CHIBJIPYKHICTh BIPIKUHIL
®OPMA ITPO CTAH 310POB’A JUIA

BCTYIIY 10 HIKOJIN

Yacruna I - MEANMYHA ®OPMA PO CTAH 3/10POB’

BinnosinHo 1o 3axony mraty (quB. Konexc mrarty Bipmkunis § 22.1-270) nepex BCTyHIoM JI0 Jep>KaBHOTO JUTSIIOrO CafodKy abo IOYaTKOBOI MIKOIX HEOOXIIHO,

o6 Bamia JuTHHA Oyna iMyHi30BaHa Ta NPOHIIIa MOBHUI MEANYHUH OIS

¢opmu. Meanunuii 3akian 3anoBrioe Yactuny 111 Yactuny 11

. OauH 3 6aThKiB 200 ONIKYH Ma€ 3an0BHUTH 110 cTOPiHKY (YacTuny I) nanoi
uiei popmu. 110 GpopmMy HEOOXiTHO 3aIIOBHUTH HE PaHILIE HIX 32 OJIMH PiK A0 BCTYITy Ballol

JUTUHHA 10 OIKOJIH.

Haspa mkonu:

Kunac Ha nanuit MOMEHT:

IM’s1 Ta npi3BUILIE YUHS:

IpizBuie

JlaTa HapOIKEHHS Y4HS: / / Crarts:

Anpeca y4Hs

Iltat ab0 kpaiHa HAPOMKEHHSL:

Im’st Cepenne im’s

OcHOBHA MOBa :

Im’st Ta mpi3BuILE OAHOTO 3 0aThKIB 00 3aKOHHOTO OMiKyHa 1:

IM’st Ta mpi3BHILIIEe OXHOTO 3 OATHKIB a00 3aKOHHOTO OMiKyHa 2:

KonTakTHa 0c002a 1151 EKCTPEHOI'0 3B’ SI3KY:

Micro IraT TTomrroBuii ingexc Kom_
Temn.: - - Po6ounii a60 MOOLTBHII: -
Ten.: - - Po6ounii 200 MOOLTBHMIA:_____ -
Ten.: - - Po6ounii 260 MOOITBHMIA:_____ -

JlikapHs, sKili BiIa€ThCS IEpeBara:

Menunune ctpaxyBanus autunu: Hemae [IFAMIS Plus (Medicaid) IFAMIS [ IIpuBatHe/KoMepIiiiiHe/ 3a paXyHOK poOoToxaBs[

Buok 1. Yike HasiBHi 3aXBOPIOBAHHS

3axBopioB Tak Komenrapi 3axBopioB Tak Komenrapi
aAHHSA aAHHSA
Anepris (Ha Xap4oBi IPOAYKTH, KOMaX, JIKH, Hia6er: tum 1

JIATEKC)

VKaxiTh anepriio, Ika 3arposKye ;KUTTIO:

IiaGer: Tim 2

IncyninoBa nommna

Aneprist (ce30HHa)

TpaBma rooBy, CTpyC MO3KY

ActMa ab0 3aXBOPIOBAHHS OPTaHiB JTHXAHHS

IIpo6aemu 3i ciryxom abo
TIIyXO0Ta

CunzpoM nediluTy yBary 3 rinepakTHBHICTIO

3aXBOPIOBAHHS eI

TToBeniHKOBI/MICUXi4HI/ coLiaibHI TPOOIEMH

OTpy€HHS CBUHIIEM

IMopymeHHs! pO3BUTKY M’5130B1 3aXBOPIOBAHHS
3axBOPIOBAHHS CEYOBOTO MiXypa Cynomu
Kposoreui CeprnoBUIHOKIIITHHHA aHEMis

(ue o3HaKa)

3axBOpPIOBaHHS KUIIKIBHUKA

P 03J1aTi MOBJICHHA

LlepeOpanpHuii mapania

TpaBma xpebta

MykoBiciuao3

Xipypriuae BTpy4aHHs

CTOMATOIOTIUHI 3aXBOPIOBAHHS

IIpo6xemu i3 30pom

3asnaute Oyap-sIKy iHIIY BXIMBY iH(OPMALIFO PO 310POB’S BaIIO] TUTHHA (D 30H/ U1 ITYYHOTO TOTYBAHHS , O Tpaxeocromist , € Kucnesa migrpumka, O CuyxoBuii anmapat, € CToMaTonorivui

npucrocyBannsi, € [HBatiHui Bi30K, rocmiTamizari Ta iH.)

