qualified for all physical education, sporls, playground, work & school activities OR only as checked

C ContacVCollisron ( Football, Basebail, Basketball, Soccer, Field Hockey, Wrestlrng, Lacrosse, Softball )

J Endurance Activities (Gymnastics, Swimming, Track, Cross Country Volleyball )

C Others ( Bowling, Golf, Field Events, Cheerleading)
C Specify medical accommodations needed for school D None

ll Known or suspected disability

C Limrtations/Restrictions:

n Protective equipment required: E Athletic Cup D Sport goggles/impact resistanl eyewear C Other.

Provider's Signature Phone

Fax.

(Slamp below)

Provide r's NarFe/Address

Parent Signature Date

Please Attach An Updated Copy Of The Student's lmrnunization Record

Tftis exam campltes with llYSED requrrements alsore anc] ts valtd for twelve 01o11ths.

daVs iha( vtill ;ectuire revtew by privale ltealtlicare p.ovtdei and ihe
wittt the excepttort af atly tllness
sch aal nte d tr: a I d i rc Cta r

or tn jury lastinQ rnore lhan five



WAPPINGERS CEI-ITRAI, SCFIOOL DISTRICT

Dear Parent/Guardian.

New York State Educatton Law requires that a Health Cerlificate be funrshed for new entrants, students in
grades K,2,4,1 and i0, sports, working pemrits and trienniaily lor the committee on Special Education (CSE).

Since your farnily physician has a urore cornplete unclerstanding of yorir child's health, we respectfully urge yoLr
to take your chrld to your famrly pirysician for a physical exan-Linatiop anci have the IIEALTH EXAMINATION
CERTIFICATE on the back of this lonn completecl and returned to your child's school health office by
Octobcr

Physical examtnations are good for one year from lhe date that they are given a1d rematn so uptii the last day of
the montl-r in r.vhrch they were given

If yoLr do not rvish to have your iarnrly physicran perfonn thrs examinalion, or if the record of examinatron is
not received by lhe school's liealth office, your chrld wiii be scl-reduled to be examined by the scirool
physrciarL/associare

T_IEALT[_I T{ISTORY

Please list ail allergies your child has

DATI] DATE
Chrcken Pox Pneunronia
Ear Infection Strep Tluoat
l{epatrtis Scarlet Fever
Meningrtrs Rtreumatic fever
Tuberculosis Mononucleosis

Please itst any recent injunes, illnesses and/or surgeries

Please note any other health problem not iisted above

I will notify the School Nurse of any changes ur my chilci's health status or an absepces olmore than 5 days

PareLit/Glrardrait S i gu:rlLLr e DaLe

See Other SLdc


