JlemapTamMeHT OCBiTH

batbkoBi a00 OIiKyHY:

106 3a0e3neynTH HaWKpallUil PiBEeHb OCBITH, IIKIJIBHUI IMEpCOHAI
MOBHHEH PO3YMITH NOTpeOH 310poB's Bamoi qutiHu. L ¢popma BiMarae Bifg
Bac iH(popmarlii (dactuHa 1), sika TakoX OyJe KOPHCHOI AJisi MEIUYHOTO
npaliBHUKA MPU IPOXODKEHHI MEIMYHOTO 00CTEXKEHHs (4acTHHA 2) Ta YCHOT
OLIIHKH (4acTHHa 3).

3aKkOHOJABCTBO INTATy BHMMAara€ MPOBEJCHHS IOBHOI HEPBUHHOI
iMyHi3allii Ta OLIHKKM CTaHy 3[0pOB'sl KBali(hikOBAaHMM MEIUYHHM
MPAaIiBHUKOM, JAUTUIOMOBAHOI MEJICECTPOIO 3 MOTIHOJICHOK MPAKTHKOK a00
JIUTUIOMOBAHOIO MEANYHOIO CECTPOIO, SIKa Ma€ JIIIEH310 BiMOBIAHO 0 IIaBU

byow nacka,

3BIiT PO OLIHKY CTaHY 310POB's

mrary KOHHeKTHKYT

DNNECTI
LIERARERMEN T OF LI,

378, a Tako)X aCUCTEHTOM JIiKapsi, SIKUI Ma€ JILEH31k0 BiJIIOBITHO JI0 TVIABH
370, WKITPHUM JHKapeM-KOHCYNBTAHTOM a00 IPAaBOYMHHHM JiKapeM
3aranbHOI MPAKTHKH, [IUITIOMOBAHOIO MEICECTPOI0 3 IONIHOICHOIO
MIPAKTHUKOI a00 acCHCTEHTOM JIKaps, SKUWA TpaloBaB Ha OyIab-siKiit
BIMICBHKOBIH 0a3i 10 moyatky po6oTu B mkoii B mrati Konnektukyt (C.G.S.
po3nimu 10-204a i 10-206). Y 6-my abo 7-my kiaci Ta B 9-my abo 10-my
KJIaci HEoOXiJHO MPOBECTH OHOBJEHY IMYHI3aIlif0 1 JOAAaTKOBI MeIUYHI
orsin. KoHkpeTHi mapasienbHi Kiach OyayTh BH3HAuCHI MiCIIEBUM
yHOpaBIiHHAM OCBiTH. Llf ¢opma Takox Moxe OyTH BHKOpPHCTaHA IS
000B'13K0BOI MIOPIYHOT OIIHKK CTaHy 310POB's, MOTPiOHOI IS yUHIB, AKi €
4JICHAMU CTIOPTHBHUX KOMaH]|

PO30pyKylime

RCSDE

Im'st yuHst (npissuue, im's, o 6atbKkoBi)

Jlara HapomKxeHHs U Yomosix U XKinka

Anpeca (synuus, micto i momToBHii iHeKc)

Im'st 6aTbka (MaTepi) / onikyHa (IPi3BHILE, iM's, To 6aTbKoBi)

JomarHiii Tenedon CrinpHUKOBUI TenedoH

IlIxoma / kmac

Paca / erniuna U Yopuuii, He iCHIAaHOMOBHOTO

ITocTauanbHHUK HepBI/IHHO.I. MEJIUYHOI IOMIOMOI'H

PUHAIEKHICTD MOXOKEHHS
U AMepuKaHCBKUI O binui, He icHAaHOMOBHOTO
iHiaHenb / MMOXOKEHHS

YpODKEeHeUb AJSICKU
O IcmanomoBHwuii /
JIATHHOAMEPHUKAHEIh

U Memkanens A3ii/ ocTpoBiB
THX00KEaHCHKOTO PErioHy
U [umme

Menuyna crpaxoBa KoMmasis/Homep * abo Medicaid/Homep*

Tak
Tak

Yu € y Bammoi TUTHHU MEIWIHE CTpaxyBaHHs?
Uy € y BaIoi IUTHHU CTOMATOJIOTITHE CTPaxXyBaHHs;?

Hi
Hi

SIKmo y Bamoi AUTHHE HEMA€e METUYHOTO CTPaXyBaHHS,
3arenedonyiite 1-877-CT-HUSKY

* SIKI0 3aCTOCOBY€TBCS

Yacruna 1 — noBuHHA O0yTH 3al10BHEHAa 0aTbKOM (MAaTip'10)/0ONMiKyHOM.

