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Re: Schoo! Entry Requirements
Dear Parents:

The Carroll Countv School Health Program is a joint endeavor of the Carroll County Board of Education and the Carroll
County Health Department. It is our goal to work with all parents and guardians in the county to keep our children safe
and healthy in an environment which enables them to achieve their full potential. We want to remind you of several
requirements for school entry:

|. A physical examination is required, and a dental visit strongly recommended before vour child enters
kindergarten and/or any Maryland pubiic school for the first time. A physical examination by a physician or
certified nurse practitioner must be completed within nine months prior to entering the public school system or
within six months after entering the system. After vour health care nrovider and dentist have completed the
accompany ing examination and immunization racords, please return them to the school svhere your child is
enrolied.

Completed certificate of blood lead testing is required for all students when first entering Pre-
Kindergarten, Kindergarten. or st grade. Please read the instructions and complete the blood lead certificate
found in vour child's packet. Your certificate requires completion and signaturz by your child’s health care

12

provider.

5. Evidence of age-appropriate immunization. Diphtheria. pertussis, tetanus, poliomyeiilis. measles. mumps,
rubella chicken pox. hepatitis B. and meningitis infections are serious diseases which can be pravented. Your
child rmust be immunized against these diseases by your family health care provider, the Health Department, or
another vaccine provider. Marvland State taw requires that prior to school entry. a parent or guardian must
provide documentation to the preschool or school authority on the Maryland Immunization Certificate (Form
MDH 896) or vou may obtain a copy of your child’s record by going to hups: md.myir.com’ "My Immunization
Record (MyIRMobile)”. MyIRMobile is a portal that allows you to access vour or your child’s official vaccination
records online. If you do not have either of these forms, you may present a computer-generated form from your
health care provider or other official government immunization records for the school nurse to review (i.e.; a State
immunization/baby book, CDC/WHO immunization boaklets, etc.) These must have the child's name and date of
birth and must be signed/stamped by the provider who gave the vaccination. If you have questions about these
requirements, please contact your health care provider or the Carroll County Health Department at (410) 876-
4949,

In addition. as part of our comprehensive School Health Program, the Carroll County Health Department will perform
vision and hearing screening for children in pre-kindergarten, kindergarten. 1% 1% and $* grades during the school
vear. After the screening, you will be notified of the results of the screening via a secure e-mail and/or letter.

Very truly yours,

7 i / } // '
il 2otk Ran

Dr. Robert P. Wack, M.D.
Deputy Health Officer

Revised ] {13023 122023

A Founding Member of The Partnership for a Healthier Carroll County. Inc.
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Maryland Schools Record of Physical Examination
To Parents or Guardians:
{n order for your child to enter a Maryland Public school for the first time, the following are required:

s A physical examination by a physician or certified nurse practitioner must be completed within nine months
prior to entering the public school system or within six months after entering the system. A Physical
Examination form designated by the Maryland State Department of Education and the Department of Health and
Mental Hygiene shall be used to meet this requirement.
httos//201%-dsd.rmarviand soviragulations/Pages/13A.05 05.07.350x

s  Evidence of complete primary immunizations against certain childhood communicable diseases is required for
all students in preschool thraugh the twelfth grade. A Maryland Immunization Certification form for newly
enrolling students may be obtained from the local health department or from school personnel. The
immunization certification form (DHMH 896) or a printed or a computer-generated immunization record form
and the required immunizations must be completed before a child may attend school. This form can be found at:
!1ttas:;'.-‘h-a;il:h.mar'vu::d_aov;’ahnm’OIDEOR;‘IMMU.’\."S&}J:‘EJ'%QODOCumems.fg\leH 594 form.odf.

s  Evidence of blood testing is required for all students who reside in a designated at-risk area when first entering
Pre-kindergarten, Kindergarten, and 1st grade. The Maryland Department of Health Blood Lead Testing
Certificate (DHMH 4620) (or another written document signed by 2 Health Care Practitioner) shall be used to
meet this requirement. This form can be found at:
heops/ledlth marylane. gov/phna /OEHE 2/Documents/MDH%208lcod %20L=3d% 20Tes g% J0Certihcare®z0

2023 0lable.pd?

