October 29, 1991

SCHOOL MEDICAL EXAMINATION FORM - Sixth (6) Grade Form

Alt tocal boards of sducation shall require a medioal examinations of each child first entering school within a period of

six months prior to or one month following admission 1o schoot and a second sxamination shall be required within six

months prior to entry into the sixth grade. Each board shall have an approved program of continuous health supervision

- which shall include evidence of having been screened for tuberculosls In accordance with KRS 158.036 and 214.034,
 vision, hearing, and scoliosis scheduled screening tests, '

PLEASE COMPLETE THE IDENTIFYING INFORMATION AND RECORDS

IRENTIEYING INFORMATION

- Student Name: Birthday:
Pareit or Guardian Name: '
Address: Telephone:
In Emergency Cali: -~ Telephone:
Student's Physiclan: Student’s Dentist:
Phone: Phone:
'BECORD OF IMMUNIZATIONS TO BE REPORTED ON IMMUNIZATION CERTIFICATE FORM, EPID.230.
MEDICAL HISTORY . |
Selzures:
Chronic Hiness; -
Altergles:
Medications:

SIQnIﬂum Historical information:

Physical Exam:
N. Abn, . Hot: wgt: BpP; /
General Appearance Hearing: R L
HEENT Vislon: R / L /.
—— e Neck
e e Chest 8chool Readiness - Normal:
Heart " Needs Evaluation:
———r  w—___  Abd-Genitalia | HCT:
— : Extremities-Back Optional———-evereee UA:
—_——— e Newro T.B. Testing:  Datoe Given
Read
Type induration
- Explain Abriormal Exam:
Recomniendations:
e ._._NO Restrictions: Normat Exam
——No Restrictions - Abnormal Exam - Explain:
Speciial Seating Noeded: YES NO
o .. Restriclions and suggestions to school:
Sig;ne«i: Date: -

Ph ysic:lanjAdvanced Registered Nurse Practioner/EPSDT Provider

& s



COMMONWEALTH OF KENTUCKY

IMMUNIZATION CERTIFICATE

{Required of each child enrolled in a licensed Day Care Center, Kindergarten, Public or Private School )

Name of Student Birthdate .

(tast) ' {First) (Middie)
Name of Parent or Guardian .

Address

{Street} (City) ' {State) (Zip Code)
DATES ADMINISTERED (month/day/year)
DIPHTHERIA TETANUS AND PERTUSSIS VACGNES #1 L1 #2 [ #3___.4,___;___}4 TR Y . S A A

ORAL POLIO VACCINE® #M___J 1 #2__4 4 #3311 A ]
MMR (Measles, Mumpss, Rubelia) #1_/ #2__ 1 1 ' g1
. : 7 Other (Specify) '
Hib (Haemophilusb)y #1__+ s #__ ) #3__ /1 #__ i 4
‘ ' Other (Specify)
Hepatitis B¢ ML s w24 4 #__ L [ Ml
DT, DT andfor T ' bpependent upen age at which immunizstions were begun. SMumps Hib, and Hepatitis § are net required for school sntry.
This child is current for immunizations until ! { __, after which this certificate is no longer valid and a new certificate

must be obtained. | CERTIFY THAT THE ABOVE NAMED CHILD HAS RECEIVED IMMUNIZATIONS AS STIPULATED ABOVE.

- atoee o Phaglian or Health Dept. {Date}
This Certificate should be presented to the school in which the child intends to ¢nroll and should be retained by the school and filed with thc <hild’s
school health record.




