“DHHS ™

e Department of Health and Human Setvices
OB o Fnan arvieca Physical Examination Report

Name of School {if desirad)

The school board shall require evidence of (a) a physical examination by a physician, a physician assistant, or an advanced practice registered
nurse...within six months prior to the entrance of a child info the beginner grade and the seventh grade or, in the case of a transfer from out
of state, to any other grade of the local schoal; and (b} for school year 2006-07 and each school year thereafter, a visual evaluation by a
physician, physician assistant, an advanced practice registered nurse, or an optometrist within six months priar to the entrance of a child into
the beginner grade or, in the case of a transfer from out of siate, to any other grade of the local school, which consists of testing for amblyopia,
strabismus, and internal and external eye health, with testing sufficient to determine visual acuity, except that no such physical examination or
visual evaluation shall be required of any child whose parent or guardian objects in writing. The cost of such physical examination and visual
evaluation shall be borne by the parent or guardian of each child who is examined. Nebraska Revised Statutes 79-214 (excerpt).
PARENT/GUARDIAN: This form is provided as a convenience to you and your child’s health care provider in meeting the requirement
for physical examination in Nebraska schools. No specific form Is required by the statute. The Information provided here may be
shared with school personnel as needed to promote your child's safety and educational success.

By signing below, the parent/guardian of consents for the
Name of Student

release of the health and medical information contained herein to be released to

Name of School
Signature Prlnted Name/Relationship to Student Date
Student Name School Grade
Student Address Zip Age Sex OM BF
Physician Name
PHYSICAL FINDINGS {use back for comments or recommendations)
Height Weight Medical Normal [ Abnormal Findings
Blood Pressure Pulse Appearance O [
- N Eyes/earsinosefthroat [m] [l
Urinal
e VSIS, Lymph Nodes O O
Hemoglobin/Het Heart (note murmur If present} [0
Audiometric Screening Report Pulses {inc. Femoral) O
500 1000 2000 4000 Lungs 0
RE Abdomen l [l |
LE Skin O 0
Immunizations given during today's visit: LAUSEUIOSkeletaI O g
ODTP OTd OPolic OMMR OHb T HepB O Varicella ee O L
O Other (list) Spine O
(Please attach copy of immunization record on fils.) Shoulderfarm O £l
 Recommend Further gggi?;nr:arm g E
Visual Evaluation Report PASS FAIL Evaluation Hiofthigh =
Amblyopia (| Ip/thig ]
Strabismus [} O O Knee ]
Internal Eye Health O 0 | Leg/ankle O [
External Eye Health O O O Foot O O
Visual Acuity m] O 0O Evidence of Scoliosis __ [1No Cl Yes
20 feet: Right 20/ Left 20/ with/without glasses Evidence of Hernia O No Oves
16 inches: Right 20/ Left 20/ withiwithout glasses Stigmata of Marfan's Syndrome I No L Yes

Required medication on a daily or episodic routine:

Please check classification
[d Regular:  Student may participate in the regular program of physical education, recreatien, intramurals, athletics or related activities
" witheut undue risk ar injury.

O Adapted: Student has a condifion which might risk sustaining injury from participation in the regular program or needs a special adapted
program as indicated by the consulting physician. Reexamine each year.

1 Exempt: Studenthas a severe handicap which might risk sustaining injury frem participation in the regular or adapted programs. These
students should be reexamined for possible reclassification at the end of the exemption period.

Please check certification

O Certified: Student has passed the physical examination successfully and is physically able to participate in interscholastic athlstics,
Activities student should not participate in:

Significant findings/chronic health concerns
Your signature below indicates completion of physical exam and review of health history,

Date Signed

Examining Physician (Stgnature Required}

Clinic/Practice Name (please print) Physician Phene

Physician Address

Return to Schoal Heaith Office FH-42 (44042) 4109



Medication Competency Statement

N
1, havedetermined
Parent /Guardian Name 5

competent to give or apply medication to my child(ren).

Provider/Director

Signaturs of Parent/Guardian Date

CHI

Any health problems which caregiver should know:

Medication, if any:

Allergies, if any:

Special Concerns: (Glasses, Hearing Aid, Crutches)

Any activities child(ren) should NOT engage in: {

Company providing health and/or accident insurance coverage: (Optional)

