SAN MATEO UNION HIGH SCHOOL DISTRICT

MEDICAL EXAMINER’S STATEMENT ON HEALTH AND ACTIVITY STATUS

Student’s Name Date of Birth
Last First Middle
School Grade (Circle) Dq:p DzD
I DATE OF EXAMINATION: I IMMUNIZATIONS (Give month and year)
NOTE: Date of examination indicates beginning of
12-month eligibility for competitive athletics. Polio

DTP/DTaP
HT WT Blood Pressure
Visual acuity: without correction R L MMR Td Tdap

with correction R L

Hep B
Hearing loss: No Yes

Hep A Varicella

HPV MCV
(If there is a 500 | 1000 | 2000 | 3000 | 4000 | 6000
hearing loss, Date of last TB test
please complete | R Result of test
audiogram.) L _ History of BCG?

Follow-up indicated
Date and result of chest x-ray

COMMENTS:

Please answer the following questions:

1. Is there a defect of vision, hearing, or speech for which the school should compensate by proper seating or other actions? Yes No
If yes, please specify recommendations

2. Are there previous operations, injuries, or illnesses of which the school should be aware?. . ........................ Yes No
If yes, please specify

3. Is there a physical defect which limits participation in: Classroom activities? . .. .........vuunitneu e een..n. Y es No
Physical EQUCAtiON? . . . .. ... e e e Yes No
Competitive athlEtiCs. . . . . ..ottt e e e e e e e e Y es No
If yes, please specify limitation and recommendation for alternative activity

4.  Is this student subject to a condition which may result in a classroom emergency (Epilepsy, fainting, diabetes, severe
asthma, allergy, hypersensitivity to bee or other insect venom?). . ... ... . ittt Yes No
If yes, please specify

5. Is there an emotional mental or physical condition for which this student should remain under periodic medical observation] e 0
If yes, please specify

6.  Is this student currently (or routinely) on medication? . .. ...ttt e No

If yes, name of medication and dosage

7. Please complete the Authorization for Medication(s) During School Hours (on reverse side) for ANY medication
the student may require during the school day.

Not Valid Unless Signed, Stamped & Dated

Signature of Physician or Health Care Provider Name:

PLEASE STAMP/AFFIX NAME, ADDRESS, AND Address:
CONTACT INFORMATION OF PHYSICIAN/HEALTH  phone:
CARE PROVIDER
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San Mateo Union High School District / Authorization for Medication(s) to be Taken During School Hours
TEER AR R A SRR E
RIBINMNEE AR Section 49423 LUK Section 49423.6 AR (b) - AMBELEBRABMBZEMARHEY - IRFESUTWIERGE - EHELGELHHEAM
BERERE - (a) BEBENBEASLEZEBBERIERZBERANEY - HE - LUEBRAWERE - MUEREEHES (NBELHE) - BRANSE  #
2 DRBANFBEE - b)BENFERAEEENEHREABPERAZBERAEYSBMARE - EEEABRPEABEASNEEBHAYS -
ARLEBEASNEBEURBERRAZEEEANER - EHMNYERATLUASERTEYLEBTRA -

UTHIERRRIER: MESER

BEHZ gzl tEFRA
e 7

BEEARNS ik B
HE LT E2EBE A SNENRE:

RERBNFHRER BB REASRBIRAZEY: z &

REREFENFREFTENT BB TRA: z &

Ry REBEY —EERCEERAGRNERFE  LHNSEEERENNE  BUELHNEEARNS - DREY - RYBUNRY  ZEYHBENRE
2 - DRERANTGE - MIREYHESBRNFREE - BEEEFERE—EHNNATERAZEDERRIREE - FRIZEVERHER - R TBARRNERE
SRYLIRIERE: - SRUEBEENRR/EEA - REWHEIR - 178) - FANEQEE - EOLURAE San Mateo MG P RRERA FREEASRKE
REREITEIA B IR EKIE -

( ) (
SRt RRIEEAES ERERE ERERE

& -

&

by

THE FOLLOWING SECTION IS TO BE COMPLETED BY THE PHYSICIAN/U T2 ZHEEZEASEER

Diagnosis for which medication is given/4A T ZE ) A9R2 1

Name of medication/Z%4) 2 &:

Form/fZ=t: Dose and Route/H £ KRB

If medicine is to be given DAILY, at what time/#fIRESXEZRA - RAKES:

If medication is to be given WHEN NEEDED, describe indications/{1SRZEME R EMRHES 45 - B EN BN

How soon can it be repeated?/ZZ4) ZREEF 43 7:

List significant side effects of medication/7!l tH 5% Z24) #aZ 0 BIVE FR:

Length of time this treatment is recommended/3 & #1222 & AV E):

In my opinion, this student shows the capability to carry and self-medication the above medication: Yes No
DENEE  ZBEARENESTLETRALINEY:  /2(Yes) /& (No)
If necessary, this medication may be safely and appropriately administered by trained unlicensed school personnel: Yes No N/A

MAFE, SEEYAUEEZEIRERADABENEREIRSMMERMER: = (Yes) &) (No) FEA (N/A)

Signature of Authorized
Health Care Provider:

Date/H #: BHEBEAERES:

Health Care Provider/iZ 5 EAS

Address Stamp Required/Hhilt == ( HE ) :
Form #157 Medication Authorization (Chinese) Rev. 7.21 AH Reviewed by Health Services Manager
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