PETERS TOWNSHIP SCHOOL DISTRICT
PHYSICAL EXAM PERMISSION

Grade:

To the Parent/Guardian of:

Pennsylvania School Law (28 Pa. Code § 23.2) requires that each child entering grades Kindergarten, 6,
and 11 have a physical exam. The school physician will be available to perform this physical exam for
students who do not return a private physical exam report.

Please sign below and return this form to the school nurse if you would like your child to be seen by the
school physician for his/her exam at no cost to you. You will be notified by your childs school nurse
when the school physician will perform the examination.

Please complete the second page of this form entitled “Physical Examination of School Age Student”
and return with this parmission slip to the school nurse.

Parent Signature: Date:

Print Parent Name:

Email:




PHYSICAL EXAMINATION

of School Age Student

Student's name

Parent/Guardian/Student:

Complete this form before student's exam. Take completed

form to school physician at time of physical exam.

Today's date

Date of birth

Age at time of exam

Gender: O Male 0O Female

Medicines and Allergies: Please list all prescription and over-the-counter medicines and supplements (herbal/nutritional) the student is currently taking:

[ Medicines O Pollens

Does the student have any allergies? O No D Yes (if yes, list specific allergy and reaclion.)

O Food O stinging Insects

Complete the following section with a check mark in the YES or NO column; circle questions you do not know the answer to.

GENERAL HEALTH: Has the student... YES | NO GENITOURINARY: Has the student... YES | NO
1. Any ongoing medical conditions? 1f so, please identity: 23 Had groin pain or a painful bulge or hemia in the groin area?
QO Asthma O Anemia (O Diabetes [ Infection A Had a history of urinary tract infections or bedwetting?
Other _ : 31 FEMALES ONLY: Had a menstrual period? DYes ONo
2. Ever stayed more than one night in the hospital? If yes Al what age was her first menstrual period?
3. Ever had sumery? How many periads has she had in the last 12 months?
4. Ever had a seizure? Date of last period:
5. Had a history of being born without or is missing a kidney, an eye, a DENTAL: vEs | NO
testicle {(malas), spleen, or arlly n.ther organ? X2 Has the student had any pain or problems with hisher gums or teeth?
&. Ever become ill while exercising in the heat? -
S 7 pr h o 3. Name of student's dentist:
= reqr.::lv; r::s e:'mm:;w e:n;:er::smg FE IS Last dental visit: O less than 1year [11.2years [ greater than 2 years
HEAD/NECK/SPINE: Has the student...
S - SOCIALLEARNING: Has the siudent... YES | NO
B8 Had headachas with exercise?
Ever had @ head ini on? 34 Been told he/she has a leaming disability, inteftectual or
9_Everhad 8 head injury or concussion : developmental disability, cognitive delay, ADD/ADHD, etc.?
10.Ever had a hit or blow 1o the head that caused confusion, prolonged 35 Been bullied or experienced bullying behavior?
headache, or memary problems? E 5 " i — T "
11. Ever bad numbness, tingling, or weakness in his/her amms or legs 38 xpen.ence —— traurr.la. or other significant - e evgnl
atter baing hit or falling? 7. Exhibited significant changes in behavior, social relationships,
12 Ever been unable 1o move arms or legs after baing hit or falling? T grades a?::g on:,leeplng i3 w'lhd;a‘:nu:m'." femily or friends?
13 Noticed or been told hefshe has & curved spine or scoliosis? 7 :en womee. sal I ups:l. or angry miuc - o i s hme;? T
‘¥ Had any problem with his/her eyes (vision) or had a history of an a general loss of eneay. mou.vauon. r}teres grienthusiasny
aye injury? 40. Had concerns about weight; been trying to gain or lose weight or
15 Baen prescribed glasses or contact lenses? T :C:V:d 2 reco:':mendat::: to galr: nrr:;se w:lght';
: : . Used (or currently uses) tobacco, alcohol, or drugs
HEART/LUNGS:  Has the student... YES | NO e Juses) g Rl
‘B Ever used an inhaler or taken asthma medicine? .° ) —
17. Ever had the doctor say hefshe has a heart problem? If so, check LI h"'_'lmv G S T so che‘ck L BT
all that apply" B Heart murmur or heart infection 0O Anemia/blood disorders B Inherited disease/syndrome
O High blood pressure ~ [1 Kawasaki disease 0 Asthma/lung problems 0 Kidney problems
O High cholesterol [ Other: [0 Behavioral health issue 0 Seizure disorder
18 Been told by the doctor to have a heart test? (For example, 0 Diabetes O Sickle cell trait or disease
ECG/EKG, echocardiogram)? Other
13 Had a cough, wheeze, difficulty breathing, shortness of breath or 43 Is there a family history of any of the following heart-related
felt lightheaded DURING Or AFTER exercise? problems? If so, check all that apply:
20 Had discomfort, pain, tightness or chest pressure during exercisa? g gmrgada SV“":’"" g ST:""G“"T
- - - - ardiomyopathy arfan syndrome
2_1. Felt hisfer heart race or skip beats during exercise? D High blood pressure O Ventricular tachyeardia
BONENOINT: Has the student... YES | NO 0 High chalesterol O Other
2 Had a broken or fractured bane, stress fracture, or dislocated joint? 44, Has any family member had unexplained fainting, unexplained
23 Had an injury to a muscle, ligament, or tendon? seizures, or expernienced a near drawning?
2. Had an injury that required a brace, cast, crutches, or orthotics? 45. Has any family member / relative died of heart problems before age
et ; 50 or had an unexpected / unexplained sudden death befors age
25 Needed an x-ray, . scan, injection, or physical th " : " ; A
following anxirl";yrv?MRl T : physi M 50 (includes drowning, unexplained car accidents, sudden infant
& Had jaints that be inful, swollen, feel look red? Jodth dyndrome]?
ad joints that become painful, swollen, feel warm, or look re
: = QUESTIONS oR CONCERNS YES | NO
SHIN: Has the student... YES | WO -
. 46. Are there any questions or concems that the student, parent or
Z. Had any rashes, pressure sores. or other skin problems? guardian would like to discuss with the health care provider? (i
2 Ever had herpes or a MRSA skin infection? yes_ write them on page 4 of this form )

| hereby certify that to the best of my knowledge all of the information is true and complete. | give my consent for an exchange of
health information between the school nurse and health care providers.

Signature of parent / guardian / emancipated student

Date

Adapted from PA Department of Health form H511.336