Ilepen MeaMYHUM OIVISIIOM AAliTe BiANOBIAb HA LI 3AIIUTAHHSA 100 icTOPii XBOpPOOM Balioi IMTHHH.

Bynb nacka, 00BeniTh kpyxkom Tak, sikio «rak», abo Hi, sxuio «Hi». [TosicHITE yci BIANOBIAI «Tak» y M0, 3a3HaY€HOMY HIDKYE.

Uu Oysm Oyap-ski npoOiiemu 3i 3mopos'sm  Tak  Hi l"pcqimnbauix ?60 Bi/IBi/TyBaHHI Tax  Hi | Crpyc mosky Tak Hi
BiJJIiJICHHS HEBiIKJIA/THOI IOTIOMOTH

Aueprist HaXap4yoBi HPOIYKTH 200 Tak Hi Bynp-siki nepenomu KicTok abo BUBUXH Tak Hi HenputomuicTs a6o Brpata cizomocti Tak Hi

YKYCH QDK

Anepm Ha HiKapCLKi npenaparu Tak Hi Byllb-ﬂl(i TpaBMU M's13iB 200 CYT. J100iB Tax Hi Butb y Ipyasx Tax Hi

Byb-ski anepriusi peakii Tak Hi Bynp-siki TpaBMu i a00 CIIMHA Tax  Hi | [po6remu 3 ceprem Tak Hi

Bystb-suci stikcu juist monenroro nputiomy  Tax  Hi | IIpoGuemu 3 6irom Tax  Hi | Bucokwit aprepianbuuii Tick Tak Hi

Bynp-siki npo0iemu i3 30poM Tak Hi Indexuiiinmit MOHOHyKI€03 (3a ocTannii  Tak  Hi | Kposoteua cumbhime, Hixk ouikyBanocs Tak Hi
piK)

KopucTyeTbcst KOHTAaKTHUMU JTiH3aMU Tak Hi Mae nmie 1 HUpKY abo siedKo Tax Hi | [IpoGiemu 3 auxaHHsM aGo Kareb Tak Hi

a00 oKyJsipaMu

By np-siki mpoGiiemu 3i ciryxom Tak Hi HaymipHe 30611bIIeHHS / BTpaTa Baru Tax Hi | Byap-sike Kypinns Tak Hi

Bynp-sxi npobiemu i3 MOBOIO Tak Hi | 3yOHi OpexeTH, koBHaykH abo Tax Hi | Jlikysarus GpoHXiaIbHOT acTMU Tax Hi
MOCTOMNO/IiOHI TPOTE3H (ocTanHi 3 poku)

Cimeitnnii anamues JlixyBaHHs cynoMHUX HanafiB (octanHi Tak Hi

V koro-Heby1b 3 poAu4iB KOIU-HeOy Ib TPAIUIIACS PAIlTOBa HE3PO3yMilla CMEPTh Tax  Hi | 2 pokn)

(y Bili 10 50 pokis) Hiaber Tax Hi

Y xoro-HeOy b 3 HAHOIMKUMX POMYIB € BUCOKHUIT pPIBEHb XOJIECTEPUHY Tak Hi | CAYT/neditmrapHuii posnaj yBaru Tak Hi

[TosicHITE TYT yCi BIATIOBII «Tak». Y pa3i 3aXBOPIOBAaHB/TPaBM TOIIIO BKaXITh PiK /200 BiK BaIoi JUTHHHA HA TOW MOMEHT.

Bu maere 1mock obroBoputi 3i mkiibHOI Meacectporo? Tax Hi ko Tak, HOSICHITE:

[epeniuith yci Jikw, sKi Balia ANTHHA
TOBHHHA OyJie PUIAMATH Y IITKOJTI:

s nputiomy ecix 6udis ikie y wikoni nompiona okpema gpopma 003607y Ha npuiiom aiKie, nionucana MeOusHUM NPayiGHUKOM i 6amvkom (Mamip '10)/onixyHom.

51 nato 103Bin Ha mMyOiKario Ta 00MiH iH(opMari€ero y 1iit Gopmi MiXK LIKITEHOIO
MEZICECTPOIO Ta MENYHHIM TPAL{iBHUKOM TSl KOH(IICHIIHHOTO BUKOPHCTAHHS JUIS

3aI0BOJICHHSI TOTPEO MOET TUTHHHU B TaJly3i OXOPOHHU 3A0POB'Sl TA OCBITH B IIIKOJI.

