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REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED BY PRIVATE HEALTHCARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
IF AN AREA IS NOT ASSESSED, INDICATE NOT DONE

Note: NYSED requires a physical exam for new entrants and students in Grades Pre-Kor K, 1, 3,5, 7,9 & 11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE)
or Committee on Pre-School Special Education (CPSE).

STUDENT INFORMATION

Name: |Affirmed Name (if applicable): DOB:
Sex Assigned at Birth: [ Female [ Male ‘Gender Identity: [J Female [0 Male [ Nonbinary O X
School: Grade: Exam Date:

HEALTH HISTORY

If yes to any diagnoses below, check all that apply and provide additional information.

Type:

O] Allergies
[] Medication/Treatment Order Attached L] Anaphylaxis Care Plan Attached
Type: U Intermittent [ Persistent [ Other:

] Asthma
] Medication/Treatment Order Attached ] Asthma Care Plan Attached
Type: [ Date of Last Seizure:

(] Seizures
] Medication/Treatment Order Attached [ Seizure Care Plan Attached
Type: 11 Type: 2

[] Diabetes
] Medication/Treatment Ordered Attached [ Diabetes Medical Management Plan Attached

Risk Factors for Diabetes or Pre-Diabetes: Consider screening for T2DM if BMI % > 85% and has 2 or more risk factors: Family
History T2DM, Ethnicity, Sx Insulin Resistance, Gestational Hx of Mother, and/or pre-diabetes.

BMI kg/m?2
Percentile (Weight Status Category) [ <5%" [J5%-49%h []50%"-84% []85%-94% []95th-98" []99% and >
Hyperlipidemia: [ Yes [] No [ Not Done Hypertension: [ Yes [ Not Done
PHYSICAL EXAMINATION/ASSESSMENT
Height: Weight: BP: Pulse: Respirations:
. ... . Lead Level
Laboratory Testing | Positive Negative Date Required for Prek & K Date
TE-PRN = = [ Test D [J Lead Elevated = 5 pg/dL
Sickle Cell Screen-PRN | [ l estUone eagtievated=>He

[] System Review Within Normal Limits
[J Abnormal Findings—List Other Pertinent Medical Concerns Below (e.g., concussion, mental health, one functioning organ)

(] HEENT L] Lymph nodes L] Abdomen L] Extremities L] Speech

(] Dental ] Cardiovascular [ Back/Spine/Neck | [ Skin ] Social Emotional

[ Mental Health| [J Lungs [ Genitourinary ] Neurological ] Musculoskeletal

] Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list): ICD-10 Code*

(] Additional Information Attached *Required only for students with an IEP receiving Medicaid
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Name: Affirmed Name (if applicable): DOB:

SCREENINGS

Vision & Hearing Screenings Required for New Entrants, PreKorK, 1, 3,5, 7, & 11
Vision With Correction []Yes [ No Right Left Referral Not Done
Distance Acuity 20/ 20/ O Yes Ol
Near Vision Acuity 20/ 20/ O Yes Ol
Color Perception Screening [1 Pass [ Fail O
Notes:
Hearing Passing indicates student can hear 20dB at all frequencies: 500, 1000, 2000, 3000, 4000 Hz; Not Done
for grades 7 & 11 also test at 6000 & 8000 Hz.
Pure Tone Screening Right [ Pass [ Fail Left [ Pass [ Fail Referral (I Yes O
Notes:
Scoliosis Screening Required for Boys grade 9 and Negative Positive Referral Not Done
Girls grades 5 & 7 0 0 0 0
Notes:

FOR PARTICIPATION IN PHYSICAL EDUCATION/SPORTS*/PLAYGROUND/WORK

L] Family cardiac history reviewed — required for sports (Dominic Murray Sudden Cardiac Arrest Prevention Act)

[] Student may participate in all activities without restrictions.

If Restrictions Apply, complete the information below.

[ Student is restricted from participation in:
[] Contact Sports: Basketball, Competitive Cheerleading, Diving, Downbhill Skiing, Field Hockey, Football, Gymnastics, Ice
Hockey, Lacrosse, Soccer, or Wrestling.
] Limited Contact Sports: Baseball, Fencing, Softball, or Volleyball
] Non-Contact Sports: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimming, Tennis, or Track & Field.
[ Other Restrictions:

[1 Other Accommodations*: (e.g., brace, orthotics, insulin pump, prosthetic, sports goggles, etc.) Use the additional space
below to explain.