Certificate of immunizations

TYPE OF Normal Date Given DOCTOR OR CLINIC
VACCINE VACCINE Dose | Schedule Mo, Day Yr. ADMINISTERING
Polio 1 2 mo, '
OPV or 2 4mo. f
154% 3 6-18 mo, ‘
4 4-6 yrs.
DTR/OT/DTaP 1 2 me,
Diphtheria pd 4 mo.
Tetanus 3 6 1o,
Pertussis 4 15-18 mo.
5 4.6 yrs.
Tdap 1 11-18 yrs.
TdfTetanus
and Diphtheria
Hib 1 2 mo.
Haemophilus z 4 me.
influenzae b 3 6 mo.
4 12-15 mo,
M-M-R 1 12-15 mo.
2
Hepatitis A 1
2
Hepatitis B 1
2
3
Varicella 1 12-18 me.
Chickenpox P
date of disease
Meningococcal 1
Caonjugate
PCV 1 2 mo,
Pneumococeal 2 4 mo.
Conjugate 3 € mo,
4 12-15 mo,
1 2 mo.
Rotavirus 2 4 mo,
3 6 mo.

| certify that the above information is correct to the best of my knowledge.

Signalure of Parent/Guardian or Physician Date i



B PREPARTICIPATION PHYSICAL EVALUATION 153
HISTORY FORM

(Neta; Tils form I ta be fiiled out by tha pratient and parent prior Yo seelng the physician, The physician showid keep s form in the chart)

Dale of Fxam
Meme Date of birth
Sex Age Brada Sohoil Sport{s}

Metdigines and Allergies; Please Hst alf of the prescription and aver-the-seunter medicnes and supplsments harbal aed nulritionsl) that you are curreatly taking

Do you have any allergles? O Yes [ No  fyes, pleasa Igenttfy spacific allergy below,
L1 Medicings [} Pollens {1 Food 3 Stnging Insacts

Explain "Yas® answors hofow. Clrele guestions you don't know the answars 1o,

HEDICAL QUESTIO, R
26. Da you cough, wheaze, or have difficulty freathing dutng or

54

™). Haa a dector aver dented or reatricted yaur participation I sparts for

any reason? alter exerglse?
2. Doyou Figve any engding madieal conditians? If so, pleass [deniify 27, Have you ever used an inhalar or taken asthma modicing?
bolow: (T Asthma [ Anemia L1 Diabetes L1 Infections 20. I3 tera anyone In your family who has asthma?
Others : 29. Wars you born without ar are you migsing o kldney, an eye, a testicle
3. Hava you evar spant the night I the hosplal? - (mialiss), your splas, ar any siher oroan? \ !

30. 0 yau heswe groln paln of a patnlul bulge or harmis In (e groln area?
41, Have yau had infectious mononusiosts fimenc) within the last month?
32, Do you have gny rashes, prassura seres, o othey skin problems?

- :FT ER axercist:"? p Ty ' 33, Have you had a herpes or MASA sk Infectlon?
. Have you aver had discemfort, pal, tighiness, or pressure In you - ;
- ~~=ghast during exprolse? <~ P 34. Have vou everhid & head Infury o cencisssion?

3B, Hava you avar had & hit or blow ie the head that caused t-mnh-,lsinm
profonged hendache, or inemery preblema?

36, o you heve 3 histery of salzuro disordec?

7. Dias your heart ever ron or skip hoats (regular honls) during exercise?

. Hes # tloctor sver told you that yoo have any headt problems? I so,
ehatle all st apply:

[23 High biood prasaura T A heart sammur 37. Do you heve headaches with execlze?
£ High chatesterol {7} A heart Infection 38, Havo you ever had niumbnass, tingling, or woaknees in yaur aims o
EJ Hawasok diseage Other Tegs after balng bit or fafling?
9, Hes & doclor ever ordered & test for your tenrt? (For exatple, ECAEKE, 39, Have youl over beor onable i move your arms or legy after being bit

achoenrdiogram) or falling?

10, Do you get lighthended or feaf more sharl of bredlk: than expecied 40, Hova yoll gvar become 1} whils axerctslrg in thi heat?
ducing exerslse? 41, Do you gat Trequent muscls ¢ramps when axertlsng?

11. Have you over had an Gnosplalned soizure? 42, Do.you or sorneone In your family have slekle soll trait or disease?

12. Do you get morp Heetl or short of broath more quickly than your friends 43, Hava yon hiad any problarms with yout ayos or vision?
Gurlng exarclie? )

44, Hava you had eny eyo injurica?
45, D you wear glassos of contact lenses?

ACHEAUESTIONS:

13, Haa any family marber o rejative diad of Hewrt probloms o¢ g on

unexpacted or Unexplaingd suddan eath hufors age 56 (rckding 45, Do you waar pmm{:th@ eyawear; sueh 28 genglas of 8 face shisld?
drowning, anexplalined car accldent, or sudden Infant death syacrome)? 47, Do you worry abalk yous welght?

