
Departamento de Educad6n dcl estndo de Connectic.ut ~--. 

Registro de la evaluaci6n de salud de la ninez temprana ~ ....... .. ... ., 
11r.!," "'~il•' \U• 

A I .Padre, In mndrc o d tutor: a~ig,mdo a u,111 base mililnr real ice 1urn cvuluaci,ln de salud y le lrnya rucsto 
Purn podcr brindnrlc cl mcjor scrvicio, los provccdorcs de nlcnci6n his vacunns p1·incipalcs Connecticul (C.G.S. Secs. I 0-204a aod I 0-206). Una 

mchlica de la nii\ez 1c111p1 ;urn deb en cntemlcr Ins nccesidmlcs tic. salud de su revision de inrmmizaci6n y cvnluacioncs de salud adicionales son 
hijo. En la prinicrn partc de cstc forrnulario le pcdiinos i11fom1aci611 sobrc neccsarias en el 6° o 7° grado y en el noveno o dccimo grndo. El grado 
In snlutl ck su hijo, Esta ayudad n los medicos paia su cvaluaci6n (Pai te especifico ser~ delerminado 1ior la junta local clc cducaci611 Estc 
II). Anles de pocler ingn:s;u· a 1111 l'mg111m~ de la NuiczTcmp11111a, In lcydd eslatlo fonnulario tambicn pucdc ser lllilizndo para las evaluacioncs de snlud 
n:quic.re lJLW un mt:dico, cnlem1crn de pnktica avr11m1da, asocindo mctlirn, neccsarias cada mio para los cstudiantcs quc vayan a pnl'Licipai en los 
profosional de la s,liud cc11ificndo lcgalmcntc o un asociado medico equipos deporlivos. 

Porfaw1r escri/1a en lelra de impren/11 

Nomhn: dcl 1:~tudianle (apellido, nombrc, scguncto nomi>rc) Fccha de Nacirn lc11(0 � Niii.o � Nina 

Direccion (cnllc, pohlndo yc<idigopo.,1111) 

Nombre dt:I padre, la madrc o tutor (apcllido,nomhrc, 2do 110111brc) Telefono rk la casa Telefono celular 

Rn;w/ Proccd1;nc1n ctnico lJ Negro, 110 de ongcn h!sµuno 
ON a Liv o am er i can o /0 B la11eo ,11 ~1 tic uc igcu hi ~puno 

ode /\lusku U /\sitHico/ '1~lll~ dcrP11ci fi co 
.Medico dt: cabecera 

Escuela/ Grado 

� l-l.ispn11n/Lati110 0 Otro 

Compafiia de seguro medico/Nu111ero* o Medicaid/Numero* 

<'.Su hijo tienc scguro rnec.Jico'/ s N Si su hijo no ticnc scguro medico, llamc � I 1-877-CT-HUSKY 
lSu bijo 1ienc seguru dental? s N 

• Si aplicn 

Parte I - El padre, la madre o el tutor legal debe llenar r.sta parte. 
Antes del examen ffsico, por favor contestc las siguientes preguntas acerca de la snlud de su hijo(a). 

Encic1 re en un clrculo la S si la rcspucs1a cs "si" o In N si la rcspucslo cs "no". 
E11 el espocio que aparece o con1inuaci611, ofrczco 1111a explicaci6n a lodas las pcgunlas a las que co11tesl6 "si". 

Alguno i11 quictud ~obrc la salud s N I lospi1:1li:e.oci611 1) Visirn:. 11 111 .~ulo de cmcrgi:-,1chl.'; S N Cnntu~ion cerebral s N 

Ale, !J in de co111idu, plc.1tlu111~ cl c insectos s N JI ucso rota o disloc,1tlo s N Sc ha dc~mnvnc(u s N 
l\ lc1•glt111 nlgu,1 medica1ne111n s N l leridn de nmsculo o coyunturn s N O1Jlor t-n cl pcd w s N 
i\ lglUl U 0IHI 11k1'.!(11t s N Hcridu ul cucllo o 111 espulda s N All!ua p1-0 b\cma dcl corazon s .N 
·romn mcdicamcntos d.iari~mcntc s N .Problcrnn cuando cone s N Prcsion snni.uincn nlta s N 