*Check with the athletic governing body if prior approval/form completion is required for use of the device at athletic competitions.

MEDICATIONS
LI Order Form for medication(s) needed at school attached
COMMUNICABLE DISEASE IMMUNIZATIONS
] Confirmed free of communicable disease during exam [] Record Attached [ Reported in NYSIIS

HEALTHCARE PROVIDER

Healthcare Provider Signature:

Provider Name: (please print)

Provider Address:

Phone: Fax:

Please Return This Form to Your Child’s School Health Office When Completed.
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OCEANSIDE UNION FREE SCHOOL DISTRICT
145 Merle Avenue, Oceanside, New York 11572-2206

Phyllis S. Harrington, Ed.D. Jill DeRosa, Ed.D.
Superintendent of Schools Assistant Superintendent for Human
Ph:516-678-1215 Fax: 516-678-7503 Resources, Student Services and
pharrington@oceansideschools.org Community Activities

Ph: 516-678-1213 Fax: 516-678-2145
Jjderosa@oceansideschools.org

DENTAL EXAMINATION FORM

Child’s Name

School Grade

Teacher’s Name

Dental Examination Date

Comments

Dentist Signature

Dentist Stamp



Oceanside School District
Parent and Prescriber’s Authorization for
Administration of Medication in School

A. To be completed by the parent or guardian:

| request that my child, , in grade receive the
medication as prescribed below by our licensed health care prescriber. The medication is to be
fumished by me in the properly labeled original container from the pharmacy. | understand that the
school nurse, or other designated person in the case of the absence of the school nurse, will administer
the medication.

| hereby release the school personnel, the Board of Education, and the District of any and all liability
arising out of the decision to administer medication, the administration of such medication, and/or any
reaction to the medication which may occur to the above-named student.

Signature of Parent or Guardian

Address

Telephone: Home Work Cell

Date

B. To be completed by the licensed health care prescriber:

| request that my patient, as listed below, receive the following medication:
Name of Student Date of Birth
Diagnosis
Name of Medication

Prescribed dosage, frequency, and route of administration

Time to be taken during school hours
Duration of treatment
Possible side effects and adverse reactions (if any)

Other recommendations

Name of Licensed Prescriber and Title (please print)

Prescriber’s Signature Date
Address Phone




SELF-MEDICATION RELEASE FORM
FOR INHALERS / EPIPENS ONLY

Date:

Child’s Name:

Has been instructed in the proper use of the following medication procedures:

We,
(Physician’s Signature)
and
(Parent or Guardian’s signature)
request that be permitted to carry the medication on his/her

(Child’'s Name)
person to keep same in his/her locker, as we consider him/her responsible. He/she has been
instructed in and understands the purpose and appropriate method and frequency of use. We also
release the school district from any liability which may arise in connection with this request and/or the
child’s administration of medication during the school day and /or at school functions and/or during
after school activities.

NOTE: This form must be completed in addition to routine district medication form
for those students who request permission to carry their own medication
or keep this medication in a locker.
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Name: o e DOBL:

Allergy to:

Weight: lbs. Asthma: [J Yes (higher risk for a severe reaction) ([ No

NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE.

Extremely reactive to the following allergens:
THEREFORE:

O If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.
0 If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent.

FOR ANY OF THE FOLLOWING: MILD SYMPTOMS

SEVERE SYIVIPTOIVIS | .

el NOSE MOUTH SKIN GUT
LUNG HEART TH ROAT MOUTH ltchy or  Itchy mouth A few hives, Mild

