REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM

TO BE COMPLETED BY PRIVATE HEALTHCARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
Note: NYSED requires a physical exam for new entrants and students in Grades Pre-Kor K, 1, 3, 5,7,9 & 11; annually for
interscholastic sports; and working papers as needed; or as requared by the Commuttee on Special Education {CSE) or
Commnﬁee on Pzre-School Specnal Educataon (CPSE)

Name: Afﬁrmed Namé (:f apphcable) ' DOB:
Sex Assigned at Birth: [ Female I Male Gender Identity: DFemaHe [ Male | Nonbmary 0Ox
School:™ . A : . : . |Grade: Exam Date:

Type:
1 Allergies - : L o .
O Medication/Treatment Order Attached [ Anaphylaxis Care Plan Attached .
[I Intermittent [l Persistent [ Other: :
L1 Asthma
1 Medscatuon/’ﬁ'n’ea‘tmen‘t Order Atfcached lj Asthma Care Pﬂan Attached
Type: A Date of last seuzure
[ Sefzures ' o '
[ Medication/Treatment Order Attached L1 Seizure CareP ﬂan Attached
Type: [11 12
[1 Diabetes | o
[ Medication/Treatment Order Attached O Dgabetes Medﬂcaﬂ Mgmt Plan Attached

Risk Factors for Dnaf@eﬁes er Pre-Diabetes: Consider screening for T2DM If BMil% > 85% and has 2 or more risk factors:Family Fix
T2DM, Ethnicity, Sx Insulin Resistance, Gestational Hx of Miother, and/or pre-diabetes.

BMI_____ keg/m2 v :
Percentile ((Weugh‘t Status Category): O<5% [Os5f40% [O50%-84% [Ogs®94® [Jos™.gg® [Joghand>

Hyg@erﬂﬂpndemua ElY_.es LI NotDone ﬁypéﬁeﬁéﬁ@m CYes O Not Done

[ LeadElevated >5 pg/dL

1 TestDone

» 10 Lymph nodes [T Abdomen | [ Extremities L1 Speech
[ Dental 1 Cardiovascular L1 Back/Spine/Neck 71 skin [ Social Emotional
L1 Mental Health | LI Lungs [1 Genitourinary 1 Neurological [T Musculoskeletal
(1 Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems {list) : ICD-10 Code*
Additional Information Attached *Required only for students with an IEP recelving Medicaid
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Name: Affirmed Name (if applicable): DOB:

Distance Acuity 20/ 20/ [ Yes O

Near Vision Acuity 20/ 20/ [ Yes 1

Color Perception Screening Cipass [ Fail 1
INotes :

Pure Tone Screening Right [ Pass [ Fail Left [ Pass [ Fail Referral L1 Yes ]

Motes

FOR PART

[ *Family cardiac history reviewed — required for Dominick Murray Sudden Cardiac Arrest Prevention Act

[1 student may participate in all activities without restrictions.
If Resirictions Apply — Complete the information below

[ student is restricted from participation in:
1 Contact Sporis: Basketball, Competitive Cheerleading, Diving, Downhill Skiing, Field Hockey, Football, Gymnastics, Ice
Hockey, Lacrosse, Soccer, and Wrestling.
[l Limited Contact Sports: Baseball, Fencing, Softball, and Volieykall.
] Non-Contact Sparts: Archery, Badminton, Bowling, Cross-Country, Goff, Riflery, Swirnming, Tennis, and Track & Field.

1 Other Restrictions:

Develepmental Stage for Athletic Placement Process ONLY required for students in Grades 7 & 8 who wish to play at the
high school interscholastic sports level OR Grades S-12 wha wish to play at the modified interscholastic sports level.

Tanner Stage: 11 Cdi 1w CHiv OV

[1 Other Accommodations®: Provide Details {e.g., brace, insulin pump, prosthetic, sports goggles, ete.):

*Check with the athletic go(te_ming body if prior apprg\{gﬂ/form cornpletion is required for use of 't_he device at afghle’cﬁc cpmpetitions.

Ij O&def Form for médicati@n(s) needed aé échooi attéched ”'

[1 Confirmed free of communicable disease during exam 1 Record Attached  [J Reported in NYSHS
Healthcare Provider Signature:
Pravider Name: (please print)
Provider Address:
Phone: Fax:

Please Return This F@rrm to Your Cﬁﬁﬂ@ﬂ”s _S@h@@ﬂ Hea_ﬂth Office When Completed.
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