Exemptions from a physical examination ard immunizations are permitted if they are contrary to a students' or family's
religious beliefs. Students may also be exempted from immunization requirements if a physician/nurse practitioner or
health department official certifies that thereis a medical reason not to receive a vaccine. Exemptions from Blood-Lead
testing is permitted if it is contrary to a family's religious beliefs and practices. The Blood- lead certificate must be signed
by a Health Care Practitioner stating a questionnaire was done.

The health information on this form will be available only to those health and education personnel whao have alegitimate
educational interest in your child.

Please complete Part | of this Physical Examination form. Part Il must be completed by a physician or nurse
practitioner, or a copy of your child’s physical examination must be attached to this form.

if your child requires medication to be administered in school, you must have the physician complete a medication
administration form for each medication. This form can be obtained at

hetp:/marviandpublicschools.org zbout/Documents/DSFSS $S5P/SHS/medforms/medicationform404.0dt. If you do not
have access to a physician or nurse practitioner or if your child requires a special individualized health procedure,
please contact the principal and/or school nurse in your child's school.

Maryland State Department of Health and Mental Hygiene Maryland State Department of Education

Records Retention - This form must be retained in the school record until the student is age 21.



Maryland Schools Record of Physical Examination

Health Packst

Name of School

Address (Number, Street, City, State, Zip)

Parent / Guardian Names

Where do you usually take your child for routine medical care?

When was the last time your child had a physical exam? Month

Dus 87/57
Part 1 Health Assessment
To be completed by parent or guardian
tudent's Name (Last, First, Middle) Birthdate ;mm/00D/YY:  Gender Grade
Phone
Phone
Name Address B
Year
Phone

Where do you usually take your child for dental care?

Narme Address

Assessment of Student Heaith

To the best of your knowledge, has your child has any problem with the following? Please check and provide comments if yes.

Student Health Issues . Yes No

Comments

Allarzies [Food. Insects. Drugs. Latex) |

Allergies (Seasonal)

Astlima or Breathing Problems

Sehavior ar Emotional Problems

Birth Defects

Bleeding Problems

Cersbral Palsy

_ Dental

| Diabetes

. Ear Problems or Deafness

{
. Eye or Vision Problems

Head Injury

| Heart Problems |

" Hospitalizations {When, Wherz)

' Lead Poisening / Exposure

Learning Problems / Disabilities

Limits on Physical Activity

Meningitis

Prematurity

Problem with Bladder )

Problem with Bowels

Probiem with Coughing

Seizures

Serious Allergic Reactions

Sickle Cell Disease

Speech Problems

Surgery

' Other




Maryland Schools Record of Physical Examination

Part 1 Health Assessment - continued

To be completed by parent or guardian

Does your child take any medication?

No Yes Name(s) of Medications

No Yes Treatment

,etc.

Does your child require any special procedure(s) (catheterization, etc.)?

No Yes Specify .

Parent/ Guardian Signature Date



Maryland Schools Record of Physical Examination

Part | - School Health Assessment
To be completed ONLY by Physician / Murse Practitioner

Student’s Name (Last, First, Middle) Birthdate (MM/DD/YY) Gender Grade

Name of School

1. Does the child have a diagnosed medical condition?

No Yes

2 Does the child have a health condition which may require EMERGENCY ACTION while he/she is at school? (e.g.,
seizure, insect sting allergy, asthma, bleeding problem, diabetes, heart problem, or other problem) If yes, please
DESCRIBE. Additionally. please "work with your school nurse to develop an emergency plan”.