IMixnuc 6arbka (MaTepi)/onikyHa

Jlata

HAR-3 peg. 7/2018

MoBuHHO 36epiraTucA B 3ara/bHili WKINAbHIWN MeAUYHIl KapTi yuHa




Part 2 — Medical Evaluation HAR-3 REV. 712018
Health Care Provider must complete and sign the medical evaluation and physical examination

Student Name Birth Date Date of Exam

U I have reviewed the health history information provided in Part 1 of this form

Physical Exam
Note: *Mandated Screening/Test to be completed by provider under Connecticut State Law
*Height in./ % *Weight lbs. / % BMI / % Pulse *Blood Pressure /
Normal Describe Abnormal Ortho Normal Describe Abnormal
Neurologic Neck
HEENT Shoulders
*Gross Dental Arms/Hands
Lymphatic Hips
Heart Knees
Lungs Feet/Ankles
Abdomen *Postural 1 No spinal U Spine abnormality:
Genitalia/ hernia abnormality 4 Mild U Moderate
Skin O Marked U Referral made
Screenings
*Vision Screening * Auditory Screening History of Lead level Date
Type: Right Left Type: Right Left =5pug/dL. O No 0O Yes
With glasses 20/ 20/ QPass U Pass *HCT/HGB:
. Q Fail U Fail
Without glasses 20/ 20/ *Speech (school entry only)
Q Referral made U Referral made Other:
TB: High-risk group? W No WYes PPD date read: Results: Treatment:
*IMMUNIZATIONS

Q Up to Date or 1 Catch-up Schedule: MUST HAVE IMMUNIZATION RECORD ATTACHED

*Chronic Disease Assessment:

Asthma O No QYes: QlIntermittent O Mild Persistent  Moderate Persistent  Severe Persistent A Exercise induced
If yes, please provide a copy of the Asthma Action Plan to School

Anaphylaxis QNo O Yes: QFood UlInsects U Latex U Unknown source
Allergies If yes, please provide a copy of the Emergency Allergy Plan to School
History of Anaphylaxis W No Q Yes Epi Penrequired W No U Yes

Diabetes UNo QYes: UTypel QO Typell Other Chronic Disease:
Seizures O No Q Yes, type:

U This student has a developmental, emotional, behavioral or psychiatric condition that may affect his or her educational experience.
Explain:
Daily Medications (specify):

This student may: U participate fully in the school program
U participate in the school program with the following restriction/adaptation:

This student may: U participate fully in athletic activities and competitive sports
U participate in athletic activities and competitive sports with the following restriction/adaptation:

U Yes U No Based on this comprehensive health history and physical examination, this student has maintained his/her level of wellness.
Is this the student’s medical home? U Yes WU No QI would like to discuss information in this report with the school nurse.

Signature of health care provider =~ MD /DO /APRN / PA Date Signed Printed/Stamped Provider Name and Phone Number




Part 3 — Oral Health Assessment/Screening HAR-3 Rev. 712018

Health Care Provider must complete and sign the oral health assessment.

To Parent(s) or Guardian(s):

State law requires that each local board of education request that an oral health assessment be conducted prior to public school
enrollment, in either grade six or grade seven, and in either grade nine or grade ten (Public Act No. 18-168). The specific grade
levels will be determined by the local board of education. The oral health assessment shall include a dental examination by a dentist
or a visual screening and risk assessment for oral health conditions by a dental hygienist, or by a legally qualified practitioner of
medicine, physician assistant or advanced practice registered nurse who has been trained in conducting an oral health assessment as
part of a training program approved by the Commissioner of Public Health.

Student Name (Last, First, Middle) Birth Date Date of Exam
School Grade U Male Q Female
Home Address
Parent/Guardian Name (Last, First, Middle) Home Phone Cell Phone
Dental Examination Visual Screening Normal Referral Made:
Completed by: Completed by: Q Yes O Yes
O Dentist Q MD/DO U Abnormal (Describe) 4 No
0 APRN
a PA
U Dental Hygienist
Risk Assessment Describe Risk Factors
U Low U Dental or orthodontic appliance O Carious lesions
O Moderate Q Saliva O Restorations
U High U Gingival condition O Pain
U Visible plaque O Swelling
O Tooth demineralization O Trauma
Q Other 4 Other

Recommendation(s) by health care provider:

I give permission for release and exchange of information on this form between the school nurse and health care provider for confidential
use in meeting my child’s health and educational needs in school.