Buok 2. Jlikapebki 3aco0u

3a3HauTe BCi peLenTypHi, Oe3pelenTypHi JIikapchbKi 3aco0H, MpernapaTty Uis eKCTPEHNX BUITAKIB 1 (iTonpenaparH, siKi Ballia AUTHHA BXKUBAE

perysipHo (BoMa/ v KO ):

. Ha3sa Jlo3yBa ‘-[ac npuiiomy ( BAoma/y mkoJi) r.[pllM
JIIKAPCHKOro HHSA ITKH
3aco0y
1.
2.
3.
4.
JlonaTkoBi JlikapchKi 3aco6u (Ha3Ba, 103yBaHHsI, 4ac MPHIOMY, IPHMITKH )
IMocraBTe ranouKy, SKIO BU OaxkaeTe 0O0roBOpUTH KOH(IACHIIHHY iH(pOPMAILIiIO 31 MIKIIEHOIO MECECTPOIO 200 1HIINM IPEACTaBHUKOM mKomd. O Tak O Hi

3aznHaute TaKy iHpopMaLito:

uie
Ta
iM’st

Ipise

Tened
OH

JlaTa OCTaHHBOTO IPHHOMY

Tleniatp/ocHOBHHIT MOCTAYAIBHUK MEANYHHX
TIOCJIyT

Creniamict

CromatoJior




CouianpHuii mpaniBHAUK (SKIIO €)

A

(0aio) (ne 0aro ) 3200y nOCMAUANLHUKY MEOUYHUX NOCTY2 MOET OUMUHU [ RPUSHAYEHOMY ROCIAYAIbHUKY
MeOUUHUX NOCYZ y WKOAL 002060pI06amu npoodnemu 3i 300poe’am Moci oumunu ma/abo oomintogamucs ingpopmauicio, wio micmumuca y yiii popmi. ILin
3200a Oyoe diamu, noku eu iV

He giOKuueme . Bu mosceme ioknuxkamu ceoio 3200y 6 Gy0b-aKUil 4ac, 36ePHYSUIUCH 00 WIKOJIU, 8 AKIN Haguaemubca eauia oumuna. Konu ingpopmayin 3

MeOUUHOI KapmKu 6auioi OUMUHU PO320T0ULYEMbCA, OOKYMEHMAIA YbO2O PO320JI0WEHHA 30epicacmuvca ¢ MeOUU Il Kapmuyi abo amecmayiiinii gidomocmi
eawioi oumunu.

IMinnuc oaHoro 3 6aTbKiB 200 3aKOHHOI 0 OMIIKYHA: Jara: / /

[Minnuc nepeknazaya: Mara / /
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COMMONWEALTH OF VIRGINIA
SCHOOL ENTRANCE HEALTH FORM
Health Information Form/Comprehensive Physical Examination Report/Certification of Immunization

Part]1- HEALTH INFORMATION FORM

State law (Ref. Code of Virginia § 22.1-270) requires that your child is immunized and receives a comprehensive physical examination before entering public
kindergarten or elementary school. The parent or guardian completes this page (Part I) of the form. The Medical Provider completes Part Il and Part III of the
form. This form must be completed no earlier than one year before your child’s entry into school.

Name of School: Current Grade:

Student’s Name:

Last First Middle
Student’s Date of Birth: / / Sex: State or Country of Birth: Main Language Spoken:
Student’s Address City State Zip Code
Name of Parent or Legal Guardian 1: Phone: - - Work or Cell: - -
Name of Parent or Legal Guardian 2: Phone: - - Work or Cell: - -
Emergency Contact: Phone: - - Work or Cell: - -

Hospital Preference:

Child’s Health Insurance: None@ FAMIS Plus (Medicaid) € FAMIS € Private/Commercial/ Employer Sponsored €

Box 1. Pre-Existing Conditions

Condition Yes Comments Condition Yes Comments

Allergies (food, insects, drugs, latex) Diabetes: Type 1
Please list Life Threatening Allergies: Diabetes: Type 2

Insulin pump
Allergies (seasonal) Head injury, concussion
Asthma or breathing conditions Hearing conditions or deafness
Attention-Deficit/Hyperactivity Disorder Heart conditions
Behavioral/Psych/ Social conditions Lead poisoning
Developmental conditions Muscle conditions
Bladder conditions Seizures
Bleeding conditions Sickle Cell Disease (not trait)
Bowel conditions Speech conditions
Cerebral Palsy Spinal injury
Cystic fibrosis Surgery
Dental Health conditions Vision conditions

Describe any other important health-related information about your child (€ Feeding tube , @Trach , € Oxygen support, € Hearing aids, € Dental appliance, € Wheelchair, Hospitalizations, etc.):

Box 2. Medications
List all prescription, emergency, over-the-counter, and herbal medications your child takes regularly (Home/ School):

Medication Name Dosage Time Administered ( Home/School) Notes

bl el B e

Additional Medications (Name, Dose, Time Administered, Notes)

Check here if you want to discuss confidential information with the school nurse or other school authority. O Yes ONo  Please provide the following information:
Name Phone Date of Last Appointment
Pediatrician/primary care provider
Specialist
Dentist

Case Worker (if applicable)

1 (do) (do not ) authorize my child’s health care provider and designated provider of health care in the school setting to
discuss my child’s health concerns and/or exchange information pertaining to this form. This authorization will be in place until or unless you

withdraw it. You may withdraw your authorization at any time by contacting your child’s school. When information is released from your child’s record,
documentation of the disclosure is maintained in your child’s health or scholastic record.