No Yes

3. Arethere any abnormal findings on evaluation for concern?

No Yes
Evaluation Findings / Concerns

Physical Exam | WNL | ABNL | Area of Concern Health Area of Concern | Yes | No
_Head B | | » Attention Deficit / Hyperactivity 1 i

Eves Behavior / Adjustment

ENT , | Development ___

Dental I = Hearing

Raspiratory Immunodeficiency i

Cardiac ! Lead Exposure / Elevated Lead {
| GI Learning Disabilities / Problems

GU | Mobility

Muscoskeletal /| : i Nutrition

Orthopedic i

Neurological | Physical lllness / Impairment

Skin | i Psychosocial

Endocrine | B Speech / Language - | ]

Psychosacial | Vision

Other | Other

4  RECORD OF IMMUNIZATIONS - DHMH 896 is required to be completed by a health care provider or a computer-
generated immunization record must be provided.



Maryland Schools Record of Physical Examination

Part 11 - School Health Assessment - continued
To be completed ONLY by Physician / Nurse Practitioner

5. isthe child on medication? If yes, indicate medication and diagnosis.

No Yes

(A medication admiristration form must be completed for medication administration in school).
neton//test.msde marviand.zov/about ’Docurne:'.ts.fDSFSS;SSSP.'SH5r‘medformsfmedicatiﬁnform-‘-‘—(}é,odf

4 Should there be any restriction of physical activity in school? If yes, specify nature and duration of restriction.

No Yes

~

Screenings

Screenings ! Results | DateTaken |
_Tuberculin Test
Blood Prassure
Heignt
Weight
| BMI %tile i
| Lead Test | Optional

(Child's Name} has had a complete physical
examination and has:

No evident problem that may affect lea rning or full school participation

Problems noted above

Additional Comments:

Physician / Nurse Practitioner (Type or Print) Phtone

Physician / Nurse Practitioner (Signature) Date



How To Use This Form

i |
Maryland

The medical provider that gave the vaccinations may record the dates (using month/day‘year) directly on this form
(check marks are not acceptable) and certify them by signing the signature section. Combination vaccines should be
listed individually, by each component of the vaccine. A different medical provider, local health department official.
school official. or child care provider may transcribe onto this form and certify vaccination dates from any other record
which has the authentication of a medical provider, health department, school. or child care service.

Only a medical provider, local health department official, school official, or child care provider may sign
‘Record of Immunization’ section of this form. This form may not be altered, changed, or modified in any way.

Notes:

. When immunization records have been lost or destroyed, vaccination dates may be reconstructed for all vaccines
except varicella, measles, mumps, or rubella.

_ Reconstructed dates for all vaccines must be reviewed and approved by a medical provider or local health
department no later than 20 calendar days following the date the student was temporarily admitted or retained.

tJ

3. Blood test results are NOT acceptable evidence of immunity against diphtheria, tetanus, or pertussis
(DTP/DTaP/Tdap/DT/Td).

4. Blood test verification of immunity is acceptable in lieu of polio, measles, mumps, rubella, hepatitis B, or
varicella vaccination dates, but revaccination may be more expedient.

5. History of disease is NOT acceptable in lieu of any of the required immunizations. except varicella.

Immunization Requirements

The following excerpt from the MDH Code of Maryland Regulations (COMAR) 10.06.04.03 applies to schools:

“A preschool or school principal or other person in charge of a preschool or school, public or privaie, may not

knowingly admit a student to or retain a student in a:

(1) Preschool program unless the student’s parent or guardian has furnished evidence of age-appropriate immunity
against Haemophilus influenzae. type b, and pneumococcal disease:

(2) Preschool program or Kindergarten through the second grade of school unless the student’s parent or guardian has
furnished evidence of age-appropriate immunity against pertussis; and

(3) Preschool program or kindergarien through the 12th grade unless the student's parent or guardian has furnished
evidence of age-appropriate immunity against: (a) Tetanus; (b) Diphtheriz; (c) Poliomyelitis; (d) Measles
(rubeola); (&) Mumps; (f) Rubella; (g) Hepatitis B: (h) Varicella: (i) Meningitis; and (j) Tetanus-diphtheria-
acellular pertussis acquired through a Teranus-diphtheria-acellular pertussis (Tdap) vaccine.”

