


 

This health appraisal complies with NYSED requirements above and is valid for twelve months, with the exception of any illness  
or injury lasting more than five days that will require review by private healthcare provider and the school physician.                

 

 

HARRISON CENTRAL SCHOOL DISTRICT 
PROOF OF IMMUNIZATION 

NYSED requires an annual physical exam for new entrants, students in Grades K, 2, 4, 7 and 10,  
sports, working permits and triennially for the Committee on Special Education (CSE). 

 

 
IMMUNIZATION HISTORY 

     

DTaP/DT/Td 
     

Tdap 
     

Polio – IPV 
     

Live Measles Vaccine #1 #2 Disease 

Live Mumps Vaccine #1 #2 Disease 

Live Rubella Vaccine #1 #2 Disease 

Varicella #1 #2  

Hepatitis B Vaccine #1 #2 #3 

Hepatitis A #1 #2 #3 

 
TUBERCULIN SKIN TEST  

 
*** If the student has had a medically documented, positive TST in the past, the test need not be repeated. Go to Section B below. 
 
A. Tuberculin Skin Test (Mantoux/Intermediate PPD) – WITHIN 12 MONTHS OF ENTRY 
 
Test must be read by a health care provider 48-72 hours after administration.  If there is no induration, indicate “0” under results.  Tine or Mono-Vac tests 
are not accepted. 
 
Date test administered:     / /  Date test read:     / /  Result:   mm induration 
 

Test interpretation (refer to table below):    Negative  Positive 
 

Risk Factor Positive Result 
Close contact with case of TB/is immunocompromised 5 mm or more 
Born in country with a high rate of tuberculosis 10 mm or more 
Traveled or lived for a month or more in a country with a high rate of tuberculosis 10 mm or more 
No risk factors (PPD should not be performed) 15 mm or more (if PPD done) 

 

 
B. If Tuberculin Skin Test is Positive, now or previously, the following are required: 
 

1. Date of Positive PPD:     / /  
 

2. Chest X-ray: (please attach copy of report)     / /   Normal   Abnormal 
 
If Abnormal, describe:              

 

3. Clinical Evaluation:   Normal   Abnormal 
 
If Abnormal, describe:              

 

4. Treatment:   No (please explain):            
 

 Yes (Drug, Dose, Frequency, Dates):          
 
             

 

 
C. Tuberculin Skin Test screening not indicated (Student has none of the above risk factors):       

(Physician’s Signature Required) 
 
Physician’s Signature:     Phone:     

 
Physician’s Name/Address:      Fax:    

 

(Physician’s Stamp below)
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