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DTaP/DT/Td/Tdap (Dihtheria, Tetanus, Pertussis) 
• Those older than 7 should not receive DTaP. 
• After the 7th birthday, children should receive Td or Tdap. 
 

Preschool & Pre-Kindergarten:  
• 4 doses DTaP. 

Primary 1 (KG):  
• 4 doses DTaP if the last dose is given on or after the 4th birthday.  
• If dose #4 is received before the 4th birthday, dose #5 required by school entry or 

the 7th birthday. 
Grades 1-5:  

• 3 doses DTaP, DT or Td if the last dose is given on or after the 4th birthday. 
Grades 6-8:  

• 3 doses DTaP, DT or Td if the last dose is given on or after the 4th birthday 
AND 1 dose Tdap if student is 11 years old and if it has been at least 5 years 
since the last DTaP, DT or Td. 

Grades 9-12:  
• 3 doses DTaP, DT or Td if the last dose is given on or after the 4th birthday. 

Tdap may substitute for 1 of the 3 doses. 
 
POLIO (IPV or OPV) 
• Students 18 years and older are not required to have IPV or OPV. 
  

Preschool & Pre-Kindergarten:  
• 3 doses polio 

Grade Primary 1 (KG)-Grade 12:  
• 4 doses if all doses are given before the 4th birthday. 
• 3 doses if the last dose is given on or after the 4th birthday. 

 
MMR (Measles, Mumps, Rubella) 
• Blood test (titer) showing immunity to measles, mumps or rubella is acceptable. 
 

Preschool & Pre-Kindergarten: 1 dose MMR 
Grade Primary 1 (KG)-Grade 12: 2 doses 

• 1st dose MMR must be given on or after the 1st birthday (4 day grace applies). 
• 2nd dose MMR must be given at least 28 days after the 1st dose (4 day grace 

DOES NOT apply). 
 
 
  



  STUDENT HEALTH INFORMATION 
        2009-2010 

 
Please complete BOTH sides of this form and return by ________________________ . 

 
Name of Student:               Sex:  M  /  F 
            Last   First            Middle            (circle) 
  
Date of Birth:             /           /               Grade:  _____      Today’s Date:             /           /       
               Month Day       Year                 Month Day       Year  
 
NOTICE TO PARENTS:  If your child has a health condition, it is vital that you discuss this with the school nurse 
and your child’s teacher(s) immediately.  It is very important to know of potentially life threatening conditions such as 
asthma, diabetes and severe allergies for which an individual school health care plan will be developed. 
 
In order to provide a safe and healthy environment for your child, this CONFIDENTIAL health information will be 
shared with appropriate school staff on a “need to know” basis. 
 
A. MEDICAL HISTORY:  Check ( ) the ones that apply to your child and describe under comment section. 

 ADD/ADHD  Hearing problem Seizures 
 Anaphylaxis (severe allergy)  Heart condition  Skin condition 
 Anxiety/Panic attack  Kidney/Urinary problem  Social/Emotional concern 
 Asthma/Reactive airway  Measles: mo/year __________  Stomach aches 
 Chickenpox: mo/year _______  Mumps: mo/year __________  Travel/Motion sickness 
 Diabetes  Musculoskeletal concern  Vision problem 
 Headaches  Neurological concern  Other (explain below) 

Comments: ____________________________________________________________________________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 

 

B. List and give dates of any OPERATIONS, INJURIES or HOSPITALIZATIONS: _____________________ 
__________________________________________________________________________________________ 

 
C. ALLERGIES:  Does your child have a medication, food or environmental allergy (such as insect stings, pollen,  

or mold)?    Yes    No             If Yes, list cause of the allergy and treatment. Use additional page as needed. 

Cause of the allergy Treatment 
  
  
  

 
D. MEDICATION:  Does your child take any medication?    Yes    No       

 If Yes, include prescription, non-prescription and traditional or herbal medications. 

