
 

 

HEALTH PACKET 

 

Toddler  

Primary/Kindergarten 



■ Preparticipation Physical Evaluation

HISTORY FORM
(Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should keep a copy of this form in the chart.)

Date of Exam  ___________________________________________________________________________________________________________________

Name  __________________________________________________________________________________  Date of birth  __________________________

Sex  _______  Age  __________  Grade  _____________  School  _____________________________ Sport(s)  __________________________________

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies? Yes No If yes, please identify specific allergy below. 
Medicines Pollens  Food Stinging Insects

Explain “Yes” answers below. Circle questions you don’t know the answers to.

GENERAL QUESTIONS Yes No

1. Has a doctor ever denied or restricted your participation in sports for

any reason? 

2. Do you have any ongoing medical conditions? If so, please identify 

below: Asthma Anemia Diabetes Infections

Other:   _______________________________________________

3. Have you ever spent the night in the hospital? 

4. Have you ever had surgery?

HEART HEALTH QUESTIONS ABOUT YOU Yes No

5. Have you ever passed out or nearly passed out DURING or 

AFTER exercise? 

6. Have you ever had discomfort, pain, tightness, or pressure in your 

chest during exercise?

7. Does your heart ever race or skip beats (irregular beats) during exercise?

8. Has a doctor ever told you that you have any heart problems? If so, 

check all that apply: 

High blood pressure A heart murmur

High cholesterol A heart infection

Kawasaki disease Other: _____________________

9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 

echocardiogram) 

10. Do you get lightheaded or feel more short of breath than expected 

during exercise?

11. Have you ever had an unexplained seizure?

12. Do you get more tired or short of breath more quickly than your friends 

during exercise? 

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes No

13. Has any family member or relative died of heart problems or had an 

unexpected or unexplained sudden death before age 50 (including 

drowning, unexplained car accident, or sudden infant death syndrome)?

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 

syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT 

syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 

polymorphic ventricular tachycardia?

15. Does anyone in your family have a heart problem, pacemaker, or 

implanted defibrillator?

16. Has anyone in your family had unexplained fainting, unexplained 

seizures, or near drowning?

BONE AND JOINT QUESTIONS Yes No

17. Have you ever had an injury to a bone, muscle, ligament, or tendon

that caused you to miss a practice or a game? 

18. Have you ever had any broken or fractured bones or dislocated joints? 

19. Have you ever had an injury that required x-rays, MRI, CT scan, 

 injections, therapy, a brace, a cast, or crutches? 

20. Have you ever had a stress fracture? 

21. Have you ever been told that you have or have you had an x-ray for neck 

instability or atlantoaxial instability? (Down syndrome or dwarfism)

22. Do you regularly use a brace, orthotics, or other assistive device?

23. Do you have a bone, muscle, or joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or look red?

25. Do you have any history of juvenile arthritis or connective tissue disease?

MEDICAL QUESTIONS Yes No

26. Do you cough, wheeze, or have difficulty breathing during or

after exercise? 

27. Have you ever used an inhaler or taken asthma medicine? 

28. Is there anyone in your family who has asthma?

29. Were you born without or are you missing a kidney, an eye, a testicle 

(males), your spleen, or any other organ? 

30. Do you have groin pain or a painful bulge or hernia in the groin area?

31. Have you had infectious mononucleosis (mono) within the last month? 

32. Do you have any rashes, pressure sores, or other skin problems? 

33. Have you had a herpes or MRSA skin infection? 

34. Have you ever had a head injury or concussion? 

35. Have you ever had a hit or blow to the head that caused confusion, 

prolonged headache, or memory problems? 

36. Do you have a history of seizure disorder? 

37. Do you have headaches with exercise?

38. Have you ever had numbness, tingling, or weakness in your arms or

legs after being hit or falling? 

39. Have you ever been unable to move your arms or legs after being hit

or falling?

40. Have you ever become ill while exercising in the heat?

41. Do you get frequent muscle cramps when exercising?

42. Do you or someone in your family have sickle cell trait or disease? 

43. Have you had any problems with your eyes or vision?

44. Have you had any eye injuries?

45. Do you wear glasses or contact lenses? 

46. Do you wear protective eyewear, such as goggles or a face shield?

47. Do you worry about your weight? 

48. Are you trying to or has anyone recommended that you gain or

lose weight? 