Shortness of Pale or bluish Tight or hoarse Significant runny nose, mild itch nausea or
breath, wheezing, skin, faintness,  throat, trouble  swelling of the sneezing discomfort
repetitive cough weak pulse, breathing or tongue or lips
dizziness swallowing FOR MILD SYMPTOMS FROM MORE THAN ONE
SYSTEM AREA, GIVE EPINEPHRINE.,
ORA
COMBINATION FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
SKIN GUT OTHER of symptoms AREA, FOLLOW THE DIRECTIONS BELOW:
Many hlxves over Re_petltwe Feeling ' from different 1. Antihistamines may be given, if ordered by a
body, widespread vomiting, severe  something bad is  body areas. healthcare provider
redness diarrhea about to happen, . '
anxiety, confusion 2. Stay with the person; alert emergency contacts.
g A Ik Ey 5 3. Watch closely for changes. If symptoms worsen,
ive epinephrine.
1. INJECT EPINEPHRINE IMMEDIATELY. i il
2. Call 911'. Tell emergency dijspatch.er the person is having MEDICATIONS/DOSES

anaphylaxis and may need epinephrine when emergency
responders arrive,

g o5 8 s - y : . Epinephrine Brand or Generic:
* Consider giving additional medications following epinephrine:

»  Antihistamine Epinephrine Dose: (1 0.1 mgiM (D 0.15mg M [J 0.3 mg IM
»  Inhaler (bronchodilator) if wheezing
* Lay the person flat, raise legs and keep warm. If breathing is Antihistamine Brand or Generic:

difficult or they are vomiting, let them sit up or lie on their side.
Anlihistamine Dose:

* If symptoms do not improve, or symptoms return, more doses of - . T
epinephrine can be given about 5 minutes or more after the last dose.

°  Alert emergency contacts.

* Transport patient to ER, even if symptoms resolve. Patient should
remain in ER for at least 4 hours because symptoms may return.

Other (e.g., inhaler-bronchodilator if wheezing):

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE PHYS!CI/\NIHCP AUTHORI/I\TION SIGNI\TURE - DATE
FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 5/2018
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HOW TO USE AUVI-Q® (EPINEPRHINE INJECTION, USP), KALEQ @
1. Remove Auvi-Q from the ouler case.

2. Pull off red safety guard.

3. Place black end of Auvi-Q against the middle of the ouler thigh.

4. Press firmly until you hear a click and hiss sound, and hold in place for 2 seconds.

[&2]

Call 911 and gel emergency medical help right away.

HOW TO USE EPIPEN® AND EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR AND EPINEPHRINE INJECTION (AUTHORIZED
GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN AUTO-INJECTOR, MYLAN @ h

1. Remove the EpiPen® or EpiPen Ji® Aulo-Injector from the clear carrier (ube. i
Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward.
With your other hand, remove the blue salely release by pulling straight up.

Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks'.
Hold firmly in place for 3 seconds (count slowly 1, 2, 3).

Remove and massage the injection area for 10 seconds.

Call 911 and gel emergency medical help right away.

NG Bt D

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®), USP
AUTO-INJECTOR, IMPAX LABORATORIES

1. Remove epinephrine auto-injector from its protective carrying case.

Pull off both blue end caps: you will now sce a red tip.

Grasp the auto-injector in your fist with the red tip pointing downward.

Put the red tip against the middle of the outer thigh at a 90-degree angle, perpendicular to the thigh.
Press down hard and hold firmly agains! the thigh for approximately 10 seconds.

Remove and massage the area for 10 seconds.

Call 911 and gel emergency medical help right away.

O O3 e N

HOW TO USE TEVA'S GENERIC EPIPEN® (EPINEPHRINE INJECTION, USP) AUTO-INJECTOR, TEVA PHARMACEUTICAL
INDUSTRIES

1. Quickly twist the yellow or green cap off of the auto-injector in the direction of the “twist arrow" to remove it. @

2. Grasp the auto-injector in your fist with the orange lip (needle end) pointing downward.

3. With your other hand, pull off the blue safely release. B
4. Place the orange tip against the middle of the outer thigh (upper leg) at a right angle (perpendicular) to the thigh. L)
5. Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks'. \Mﬂ

6. Hold firmly in place for 3 seconds (count slowly 1, 2, 3). ==

7. Remove and massage the injection area for 10 seconds.

8. Call 911 and get emergency medical help right away.

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:

1. Do not put your thumb, fingers or hand over the tip of the aulo-injeclor or inject into any body part other than mid-outer thigh. In case of
accidental injection, go immediately to the nearest emergency room.

