PRESCHOOL PROGRAM
SHAKER HEIGHTS CITY SCHOOL DISTRICT
PHYSICIAN'S REPORT

Students enrolling in the Prekindergarten Program are required to have a health appraisal, including history and
physical examination, and TB test* or chest X-ray, within the year prior to entrance. Immunizations must meet Ohio
and District standards (see reverse). Please supply the requested information on both sides of this form and
explain all abnormal results.

Child's Name Birthdate

Medical History: Normal [] Abnormal [J (explain):

Motor Milestones: Normal [ Abnormal [J (explain):

Language Milestones: Normal [] Abnormal [J (explain):

Social/Emotional Development: Normal [] Abnormal [J (explain):

Height Weight Pulse Respiratory Rate Blood Pressure /

Lead level (date ) Hematocrit: and/or Hemoglobin (date: )
Physical Examination: Normal [] Abnormal [] (explain):

Speech/Language: Normal L] Abnormal [] (explain):

If referred, where

Audiometry (1000-4000 Hz @20dB): Normal [] Attempted/could not test [] Abnormal [J
If referred, where

Visual Acuity: Test used: Normal [] Attempted/could not test (] Abnormal []
If referred, where

List any allergies:
List any prescribed or over the counter medications, food supplements, modified diet, or fluoride supplements:

Document any developmental delays:

Can this child participate fully in age appropriate activities? Yes [] No [] Explain problems and limitations:

Over:



Recommendations and important information for school personnel:

IMMUNIZATION DATES (required immunizations in bold)

DTP/DtaP 1 DTP/DTaP 2 DTP/DtaP3 DTP/DtaP4 DTP/DTaP5 MMR 1
OPV/PV 1 OPV/IPV 2 OPrPv/1rv 3 HepatitisB 1 HepatitisB2  HepatitisB 3
| [
HiB 1 HiB 2 HiB 3 HiB 4+ Varicella Other (specify)
PPD TB test* or chest X-Ray within the year prior to enrollment: Result Date

*1B test may be waived if a physician attests that this child is not at high risk by CDC criteria. Children whose TB
risk assessment is positive will be referred to the Shaker Heights Health Department for further evaluation. If you are
not performing a TB test because your patient is not at high risk, place initials here:

Physician's name (please print) Dateof Exam _ / /
Physician's signature Datesigned _ / /
Phone Fax

OHIO IMMUNIZATION REQUIREMENTS FOR PRE-SCHOOL CHILDREN

Ohio Revised Code 5104.014, Division B:

Each child’s caretaker parent shall provide to the [preschool] a medical statement, as described in division (D) of this
section, indicating that the child has been immunized against or is in the process of being immunized against all of the
following diseases:

1. Chicken Pox; 4. Hepatitis A; 8. Mumps; 12. Rotavirus;

2. Diptheria; 5. Hepatitis B; 9. Pertussis; 13. Rubella;

3. Haemophilus 6. Influenza; 10. Pneumococcal Disease; 14. Tetanus.
influenza type B (HiB); 7. Measles; 11. Poliomyelitis;

In the case of influenza, a child is not required to be immunized against the disease if the seasonal vaccine is not available.

Ohio Revised Code 5104.014, Division C:
A child is not required to be immunized against a disease specified in Division(B) if any of the following is the case:
1. Immunization against the disease is medically contraindicated for the child;
2. The child’s parent/guardian has declined to have the child immunized against the disease for reasons of
conscience, including religious convictions;
3. Immunization against the disease is not medically appropriate for the child’s age.