14. Daas anyane I your faelly have hyperirophlc sardiemyopatiy, Motinn 8. Are yoir {eylng 10 of bas anyane resemaandad that you gam or
syndrama, arshydimogenle right venbicular Sardlomyopalhv, long OF lese welght?
syncvoma, shon 0T syndrome, Brugada syndrome, er catechotaminargle 49, Arg you on a special diel ar d il cartaln 1
polymorphic ventdoular laz:hyéardia? you on e s ar o yout aveld cartatn Lypes of toods?

64, Newe you aver had an eating tsorde:s?

5 B ¢ family hiava o heart prablem, pacamalar, -~
16- Goes anyans in your family havo  heart probiam, pacamakar, o §1. Do you have any sontens that you would like to discuss wilh

tenplanted defirliator?
16. Has anyene fryour family had unaxplalied faintng, unoxphalned : : : : -
selzyres, of neardrnlng‘? ” i ) B2, Have you over had & monstrua L pd?
FINTOUESTIONS | S 53, How old wera you whan you find your firet manstrual pecod?

17. Have you wver had an Injury 10 1 bone, muscle, Hgamont, ortondon 54, Fow miiny perleds liava you nad In the lst 12 montha?
{hat coused you 1o miss a practics or & game? gl "yos® Anewers hure

18. Have you ever had any brokan of fraclured banas o tistocated joinla?

10. Hava you over had an injury that required x-rays, MBI, CT scan,
injectlons, therapy, 4 brace, 4 cast, o crulches?

20, Hava you sver hod 2 siress Traclure?

. Have you qver bean told that you have or hivs you had an ¥-ray for feck
{nstabifity or allanloaxlol Ingtabllily? (Down syndroms or dwar(lsm)

22, 9n you regulnrly use a braca, orthotics, or other assistiva device?

23. Do you have a bong, muscle, or Jaint njury that hothers you?

24, Do any of yeur folits bacome patnful, swellan, foal warm, or foale red?
25, Do you hava any history of juvantia arthwltla or connactive fissus dispase?

doctor?

a
e

1 areby state 3hat, to e best of my knowledge, my answers to the above questions are comalsle and correet,

T

Slgnadurn of alhlata

Signatus of parent/yuacdian Dake

©2010 Americad Acadamy of Farily Plesiclans, Amerlean Aeademy of Podlatrics, Amarican Coilege of Sporls Medicing, America Metheal Soclety for Sports Modicine, Ampsican Orthapaedlc
Suviply for Sports Medicing, and American Ostenpathic Avademy of Sports Medfeing. Formission fs pranted to rapiint for norcammercial, eduealfonal prrpases with scknowledgment,

I hereby give permission Tor the release of the attuched student medical history and the results of the actual physical examination to the schoo! for the purposes of
participatien in athletics und activities.
Parent or Legal Guardian Signature Date




Lincoln Christian School

Dental Examination Report

This is to certify that | have thoroughly examined the teeth of;

(Please print full name of patient)

Please Check ONE:

—_No dental treatment is necessary at this time.
_____All necessary dental treatment has been completed.
—___ Dental treatment is scheduled.

Further recommendations:

{Date) {Signature of Dentist)

If you have any questions, please contact the Lincoln Christian School Nurse at 488-8888 x 230.

LINCOLN




SCHOOL VISION EVALUATION
Report Form

A School Vision Evaluation is required for all children within six months prior to entering Nebraska
schools for the first time (includes beginner grades including Kindergarteners, transfers, and other students
new to Nebraska) [Nebraska Revised Statute 79-214]

Name: Date of Birth:
School: Date:
Student Status (check one): _ Beginner Grade ~_ Transfer Student from Out of State
Recommend
REQUIRED TESTS* Pass Fail Further Evaluation
(comments noted below)
Amblyopia
Strabismus
Internal Eye Health
External Eye Health
Visual Acuity
Right eye @ distance (20 ft.): 20/ aided/unaided
Left eye @ distance (20 ft.): 20/ aided/unaided
Right eye @ near (16 in.): 20/ aided/unaided
Left eye @ near (16 in.): 20/ aided/unaided

%A vision evaluation consisting of these requived tests meets the legal requirements for the Siate of Nebraska
but is not a complete eve examination such as most eye doctors perform.

Recommend Further Did
ADDITIONAL TESTS Pass Fail Evaluation Not Test

Eye Alignment at Distance

Eye Alignment at Near

Depth Perception

Color Vision

Focusing Amount

Focusing Flexibility

Focusing Lag (Accuracy)
Convergence (Crossing) Ability
Saccade (Rapid) Eye Movement
Pursuit (Tracking) Eye Movement
Other:

COMMENTS/RECOMMENDATIONS:

Evaluation performed by: 0.D, MD. PA _ APRN
(signaiure)

Office Phone Number: { ___ ) - Date:

Nebraska Foundation for Children's Vision (www NEchildrensvision.org)
01172010