49. Are you on a special diet or do you avoid certain types of foods? 

50. Have you ever had an eating disorder? 

51. Do you have any concerns that you would like to discuss with a doctor?

FEMALES ONLY

52. Have you ever had a menstrual period?

53. How old were you when you had your first menstrual period? 

54. How many periods have you had in the last 12 months?

Explain “yes” answers here

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athlete   __________________________________________  Signature of parent/guardian ____________________________________________________________   Date _____________________

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic 

Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
HE0503 9-2681/0410

New Jersey Department of Education 2014; Pursuant to P.L.2013, c.71

 Gender_______________________________________Age________________________________

***Parent /Guardian Signature____________________________________________________________Date_________________

Grade_____________________________Gender_____________________________________________Age______________________________________Grade_______________________Gender___________________________________________________________Age_________________________________Grade_______________

STUDENT HEALTH HISTORY

_______________________***Parent/Guardian Signature______________________________________________Date______________***Parent/Guardian Signature________________________________________Date____________________

Student Health History     Student Health History



UNIVERSAL
CHILD HEALTH RECORD

Endorsed by: American Academy of Pediatrics, New Jersey Chapter
New Jersey Academy of Family Physicians
New Jersey Department of Health and Senior Services

SECTION I - TO BE COMPLETED BY PARENT(S)
Child’s Name (Last) (First)

          
Gender

 Male      Female
Date of Birth

           /            /           
Does Child Have Health Insurance?

Yes          No
If Yes, Name of Child's Health Insurance Carrier

          
Parent/Guardian Name

          
Home Telephone Number

          
Work Telephone/Cell Phone Number

          
Parent/Guardian Name

          
Home Telephone Number

          
Work Telephone/Cell Phone Number

          

I give my consent for my child’s Health Care Provider and Child Care Provider/School Nurse to discuss the information on this form.
Signature/Date

          
This form may be released to WIC.

Yes          No

SECTION II - TO BE COMPLETED BY HEALTH CARE PROVIDER
Date of Physical Examination:           Results of physical examination normal?          Yes          No

Weight (must be taken
within 30 days for WIC)           

Height (must be taken
within 30 days for WIC)           

Head Circumference
(if <2 Years)           

Abnormalities Noted:
          

Blood Pressure
(if >3 Years)           

IMMUNIZATIONS  Immunization Record Attached
 Date Next Immunization Due:           

MEDICAL CONDITIONS
Chronic Medical Conditions/Related Surgeries
• List medical conditions/ongoing surgical

concerns:

 None
 Special Care Plan
Attached

Comments
          

Medications/Treatments
• List medications/treatments:

 None
 Special Care Plan
Attached

Comments
          

Limitations to Physical Activity
• List limitations/special considerations:

 None
 Special Care Plan
Attached

Comments
          

Special Equipment Needs
• List items necessary for daily activities

 None
 Special Care Plan
Attached

Comments
          

Allergies/Sensitivities
• List allergies:

 None
 Special Care Plan
Attached

Comments
          

Special Diet/Vitamin & Mineral Supplements
• List dietary specifications:

 None
 Special Care Plan
Attached

Comments
          

Behavioral Issues/Mental Health Diagnosis
• List behavioral/mental health issues/concerns:

 None
 Special Care Plan
Attached

Comments
          

Emergency Plans
• List emergency plan that might be needed and

the sign/symptoms to watch for:

 None
 Special Care Plan
Attached

Comments
          

PREVENTIVE HEALTH SCREENINGS
Type Screening Date Performed Record Value Type Screening Date Performed Note if Abnormal

Hgb/Hct                     Hearing                     
Lead:     Capillary    Venous                     Vision                     
TB  (mm of Induration)                     Dental                     
Other:                               Developmental                     
Other:                               Scoliosis                     

I have examined the above student and reviewed his/her health history.  It is my opinion that he/she is medically cleared to
participate fully in all child care/school activities, including physical education and competitive contact sports, unless noted above.

Name of Health Care Provider (Print)
          

Signature/Date
          

Health Care Provider Stamp:
          

CH-14     SEP 08 Distribution:  Original-Child Care Provider     Copy-Parent/Guardian     Copy-Health Care Provider



 

 

Medication Form 
Authorization for Prescription and Non-Prescription Medication to be given during school 

(including afterschool programs & field trips)  

NAME:  _____________________________________________DATE OF BIRTH_____________________ 

ALL prescription and non-prescription medication to be administered at school, including afterschool 

programs and field trips, can only be given if this form is on file in our Health Office and signed by both the 

child’s parent/guardian and physician. 