Signature of Parent or Legal Guardian: Date: / /

Signature of Interpreter: Date / /
MCH213G reviewed 10/2020 1




COMMONWEALTH OF VIRGINIA

SCHOOL ENTRANCE HEALTH FORM Check if the student’s
Immunization
PartII - Certification of Immunization Records are attached
using a separate form
Section I signed by HCP

See Section II for conditional enrollment and exemptions.
A copy of the immunization record signed or stamped by a physician or designee, registered nurse, or health department official indicating the dates of
administration including month, day, and year of the required vaccines shall be acceptable in lieu of recording these dates on this form as long as the
record is attached to this form. Form must be signed and dated by the Medical Provider or Health Department Official in the appropriate box. Please
contact your local health department for assistance with foreign vaccine records.

Student Name: Date of Birth : / / Sex:
Race (Optional): Ethnicity: Hispanic Non-Hispanic
IMMUNIZATION RECORD COMPLETE DATES (month, day, year) OF VACCINE DOSES GIVEN

Diphtheria, Tetanus, Pertussis Vaccine (DTP, 1 2 3 4 5
DTaP)

Diphtheria, Tetanus (DT) or Tdap or Td 1 2 3 4 5
Vaccine (given after 7 years of age)

Tdap Vaccine booster 1

Poliomyelitis Vaccine (IPV, OPV) 1 2 3 4 5
Haemophilus influenzae Type b 1 2 3 4

Vaccine (Hib conjugate)
only for children <60 months of age

Rotavirus Vaccine (RV) 1 2 3
only for children <8 months of age

Pneumococcal Vaccine (PCV conjugate) 1 2 3 4
only for children <60 months of age
Varicella Vaccine 1 2 Date of Varicella Disease OR Serological Confirmation of Varicella
Immunity:

Measles, Mumps, Rubella Vaccine (MMR 1 2
vaccine)
Measles Vaccine (Rubeola) 1 2 Serological Confirmation of Measles Immunity:
Rubella Vaccine 1 2 Serological Confirmation of Rubella Immunity:
Mumps Vaccine 1 2 Serological Confirmation of Mumps Immunity:
Hepatitis B Vaccine (HBV) 1 2 3 4

0 Merck adult formulation used
Hepatitis A Vaccine 1 2
Meningococcal ACWY Vaccine 1 2
Meningococcal B Vaccine 1 2 3
Human Papillomavirus Vaccine (HPV) 1 2 3
Influenza (Yearly) 1 2 3 4 5
Other 1 2 3 4 5
Other 1 2 3 4 5

Certification of Immunization
I certify that this child is ADEQUATELY OR AGE APPROPRIATELY IMMUNIZED in accordance with the MINIMUM requirements for attending school,
child care or preschool prescribed by the State Board of Health’s Regulations for the Immunization of School Children (Reference Section III).

Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yr.): |/

MCH213G reviewed 10/2020



Section 11
Conditional Enrollment and Exemptions

Complete the medical exemption or conditional enrollment section as appropriate to include signature and date.
This section must be attached to Part I Health Information (to be filled out and signed by parent).

Date of Birth; | | |

Student’s Name:
Parent or Legal Guardian Name:
Parent or Legal Guardian Name:
Phone Number:

MEDICAL EXEMPTION: As specified in the Code of Virginia § 22.1-271.2, C (i1), I certify that administration of
the vaccine(s) designated below would be detrimental to this student’s health. The vaccine(s) is (are) specifically

contraindicated because (please specify):

DTP/DTaP/Tdap :[ ]; DT/Td:| 1; OPV/IPV:| ]; Hib:[ 1; PCV:[ ]; RV [ ; Measles :[ 1;
; HBV:[___ ]

]; Rubella :[ 1; VAR ]; Men ACWY:[ ]; Men B:[ ]; Hep A:[

Mumps:[

This contraindication is permanent: [ |, or temporary [ ] and expected to preclude immunizations until: Date (Mo., Day,

Yr) | _ | | B
Date (Mo., Day, Yr.):__ /| |

Signature of Medical Provider or Health Department Official:

RELIGIOUS EXEMPTION: The Code of Virginia allows a child an exemption from receiving immunizations required for school attendance if the student or the student’s
parent/guardian submits an affidavit to the school’s admitting official stating that the administration of immunizing agents conflicts with the student’s religious tenets or
practices. Any student entering school must submit this affidavit on a CERTIFICATE OF RELIGIOUS EXEMPTION (Form CRE-1), which may be obtained at any local

health department, school division superintendent’s office or local department of social services. Ref. Code of Virginia § 22.1-271.2, C (i).