Name of the medication Used to treat Taken at school? 
1.   Yes    No   
2.   Yes    No   

 
Before medication can be administered (given or taken) at school, a medication administration form must be 
completed by the parent and physician and kept on file at school. 
 
E. Does your student wear EYEGLASSES?  Yes    No     and/or   CONTACT LENSES  Yes    No   
 
F. Does your student wear DENTAL BRACES?  Yes    No     and/or   DENTAL RETAINER  Yes    No   
 

 



STUDENT HEALTH INFORMATION 
 
Name of Student:              

         Last   First            Middle        
 
 
 
G. EMERGENCY TREATMENT AGREEMENT AND CONSENT 

 
I hereby certify that my child is physically fit to attend school and fully participate in the school program, including 
physical education classes and scheduled after school activities.  While I expect the school authorities to exercise 
reasonable precautions to avoid injury, I understand that the school has no financial obligation for any injury or illness 
that may occur during school-related physical activities. 
 
I authorize and direct the school authorities to administer emergency treatment and to send my child to a medical 
facility in the event of an emergency, when immediate observation or treatment is deemed necessary in the judgment 
of the school nurse/authorities, and I shall not hold the school nurse/authorities liable in a court of law.  I understand 
that in the event of a medical emergency, every effort will be made to notify the parents or guardians as soon as 
possible. 
 
Signature of Parent/Guardian:        Date:       
Name of Parent/Guardian:          
 
 
H. MEDICATION CONSENT 
 
During school hours and scheduled after-school and sports activities, your child may suffer an injury or illness for 
which the following medications will be available, under the supervision of the school nurse or coach.  Draw a line 
through/cross out any medication you do not want your child to be given.  Any medications not crossed out will 
indicate permission for the nurse or coach to administer the medication without contacting the parent. 
 

Oral Medications Topical Medications 

• Strepsil throat lozenges for sore throat (age 5 years 
and older) 

• Betadine (povodine iodine) antiseptic solution for 
cleaning superficial skin wounds 

• Oral rehydration solution (Naya Jeevan) for 
hydration, rehydration 

• Polysporin or Neosporin antibiotic ointment for 
superficial skin wounds 

• Ibuprofen (Motrin, Advil, Brufen) for fever, pain, 
inflammation due to injury 

• Calamine lotion for skin rash/reaction from allergies, 
nettles, insect bites, etc. 

• Paracetamol (Tylenol, Cetamol, Niko) for fever, pain • Benadryl (diphenhydramine) gel for allergic skin 
rash/reaction 

 • Sterile normal saline for cleaning the eye 
 
Signature of Parent/Guardian:        Date:       
Name of Parent/Guardian:          
 
I. HEALTH CARE PROVIDERS 

Name of Local Physician:  _____________________________________  Phone: _____________________ 

Address/Location:  ________________________________________________________________________ 

Name of Local Dentist:  _______________________________________  Phone: _____________________ 

Address/Location:  ________________________________________________________________________ 
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 STUDENT HEALTH EXAM 
 
 
 
Student’s Name:         Date of Birth:         /        /                 Sex:  F  /  M 
  Last  First  Middle                  Month/Day/Year           (circle) 

 
A. HEALTH HISTORY (including serious injury, illness or surgery): _________________________________ 
______________________________________________________________________________________ 

 
B. CURRENT HEALTH CONCERNS 
Yes No  

  Allergies  If yes, please complete Allergy Care Plan 
History of anaphylaxis to:         Epi-Pen®:   Yes   No 

  Asthma  If yes, please complete Asthma Care Plan   
  Diabetes  If yes, please complete Diabetes Care Plan   
  Seizure disorder If yes, please complete Epilepsy/Seizure Care Plan  
  Other Please specify: __________________________________________________________________ 

 
C. CURRENT MEDICATIONS (prescription and non-prescription)  
Yes 

 
No 

 
 