Alguna dificultad con la vision s N "Mono" (en cl (ii Limo ai10) s N Sn 11 g,·11 11 do rn;is clc lo normal s N 

Lisa kntcs de contacto o m1tcojos s N Ticnc un riil<\11 p tcslfculo s N Dific11l1ad con lu 1w1µirocion o Licnc Los s N 
Alguna dilicultad co11 la audicicin s N Au1ncn16 o hajo dt peso en cxceso s N Ha f11mudo s N 

1\lgunn dilicullad dcl hnbla s N .Frc:millos, cupus o pucntcs dcnlalcs s N T101omicmos 1>nrn cl nsmo (u himos 3 nijos) s N 

Hlstorlal F:imillur Trn1u111icnto <le convul\ionc~ (Ultimo,,; 2 Hnns) S N 

Aluij n pnricntc ha tcnido unn 1·cpc1t1i1.1a mucrtc incxplicnblc (menos de 50 anos) s N Diabetes s N 

Algun mie111bro de l:i fomilin inmedinrn ticnc cl colcsferol nlto s N A DHD/ADD s N 

Si ,·cspondiii "Si" n al 11uuu de las p1cgu111as, expliq11c su rcspucsla ,1 p1nporcio11c. info11nod1i11 adicio11Rl. P11rn las hcridos c cufcnncdadcs fnvor de incluir cl a1io y la cdnd dcl 
"!TT, 

lllay algo quc quicrcs clisrntir co11 la enfcrrncra cscolar? S N Si la rcspuesln cs "Si", cxpliquc: 

Por favor upuntc cl no111brc de cualquicr ln(!dic111nenl'u que su hijo tcndra quc tomar micntras asislc al prngrama: 

En ca.1·0 de qtte .rco nccc.wrio ndmi11is1rm· olgu11 n,cdicame/1/o durnnle el Progran,a, d medico quc le recc/6 cl mcdic"men/o y el padre, la. 111adre o el 111101· 
legnl rfeber1Jir111ar ,ma <11/IQrizaci611 adicional 1/amado 1\1edic11ti1111 1J 11.thoi·i'<,lllil//1 Fo1·111 (/im1111lario tie 11<1toriwci611 para ,ulmini.,·lmr medicwn,mlos. 

I'm' cs1c media doy au1orizaci6n al medico de 1111 hijo y al profcsional de la ni,icz 1cmp1ana o :ii asc.sor/enfc1mcru/coord111ado1 de so h1 d " ((\J C comparlan, confidcncialmenle, 
,~ infonnaci6n de cslc formula ilo, pma c11b1 ir las ncccsicladcs cduca1ivas y de salud de mi hijo(a) !!11 cl programn de lo ni1icz lcmprurrn. 

Fi,rna dcl 11;1(11 ~, la um,h~ 11 dcl tuh\r h,.l,n 

Para mantenerse en el archivo de salud del estudiante HAR-3 REV. M2017 

http:n:quic.re
http:Connectic.ut


HAR-3 REV. 4/2017 Part II - Medical Evaluation 
Health Care Provider must complete and sign the medical evaluation and physical examination 

Student Name _______ ___________ _ _ Birth Date _____ _ Date of Exam 

DI have reviewed the health history information provided in Part I 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 

Neurologi.c Neck 

HEENT Shoulders 

*Gross Dental Arms/Hands 

Lymphatic Hips 

Heart Knees 

Lungs Feet/ Ankles 

Abdomen *Postural 0 No spinal 
abnormality 

� Spine abnormality: 
� Mild 0 Moderate 
0 Marked 0 Referral made 

Genitalia/ hernia 

Skin 

Screenings 
*Vision Screening 

Type: 

