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New Entrant Health History
Health/Safety Clearance to Participate in Physical Education
Based on Sections 903 and 3204 of the Education Laws
Pending receipt of a completed medical history and physical examination form from your health care provider, we are asking that you provide the following information.


_______________________________________          ______________           _____________
            Students Last Name/First Name                           Date of Birth                  Grade/Class
                                                                                                                                                         .
       Does your child have a history of the following:		    If yes, please explain:

Allergies		Yes _____ No _____  		Date: _______________________________
Asthma		Yes _____ No _____  		Date: _______________________________
Seizures 		Yes _____ No _____  		Date: _______________________________
Vision Problem	Yes _____ No _____  		Date: _______________________________
Hearing Problem 	Yes _____ No _____  		Date: _______________________________
Scoliosis		Yes _____ No _____  		Date: _______________________________
[bookmark: _Hlk188447717][bookmark: _Hlk188447682]Surgery		Yes _____ No _____  		Date: _______________________________
Serious Illness		Yes _____ No _____  		Date:_______________________________
Serious Injury		Yes _____ No _____  		Date: _______________________________
Diabetes		Yes _____ No _____  		Date: _______________________________
Mental Illness		Yes _____ No ______		Date: _______________________________
ADD/ADHD		Yes _____ No ______		Date: _______________________________
Heart Anomaly	Yes _____ No _____  		Date: _______________________________
Hypertension		Yes _____ No _____  		Date: _______________________________
Obesity		Yes _____ No _____  		Date: _______________________________
TB or positive PPD	Yes _____ No _____  		Date: _______________________________
Sickle Cell		Yes _____ No ______ 	Date: _______________________________

Family History of heart disease:  Yes _____ No _____ Explain___________________________

Is your child currently under medical treatment: Yes _____ No ______
If yes, please explain: ____________________________________________________________

Date of last Physical Exam: ______________ Physicians Name __________________________
Is your child taking medication on a regular basis? If Yes, List the medication, dosage and frequency: _________________________________________________________________________________
_________________________________________________________________________________
Is there any other medical information we should know about your child? ______________________
_________________________________________________________________________________________________
Name of Person Completing Form    Relationship to Child    Signature                                              Date