If yes, please complete Authorization for Medication to be Given at School

 
D. PHYSICAL EXAM     Date of Examination:  ____ / ____ / _______   Age:  _____ years &  _____ months 
                   (dd / mm / yyyy) 
Height: __________ Weight:   ________ BMI: __________   BP: __________ mmHg Pulse: _______ /min 
 

 Normal Abnormal Comments 
Head, neck    
Eyes (pupils) ENT    
Teeth, gums    
Chest    
Lungs     
Heart    
Abdomen    
Spine (scoliosis), back    
Shoulders, upper extremities    
Hips, lower extremities    
Skin    
Neurological    
Emotional/mental health    
Nutritional status    
Developmental status    
 
Vision Screening (required)  Hearing Screening (recommended) 

Uncorrected R: 20/___ L: 20/ ___  500 1000 2000 4000
Corrected R: 20/___ L: 20/ ___  Right:     

by wearing  Glasses  Contact lenses Left:     
 



Student’s Name:         Date of Birth:         /        /                 Sex:  F  /  M 
  Last  First  Middle                  Month/Day/Year           (circle) 
 
E. TUBERCULOSIS SCREENING 

Lincoln School requires students to provide evidence of being free from tuberculosis.  Please perform and record 
the results of the appropriate TB screening test(s) for this child.  Contact the school nurse if you have questions 
regarding which test is required. 
 

BCG vaccine  Not required 
• Date must be documented. 

 
Date (mm/dd/yyyy):  _____/_____/________ 

TB Skin Test (Mantoux, PPD 5 TU) Required if: 
• BCG more than 5 years ago, and/or 
• no history of TB disease or “positive” TB Skin Test 

Date given (mm/dd/yyyy):  ____/____/______   
Date read (mm/dd/yyyy):    ____/____/______   
Result (in mm induration):  ___________ mm  

Chest X-ray Required if: 
• new or prior “positive” TB Skin Test, or 
• history of TB disease, or 
• indicated by current health history or exam 

Date (mm/dd/yyyy):  _____/_____/________   
Result: 

Medical Examination   Required if: 
• new “positive” TB Skin Test, or 
• abnormal chest x-ray, or 
• BCG less than 5 years ago 

Date (mm/dd/yyyy):  _____/_____/________   
Result: 

 
F. IMMUNIZATIONS 

To attend Lincoln School a student must have immunity against diphtheria, tetanus, polio, measles, mumps and 
rubella.  Additional childhood and travel immunizations are recommended. Please attach a copy of all 
immunization records. The Health Office will document vaccines on an Immunization Status Certificate. 

 
G. RECOMMENDATIONS 

 
Yes 

 
No 

 
 
Approved for participation in age appropriate physical education and after school activities. 

  Approved for participation in age appropriate Explore Nepal activities. 

  Approved for participation in age appropriate competitive sports, with Sports Eligibility Health History 
attached. 

If no, describe restrictions or precautions _____________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Name of examiner: __________________________________ Signature: _________________________________ 

Address: __________________________________________  Designation: MD / MBBS / NP / PA  (circle) 

Email: ____________________________________________ Date: ________________________  (mm/dd/yyyy) 

 

Please attach additional information as needed for the health and safety of the student. 

 

 

 

Student Health Exam June 2009 



 

 

          SAISA SPORTS ELIGIBILITY 
 HEALTH HISTORY AND PHYSICAL EXAMINATION 

 
 
Name of Student:               Sex:  M  /  F 

         Last   First            Middle                    (circle) 
Date of Birth:          /         /            Age:  _____  Year of Graduation:  _______  Date:          /        / ______ 
             mm  /   dd  /   yyyy                 mm  /  dd  /   yyyy 
Sport(s): List all _______________________________________________________________________________ 
 