Prescription Medication: 

Drug Name Dose Frequency Side Effects 

        

        

        

        

 

Non-Prescription Medications: 

___Acetaminophen                                     ___Ibuprofen                                               ___ Antacids             

___Motion Sickness Medication                ___Hydrocortisone Cream                          ___Cough Drops 

___Benadryl/Antihistamines                      ___Other Health-Related Products             ___________________  

__________________________                ________________________                    ___________________ 

___ I authorize the school nurse or other school employee, trained by the nurse to administer the above 

medication to my child during school hours or other times when my child is participating in a school related 

activity, according to the frequency and/or directions indicated for my child.  I understand that The Village 

School, school nurse or other school employees shall incur no liability as a result of any injury arising from the 

administration of medication; that I will indemnify and hold harmless the school, the school nurse and other 

school employees against any claims arising from the administration to my child. 

____ NO prescription or non-prescription medications are to be administered to my child. 

Parent/Guardian Signature_____________________________________________Date_________________ 

Physician’s Signature: ________________________________________________Date: ________________ 

Physician’s Stamp/Address ____________________________________________  

All medications MUST be in their original containers, marked with the child’s name and brought to the Health 

Office by a parent/guardian for dispensing in school at the start of the school year; and for field trips at least one 

week prior to the field trips. 







 

 

Physician’s Orders for Allergy Emergency Treatment  

Individualized Emergency Care Plan 
 
Student’s Name: ______________________________________________________________  

Birth Date: ______________________Class:__________________________ 

 

Physician’s Orders:  (To be filled out by Physician) 

 

The above student is allergic to ___________________________________________________ 

Previous episode of anaphylaxis    ____ Yes   _____ No 

If yes, please explain____________________________________________________________ 

History of asthma   ____ Yes   _____No 

If yes, supply Asthma Action Plan  

 

MEDICATIONS 

 
Antihistamine:  Name ___________________________   Dose: ____________________ 

 

Give antihistamine for the following  symptoms: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Epinephrine:  ___ EpiPen      ____ EpiPen Jr.  _____ Other __________________________ 

 

Give Epinephrine for the following symptoms: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Choose one administration order: 

___ Give Anthihistamine first, observe, for further symptoms and give Epinephrine PRN 

___ Give Antihistamine only 

___ Give Epinephrine only 

 

___ This student has been trained and is capable of self-administration of the following 

medication(s) 

 ___ Epinephrine – single dose unit   

 

___ This student is not capable of self-administration of the medications named above. 
         
 

Please Note: Under NJ state law, in the absence of a school nurse, a trained delegate will give epinephrine only, any 

antihistamine order will be disregarded.                               
 

 

 



 

 

 

 

Physician’s Name: ____________________________________Date_______________________ 

 

Physician’s Signature:____________________________________________________________ 
 

Physician’s Address: ____________________________________________________________________________________ 

 

Physician’s Phone: _______________________________Fax ____________________________ 

 
Authoriztion: To Be Filled Out By Parent: 
 

I authorize the school nurse/principal/administrator to contact my physician on any 

questions related to the care of my child’s care.  I also authorize the school nurse or 

other unlicensed assistive individuals educated by the nurse to administer the above 

medication to my child during regular school hours and at other times when my child 

is participating in a school related event.  I authorize my child to engage in self-

administration if appropriate.  I understand that the district, school, school nurse and 

other school employees shall incur no liability as a result of any injury arising from 

the administration of this medication; and that I will indemnify and hold harmless 

The Board of Education/School District, Bergen County Department of Health 

Services and their employees, school, school nurse and other school employees 

against any claims arising from the administration to my child. 

 
Child’s Name:  _________________________________________________________________ 

 

Parent’s Name: _________________________________________________________________ 

 

Signature:        _________________________________________Date_____________________ 

  (Parent/Guardian) 

 



 

 

 
Snack Requirements for Food Allergy Students 

 
 

Please return this form to The Village School Health Office if your child 
has a documented food allergy.  This form will be in effect  for the 
duration of the school year. 
 
Name___________________________________________________________________ 
 
Class:_____________________ 
 
 

  I have provided The Village School with information regarding my 
child’s food allergies.   
I want my child_____________________________________________________ to be 
served ONLY the snack I have provided. 
 
  I have provided The Village School with information regarding my 
child’s food allergies.  
 My child_____________________________________________________________MAY eat 
the community snack if the snack does not contain and/or the 
packaging does not indicate the allergen specified on my child’s medical 
forms. 
 

*All decisions regarding product content will be based on product 
labeling.  Homemade snacks will not be served to children with food 
allergies as the school cannot guarantee their preparation. 
 
 

Parent/GuardianSignature____________________________________________________ 
 
Date_______________________ 
 