2. If administering to a young child, hold their leg firmly in place before and during injection to prevent injuries.
3. Epinephrine can be injected through clothing if needed.
4. Call 911 immediately after injection.

OTHER DIRECTIONS/INFORMATION (may self-carry epinephrine, may self-administer epinephrine, etc.):

Treal the person before calling émergency contacts. The first signs of a reaction can be mild, bul symploms can worsen quickly.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS

RESCUE SQUAD: HAMERELAIIONSHIP: . PHONE: _—
DOCIOR: ) PHONE: NAMERELATIONSHIP: . PHONE: ,_‘
PARENT/GUARDIAN: _ PHONE: NAMERELATIONSHIM: oo PHONE: _

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 1/2019




Asthma Action Plan -
Nare Thte of Brth Grades |eacher
Health Care Poowder Health Came Prowder’s 0Fce Phone lhddlbwdimhr
ParentGuardan Prore Mierate Phone
Wﬁm&mw Frore He-rate Pozoe
DIAGNOSIS OF ASTHMA SEVERITY ASTHMA TRIGGERS (Things That Make Asthma Worse)

O intermittent  [] Persistent [{JMild (OModerate () Severs |

[ smoke [JColds [J Exercise [J Animals [ Dust [] Food
[0 Weather [J Odors [J Pollen [ Other

You have ALL of these:
* Breathing is sasy
* No cough or wheezs
* Can work and play
* Can sleep all might

YELLOW ZONE: CAUTION!

You have ANY of these:

* Cough or mild wheeze

* Tight chest

» Shortness of breath

* Problems sleeping, working,
or playing "

[0 No daily controller medicines required
[J Daily controller medicine(s):

Take puti(s) or ______tablel(s) dalty.
[0 For asthma with exarcisa, ADD:
putfs with spacer minutes before exercise

ALWAYS RINSE YOUR MOUTH AFTER USING YOUR DAILY INHALED MEDICINE.

Taks dady controller medicine if ordered and add this quick-relisf medicine whan you have breathing problems:

O inhaler mecg
Take _____ pufisevery ____ howrs, ¥needed. Always use a spacer, some children may need a mask.
nebulizer mg/ mi
Take a nebulizer treatment every ______ hours, /7needed.
[ Other
If quick-relief medicine does not HELP within minutes, tske it again and CALL your Health Care Provider

If using quick-relief madicine more than times in hours, CALL your Health Care Provider
IF IN THE YELLOW ZOME MORE THAN 24 HOURS, CALL HEALTH CARE PROVIDER.

You have ANY of these:

* Very short of breath

* Medicine is not helping

* Breathing is fast and hard

* Nosa wide open, ribs showing,
can't talk well

* Lips or fingernails are grey
or bluish

O inhalar meg
Take ___ pufisevery ___ hours, ¥neaded. Always use 3 spacer, some children may need a mask.
O nebulizer mg/ mi

Take a
[ Other

CALL HEALTH CARE PROVIDER AGAIN WHILE GIVING QUICK-RELIEF MEDICINE. If heaith care provider canmot
be contacted, CALL 911 FOR AN AMBULANCE OR GO DIRECTLY TO THE EMERGENCY DEPARTMENT!

nebulizer treatment every hours, /TReeded.

REQUIRED PERMISSIONS FOR ALL MEDICATION USE AT SCHOOL
Health Care Provider Permission: | requast this pian fo be foliowed as writtzn. This péan s valld for the school year -

Signature
Pareat/Cuardian Permission: | give

Signature

consent for ! school nurse 1o give the medications Ested on this plan or for trainad school staft 10 assist my child to taks them
after review by the school nurss. This plan will be shared with school statf who care for my child.

Health Care Provider Independent Carry and Use Permission: | attest that this stedent has demonstrated to me that they can self-asminister s rescue medication
effectively and may carry and ese this medication Independan®ly 2t school with no sepervision by school personngl.

Signaters Date
Pareat/Cuardian Carry and Use Permission (If Ordered by Provider Above): | agree my child can seli-administer this resces medication effectively and
may carry and use this madication independently 2t school with no sepervision by school personngl.
Signatere Date

4850 New York State Department of Heath w17

COPY FOR PATIENT
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