Signature of Parent/Guardian Date

Signature of health care providler =~ DMD/DDS/MD /DO /APRN /PA/RDH Date Signed Printed/Stamped Provider Name and Phone Number




Student Name:

Birth Date:

HAR-3 REV. 7/2018

Immunization Record
To the Health Care Provider: Please complete and initial below.

Vaccine (Month/Day/Year) Note: *Minimum requirements prior to school enrollment. At subsequent exams, note booster shots only.

Dose 1 Dose 2 Dose 3 Dose 4 Dose 5 Dose 6
DTP/DTaP * * ® ®
DT/Td
Tdap * Required 7th-12th grade
IPV/OPV * * *
MMR * * Required K-12th grade
Measles * * Required K-12th grade
Mumps * * Required K-12th grade
Rubella * * Required K-12th grade
HIB * PK and K (Students under age 5)
Hep A * * See below for specific grade requirement
Hep B * * * Required PK-12th grade
Varicella * * Required K-12th grade
PCV * PK and K (Students under age 5)
Meningococcal | * Required 7th-12th grade
HPV |
Flu * PK students 24-59 months old — given annually
Other |

Disease Hx
of above (Specify) (Date) (Confirmed by)
Exemption: Religious Medical: Permanent Temporary Date:

Renew Date:

Religious exemption documentation is required upon school enrollment and then renewed at 7th grade entry.
Medical exemptions that are temporary in nature must be renewed annually.

Immunization Requirements for Newly Enrolled Students at Connecticut Schools (as of 8/1/17)

KINDERGARTEN THROUGH GRADE 6

DTaP: At least 4 doses, with the final dose on
or after the 4th birthday; students who start the
series at age 7 or older only need a total of 3

doses of tetanus-diphtheria containing vaccine.

Polio: At least 3 doses, with the final dose on
or after the 4th birthday.

MMR: 2 doses at least 28 days apart, with the
Ist dose on or after the 1st birthday.

Hib: 1 dose on or after thelst birthday
(children 5 years and older do not need proof
of vaccination).

Pneumococcal: 1 dose on or after the 1st
birthday (children 5 years and older do not
need proof of vaccination).

Hep A: 2 doses given six months apart, with
the 1st dose on or after the 1st birthday.

See “HEPATITIS A VACCINE 2 DOSE
REQUIREMENT PHASE-IN DATES”
column at the right for more specific
information on grade level and year required.
Hep B: 3 doses, with the final dose on or after
24 weeks of age.

Varicella: 2 doses, with the 1st dose on or after
thelst birthday or verification of disease.**

GRADES 7 THROUGH 12

Tdap/Td: 1 dose of Tdap required for students
who completed their primary DTaP series; for
students who start the series at age 7 or older a
total of 3 doses of tetanus-diphtheria contain-
ing vaccines are required, one of which must
be Tdap.

Polio: At least 3 doses, with the final dose on
or after the 4th birthday.

MMR: 2 doses at least 28 days apart, with the
1st dose on or after the 1st birthday.
Meningococcal: 1 dose

Hep B: 3 doses, with the final dose on or after
24 weeks of age.

Varicella: 2 doses, with the 1st dose on or after
the st birthday or verification of disease.**
Hep A: 2 doses given six months apart, with
the 1st dose on or after the 1st birthday.

See “HEPATITIS A VACCINE 2 DOSE
REQUIREMENT PHASE-IN DATES”
column at the right for more specific
information on grade level and year required.

HEPATITIS A VACCINE 2 DOSE
REQUIREMENT PHASE-IN DATES

August 1,2017: Pre-K through 5th grade
August 1,2018: Pre-K through 6th grade
August 1,2019: Pre-K through 7th grade
August 1,2020: Pre-K through 8th grade
August 1,2021: Pre-K through 9th grade
August 1,2022: Pre-K through 10th grade
August 1,2023: Pre-K through 11th grade
August 1,2024: Pre-K through 12th grade

** Verification of disease: Confirmation in

writing by an MD, PA, or APRN that the
child has a previous history of disease, based
on family or medical history.

Note: The Commissioner of Public Health
may issue a temporary waiver to the schedule
for active immunization for any vaccine if
the National Centers for Disease Control and
Prevention recognizes a nationwide shortage
of supply for such vaccine.

Initial/Signature of health care provider

MD /DO /APRN / PA

Date Signed

Printed/Stamped Provider Name and Phone Number
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