CONDITIONAL ENROLLMENT: As specified in the Code of Virginia § 22.1-271.2, B, I certify that this child has received at least one dose of each of the vaccines
required by the State Board of Health for attending school and that this child has a plan for the completion of his/her requirements within the next 90 calendar days. Next

immunization due on,

Date (Mo., Day, Yr.):| |

Signature of Medical Provider or Health Department Official:

Section 11l Requirements

For Minimum Immunization Requirements for Entry into School and Day Care, consult the Division of Imnmunization web site at
Children shall be immunized in accordance with the Immunization Schedule developed and published by the Centers for Disease Control (CDC), Advisory Committee on
Immunization Practices (ACIP), the American Academy of Pediatrics (AAP), and the American Academy of Family Physicians (AAFP), otherwise known as ACIP
recommendations (Ref. Code of Virginia § 32.1-46(a)).
(Requirements are subject to change.)
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http://www.vdh.virginia.gov/epidemiology/immunization

Part II1 -- COMPREHENSIVE PHYSICAL EXAMINATION REPORT

A qualified licensed physician, nurse practitioner, or physician assistant must complete Part III. The exam must be done no longer than one year before entry
into kindergarten or elementary school (Ref. Code of Virginia § 22.1-270). Instructions for completing this form can be found at www.vahealth.org/schoolhealth.

Student’s Name: Date of Birth: / / Sex: O M OF
Physical Examination
Date of Assessment: / / e _ . _ .
1 = Within normal 2 = Abnormal finding 3 =Referred for evaluation or treatment
Weight: Ibs. Height: ft. in.
= 11213 11213 1 12 |3
: HEENT Neurologica in
g Body Mass Index (BMI) BP logical Sk
@ O Age/ gender appropriate history completed Lungs Abdomen Genital
2 O Anticipatory guidance provided Heart Extremities Urinary
<
g Tuberculosis Screening
s Check the box that applies:
=
Test for TB Infection: TST IGRA Date: TST Reading___ mm TST/IGRA Result: o0 Negative o Positive
CXR required if positive test for TB infection or TB symptoms. CXR Date: o Normal o Abnormal
EPSDT Screens Required for Head Start — include specific results and date:
Blood Lead: Hct/Hgb
Assessed for: Assessment Method: Within normal Concern identified: Referred for Evaluation

Emotional/Social

Problem Solving

Language/Communication

Fine Motor Skills

Developmental
Screen

Gross Motor Skills

O Screened at 20dB: Indicate Pass (P) or Refer (R) in each box.
O Screened by OAE (Otoacoustic Emissions): 0O Pass O Referred

o O Referred to Audiologist/ENT O Unable to test — needs rescreen
o= D
= g 1000 2000 4000 O Permanent Hearing Loss Previously identified: O Left O Right
D

5] R
= 3 O Hearing aid or another assistive device
= O With Corrective Lenses (Check if yes) O Problems Identified: Referred for Treatment
)
g Stereopsis O Pass 0O Fail O Not tested E 5| O No Problem: Referred for prevention

- - = @
(g Distance | Both R L Test used: S 5| o NoReferral: Already receiving dental care
5 20/ 20/ 20/ /_R @«
= O Unable to perform
>
O Pass O Referred to eye doctor [0 Unable to test-needs rescreen
Summary of Findings (check one):

'§ E 0 Well child; no conditions identified of concern to school program activities
S & o Conditions identified that are important to schooling or physical activity (complete sections below and/or explain here):
@ 2
AN
=S ergy: O food: O insect: 0 medicine: o other:
: 2 Allergy: o food t d th
bl Type of allergic reaction: 0 anaphylaxis 0 local reaction Response required: 0 none 0O epinephrine auto-injector 0O other::
o E = Individualized Health Care Plan needed (e.g., asthma, diabetes, seizure disorder, severe allergy, etc)
é f § Restricted Activity Specify:
5 e & Developmental Evaluation o Has IEP o Further evaluation needed for:
g E Medication. Child takes medicine for specific health condition(s). 0 Medication must be given and/or available at school.
E o Special Diet Specify:

=
2= Special Needs Specify:

Q
alhd Other Comments:

Health Care Professional’s Certification (Write legibly or stamp) O By checking this box, I certify with an electronic signature that all of the
information entered above is accurate (enter name and date on signature and date lines below).

Name: Signature: Date:
Practice/Clinic Name: Address:
Phone: - - Fax: - - Email:
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	Частина I – МЕДИЧНА ФОРМА ПРО СТАН ЗДОРОВ’Я