A. HEALTH HISTORY 
Yes No Parents/student: Check Yes or No to questions 1-27 and explain all “Yes” answers. 
1.   Are you presently taking any medications?  List:___________________________________________________ 
  What is the medication for? ___________________________________________________________________ 
2.   Do you have any chronic or recurrent medical conditions? ___________________________________________ 
3.   Have you had any surgery? ____________________________________________________________________ 
4.   Do you have any missing organs other than tonsils (appendix, eye, etc.)? _______________________________ 
5.   Do you have any allergies/conditions that are life threatening or affect school/sports?*____________________ 
6.   Have you ever had chest pain, dizziness, fainting, passing out during or after exercise? ____________________ 
7.   Have you had any problem with your blood pressure or heart? ________________________________________ 
8.   Do you have any skin problems? _______________________________________________________________ 
9.   Have you ever had fainting, convulsions, seizures or severe dizziness? _________________________________ 
10.   Have you ever had asthma or trouble breathing or cough during exercise? _______________________________ 
11.   Do you were corrective lenses (glasses/contact lenses) or protective eye wear? ___________________________ 
12.   Do you have a significant vision or hearing problem? _______________________________________________ 
13.   Do you wear any dental appliance such as braces, retainer, plate, bridge? _______________________________ 
14.   Females: Have you had any menstrual problems? __________________________________________________ 
15.   Do you have any other medical concern? _________________________________________________________ 
* Students with asthma require Asthma Health Care Plan.  Students with life threatening allergy require Allergy Health 
Care Plan.  Students with other conditions (i.e. diabetes, epilepsy) require Health Care Plan/Authorization for Medication.

 

B. SPORTS/INJURY HISTORY 
16.   Have you had any concerns about participating in your sport(s)? ______________________________________ 
17.   Have you ever had injuries requiring treatment by a physician? _______________________________________ 
18.   Have you ever had a knee injury? _______________________________________________________________ 
19.   Have you ever had an ankle injury? _____________________________________________________________ 
20.   Have you ever had a broken bone (fracture)? ______________________________________________________ 
21.   Have you ever injured any other joint (shoulder, wrist, fingers, etc.)? ___________________________________ 
22.   Have you ever had a cast, splint, or had to use crutches? _____________________________________________ 
23.   Must you use special equipment for competition (pads, braces, etc.)? __________________________________ 
24.   Has it been more than 5 years since your last tetanus booster shot? ____________________________________ 
25.   Have you been immunized against hepatitis B? ____________________________________________________ 
26.   Have you ever had a neck/head injury? _____________________________________  When? ______________ 
27.   Have you ever had a heat related problem (heat exhaustion, heat stroke)? _______________________________ 

 

Parents/Students:  DO NOT WRITE BELOW THIS LINE 
Examiner’s comments on all “Yes” answers (refer to number): ___________________________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 



 

 

Name of Student: _________________________________ Date: ________________________  (mm/dd/yyyy) 
 

C. PHYSICAL EXAMINATION  
Height: __________ Weight:   ________ BMI: __________   BP: __________ mmHg Pulse: _______ /min 
Visual Acuity:   Uncorrected   R: 20/ ____   L: 20/ ___     Corrected   R: 20/ ___   L: 20/ ____ 
              by wearing  Glasses  Contact lenses 
 

 Normal Abnormal Comments 
Head, neck    
Eyes (pupils) ENT    
Teeth, gums    
Chest    
Lungs     
Heart    
Abdomen    
Spine (scoliosis), back    
Shoulders, upper extremities    
Hips, lower extremities    
Skin    
Neurological    
Emotional/mental health    
Nutritional status    
Developmental status    
 

D. RECOMMENDATIONS 
Yes 

 
No 

 
 
Approved for participation in age appropriate competitive sports

If no, describe restrictions or precautions _____________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Name of examiner: __________________________________ Signature: _________________________________ 

Address: __________________________________________  Designation: MD / MBBS / NP / PA  (circle) 

Email: ____________________________________________ Phone: ____________________________________ 
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