Please refer to the “Minimum Vaccine Requirements for Children Enrolled in Pre-school Programs and in
Schools™ to determine age-appropriate immunity for preschool through grade 12 enrollees. The minimum vaccine
requirements and MDH COMAR 10.06.04.03 are available at www.health.marvland.gov. (Choose {mmunization in the

A-Z Index)

Age-appropriate immunization requirements for licensed childcare centers and family day care homes are based on the
Department of Human Resources COMAR 13A.15.03.02 and COMAR [3A.l 6.03.04 G & H and the “Age-
Appropriate Immunizations Requirements for Children Enrolled in Child Care Programs” guideline chart are
available at www.health.maryland.gov. (Choose Immunization in the A-Z Index)

*“{DH Form 896 { Formally DHMH 896) Center lor Immunization
Rev. 07/24 www. health.marylsnd.gov/Imm



VIARYLAND DEPARTMENTOF HEALTHBLOOD LEAD TESTING CERTIFIC XTE

Foracopy of this form in anotner language, please contact the VIDH Environmental Health Helpline at 13661 703-326€.

CHILD'S NAME:

LAST o T ovRsT M1

SEX: MALE T FEMALE O BIRTHDATE:

MM DDYYYY

PARENT/GUARDIANNAME: o o PHONE NO.:
ADDRESS: - - CITY: _ o A |
_ Test Date ! Type of Test Result
- (mm/dd/yvyv) (V = venous, C = capillary) | (ug/dL) | Comments
SOl Vlost LT |
NEfe ol 3 gl AN ‘
B 5 .
I i
[ Sdtect A2 P i

Health care provider or school health professmnai or designee only: To the best of my knowledge. the blood lead tests
listed above were administared as indicated. (Line 2 is for certification of blood lead tests after the initial signature.)

_ - — —— . Clinic/QOffice Name. Address, Phone

iame Title
!
Signature Date
=
Mame Titie
Signature Date

Health care provider: Comp'ate the section below if *he thld s parent guardian refuses to consent to blood lead testing
due to the parent guardian’s stated bona fide re ligious beliefs and practices:

Load Risk Assessntent Questivniaire Sereening Questions:

YesT] No  I.Does the child live in or regularly visits a houses building built before 19787

Vves™  Nol~ 7. Has the child ever lived outside the United States or recentty arrived from a foreign country?

vYes~ NolZ 3. Does the child have asibling or housemate/playmate peing followed or treated for lead poisoning?

Yes™ ~No. 4 Does the child frequently put things in his/her mouth such as toys, jewelry, or keys. or at non-tood items (pica)?

YVes— No1 3. Does the child have contact with an adult whose job or hobby involves exposure o tead?

YesT] NoJ 6. [sthe child exposed to products from other countries such as cosmetics, health remedies. sp'“ﬂ" or foods?

vesT NoZl 7. Isthe child exposed to food stored or served in jeaded crystal. pottery or pewter, or made usin nandmade
cookware?

Provider: If any responses are YES. | have counseled the parent/guardian on the risks of lead exposure.
Provider Initial

Parent/Guardian: [ am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and
practices, | object to any blood lead testing ot my child and understand the potential impact of not testing for iead
exposure as discussed with my child's health care provider.

Parent Guardian Signature Date

MDH 4620 Environmental Health Bureau
Revised 0723 mdh.envhealth@maryland.gov



VIARYLAND DEPARTMENT OF HEALTH BLOOD LEAD TESTING CERTIFICATE

For a copy of this form in another fanguage. please contact the MODH Environmental Health Helpline at (8661 703-3266.