With glasses 

Without glasses 

0 Referral made 

Right 

20/ 

20/ 

Left 

20/ 

20/ 

* Auditory Screening 

Type: Right 

0 Pass 
� Fail 

0 Referral made 

Wl 
� Pass 
� Fail 

History of Lead level 
~ 5µg/dL D No D Yes 

Date 

*HCT/HGB: 

*Speech (school entry only) 

Other: 

TB: High-risk group? 0 No O Yes PPD date read: Results: Treatment: 

*IMMUNIZATIONS 

D Up to Date or � Catch-up Schedule: MUST HAVE TMMUNTZATION RF.CORD ATTACHED 

*Chronic Disease Assessment: 

Asthma 0 No D Yes: � Intermittent � Mild Persistent O Moderate Persistent O Severe Persistent D Exercise induced 
~fyes, please provide a copy of the Asthma Action Plan to School 

Anaphylaxis D No D Yes: 0 Food O Insects D Latex O Unknown source 
Allergies lfyes, please provide a copy of the Emergency Allergy Plan to School 

History of Anaphylaxis O No O Yes Epi Pen required O No � Yes 

Diabetes D No D Yes: D Type I D Type II Other Chronic Disease: 

Seizures 0 No O Yes, type: 

0 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: 0 participate fully in the school program 

D participate in the school program with the following restriction/adaptation: ____________ _ 

This student may: D participate fully in athletic activities and competitive sports 
� participate in athletic activities and competitive spo11s with the following restriction/adaptation: _ ___ _ 

D Yes � 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? D Yes D No DI 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 Pro1•idcr Name and Phone Number 



Student Name: _ _______________ _ Birth Date: _______ _ HAR-3 REV. 4/2017 

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 Dose3 Dose4 Dose 5 Dose 6 
DTP/DTaP * * * * 
DT/fd 
Tdap * Requ ired 7th-12th grndc 

IPV/OPV * * * 
MMR * * R~qujrctl K- I 2th grade 

Measles * * Rc4 uiml K-12th grade 

Mumps * * Required K-12th gmtlc 

Rubella * * Required K-l 2th grade 

HIB * PK and K (Students under ugc 5) 

Hct> A * * Sec below for specific grade rcquira mcnl 

HcpB * * * Rcc1ui red PK-12th grade 

Varicella * * Required K-12th.griu.le 

PCV * PK and K (Students under age 5) 

Mcningococc:ll * Rcqmrcd 7th-12th grade 

HPV 

Flu * PK students 24-59 months old - given ~nmmlly 

Other 

Disease Hx _ _ _ ____ ____ ___ _ 

of above (Specify) (Date) (Confirmed by) 

Exemption: R eligious _____ _ 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. 

Immuni1,ation 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 1inal dose on 
or after the 4th birthday. 

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

• Hib: I dose on or after the 1st 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 I st dose on or after the I st birthday. 
See "HEPATITIS A VACCINE 2 DOSE 
REQUIREMENT PHASE-TN 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 I st dose on or after 
the I st birthday or verification of disease.** 

GRADES7THROUGH12 

• Tdapffd: I dose ofTdap 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 requ ired , one of which must 
be Tdap. 

• Polio: At least 3 doses, with the final dose on 
or after the 4th bi1thday. 

• 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 . 
• Vari cell a: 2 doses , with the 1st dose on or after 

the I st birthday or verification of disease.** 
• Hep A: 2 doses given six months apart, with 

the I st dose on or after the 1st birthday. 
See "HEPATITIS A VACCINE 2 DOSE 
REQUTREMENT PHASE-TN DATES" 
column at the righl for more specific 
information on grade level and year required . 

HEPATITIS A VACCINE 2 DOSE 
REQUIREMENT PHASE-IN DATES 

• August I, 2017: Pre-K through 5th grade 

• August J, 2018: Pre-K through 6th grade 

August J , 2019: Pre-K through 7th grade 

• August I, 2020: Pre-K through 8th grade 
• August I, 2021 : Pre-K through 9th grade 

• August I, 2022: Pre-K through 10th grade 

August I, 2023: Pre-K through 11th grade 
• August J, 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 Nalional 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 a11d Phone Number 