How To Use This Form

2 A heaith care provider may provide the parent/guardian with a copy of the child's blood lead testing
results from ImmuNet as an alternative to completing this form (COMAR 10.11.04.05(B)).

Mary land requires all children to be rested at the 12 and 24 month well-child visits (at 12-14 and 24-26 months eld
respectively), and both test results should be included on this form (see COMAR 10.11.04). [f the test at the i 2-month

visit was missed. then the resuits of the test after 24 months of age is sufficient. A child who was not tested at 12 or 24

months should be tested as early as possible.

A parent’guardian and a child’s health care provider should complete this form when enrolling a child in child care. pre-
kindergarten. kindergarten. or first grade. Completed forms should be submitted by the parent/guardian to the
Administrator of a licensed child care. public pre-kinderganen. Kindergarten. or first grade program prior 1o entry. The
child’s heaith care provider may record the test dates and results directly on this form and cartity them by signing or
aree may transcribe onto this form and certify test

stamping the signature sections. A school healih professional or desi
dates from any other record that has the authentication of a madical provider, health department. or school. All forms are
kept on file with the child’s school health record.

Frequently Asked Questions

1. Who should be tested for lead?
Adl children in Marviand should be tested for lzad peisoning at 2 and 24 months of ags.
3. What is the blood lead reference value, and how is it interpreted?

Maryiand follows the CDC bivod fead reference value. which is 3.5 micrograms per deciliter (ugrdLy. However.

there i5 no safe level of lead in children.
3. 1facapillary test (finger prick or heel prick) shows elevated biood lead levels, is a confirmatory test required?

Yes, if a capillary test shows a blood lead level of 3.3 pg/dL. a confirmatory venous sample (blood from a vein) is
needed. The higher the biood lead level is on the initial capi!lary test, the more urzent it is to get a confirmatcry
venous sample. See Tablz 1 (CDC) for the recommended schedule.

4. What kind of follow-up or case management is required if a child has a biood lead level above the CDC blood

lead reference value?

Providers should refer to the CDC’s Racommendad Actions Based on Blood Lead Level
(amps v ede.govinceh leadiady isorv-ace lppfactions-blls.him),

5.  What programs or resources are available to families with a child with lead exposure?

Marvland and local jurisdictions have programs for families with a child exposed to lead:
e Maryland Home Visiting Services for Children with Lead Poisoning
o Maryland Healthy Homes for Healthy Kids — no-cost program to reimove lead from homes

For more information about these and other programs, call the Environmental Health Helpline at (866) 703-3266 or
visit: https: “healih.mary land .wov phpa OCHEPEL U Pagess Lead.aspy.

Maryland Department of the Environment Center for Childhood Lead Poisoning Prevention:
hips:/mde.man land vov ‘programs: L ANDrLead PoisoningPravention Pages/inden.aspx

Families can also contact the Mid-Atlantic Center for Children’s Health & the Environment Pediatric Environmental
Health Specialty Unit — Villanova University. Washington. DC.
Phone: (610)519-3478 or Toll Free: (833)362-2243
Website: htips: www Lvillanoviedu university ‘nursing, macche.htinl
NMDH 4620 Environmental Health Bureau
Revised 0723 mdh.envhealth @ mary land.gov




Muar De complatad and

A=
signad by physician

Carroll County Public Schools

School Dental Record
Name of Student DOB -
Name of Schoal Grade

Dental caries are the most common disease of childhood. Regular dental examinations, good oral
hygiene habits, healthy diets, and modern advances in dental disease prevention and control, can benefit
everyone. LI your child has not visited your family dentist within the last six months, we advise you to
make an appointment immediately. After the dental appointment, the signed form should be returned to
the school.

Report of Dental Examination:

A, No dental reament is necessary at this time.

B All necessary dental treatment has been completed.
C.__ Treatment in progress.

D A regular preventative care progranmt is recommended.

Further recommendations:

Dentist Name (Print): Date:

Dentist Signature: Date:_

Rev. 1/4/2024



