COMMONWEALTH OF VIRGINIA
SCHOOL ENTRANCE HEALTH FORM
Health Information Form / Comprehensive Physical Examination Report / Certification of Immunization

Part | - HEALTH INFORMATION FORM

State law (Ref. Code of Virginia § 22.1-270) requires that your child is completely immunized and receives a comprehensive physical examination before
entering public kindergarten. The parent or guardian completes this page of the form. The Medical Provider completes the second and third pages of the form
This form must be completed within one year before your child’s first day in kindergarten or elementary school.

Name of School: Grade:
Student’'s Name:
Last First Middle
Student’s Date of Birth: | I | | Sex: | I State or Country of Birth:
Mo. Day Yr.
Student’s Social Security # |__ |1 V-1 I-1_ 1|1t lorlD #
Student’s Address: City: State: Zip:
Name of Mother or Legal Guardian:
HomePhone: {___ 1 1 |- | __I\-4__ | 1 I | Work Phone:  I___ I\ - 1\ V-4 4 1 1
Area Code Area Code
Name of Father or Legal Guardian: .
HomePhone: 1__ | I-1_ 3\ 1 I-t__ 11| 1| Work Phone: | I 1 V-l b -4 bt b
Area Code Area Code
In case of emergency—if parent or guardian cannot be contacted—contact the following:
1. Name: Complete Phone Number: {___{_ | I-1__ || !-1__+ 1 1 |
2. Name: Complete Phone Number: I__ 1 | t-1__ |1 t-i__ I I 1 |

Assessment of Student’s Health

To the best of your knowledge, has your child had any problem with the following? Please check yes or no.
Condition Yes | No Comments if “Yes”
Allergies (food, insects,-drugs, latex)
Allergies (seasonal)
Asthma or breathing problems
Attention-Deficit/Hyperactivity Disorder
Behavioral problems
Developmental problems
Bladder problem
Bleeding problems
Bowel problem
Cerebral Palsy
Cystic Fibrosis
Dental problems
Diabetes
Head or spinal Injury
Hearing problems or deafness
Heart problems
Hospitalizations (when, why)
Lead poisoning
Muscular problems
Seizures
Sickle Cell Disease (not trait)
Speech problems
Surgery
Vision problems
Other:

List all prescription and over-the-counter medications your child takes regularly:

Describe any other important health-related information about your child (i.e., feeding tube, oxygen support, hearing aid, etc.):

Name of your child’s pediatrician or primary care provider:
Names of medical specialists or special clinics caring for your child:

Has your child ever seen a dentist? Yes: |_|, No: |___}. If yes, date of last appointment:
Check here if you want to discuss confidential information with the school nurse or other school authority: Yes |___I, No|__L

Check here if you give permission for the school nurse or other school authority to contact the examining physician to discuss any information contained on thi
form: Yes |___|,Nol___}

Signature of Parent or Legal Guardian: i Date (Mo., Day, Yr): 1__1__|__|

Signature of Interpreter: Date (Mo., Day, Yr): I__)__|__|
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Anemia Screen (Required) *
Screen for Anemia (hemoglobin or hematocrit) if any of the following are positive:
Family has low income (Child eligible for Medicaid)
Child eligible for WIC
Migrant or recently arrived refugee
Consumes a diet low in iron
Child has limited access to food
Child with special health care needs
Child with history of iron-deficiency anemia
Child takes medication that inhibits iron absorption
Urine Screen (Required) *
0. Dipstick test for glucose and protein
Vision Screen (Required) *
Q Test distance visual acuity in children over 3 years of age with Snellen letters, Snellen numbers, Tumbling E, HOTV, or
Picture tests (Allen figures or LH symbol test)
0 Distance testing at 10 feet is recommended
0 Refer if worse than 20/40 with either eye (if child 3-5 years old) or 20/30 (if child 6 years old or older)
@ Refer if two-line difference between eyes even if within passing range (i.e., 20/25 & 20/40 or 20/20 & 20/30)
Ocutar Alignment *
Test ocular alignment in children 3 years of age and older using the unilateral cover test, the Random-dot-E test, or similar test.
Refer if there is any eye movement with the unilateral cover test or less than 4 of 6 correct with the Random-dot-E test.
Hearing Screen (Required) *
0 Must use pure tone audiometer (if at least 4 years old) - screen at 1000, 2000, & 4000 Hz tones at 20 dB HL in each ear.
0 Reposition earphones and rescreen if the child does not pass at this dB level.
a Refer to audiologist if child does not pass rescreen at 20dB level.
Lead Screen (Required)
Test children 6 and under who were not previously tested if any of the following are true:
Child receives services from Medicaid or WIC
Child resides in high-risk zip code area (consult www.vahealth.org/leadsafe for list of high-risk zip codes)
Chiid lives in or regularly visits a house or child-care facility built before 1950
Child lives in or regularly visits a house or child-care facility built before 1978 that is being or was renovated within the
past 6 months
Child lives in or regularly visits a house or other structure in which one or more persons have elevated blood lead levels
Child lives with an adult whose job or hobby involves exposure to lead
Child lives near an active lead smelter, battery recycling plant, or other industry likely to release lead
Child’s parent or guardian requests the child’s blood be tested due to any suspected exposure
Health care provider recommends the child’s blood be tested due to any suspected exposure
Tuberculosis Infection Risk (Recommended)
Consider administering a Mantoux TB skin test if the child has one or more of the following risk factors:
Exposure to tuberculosis or to high risk adults
TB-like symptoms
Lived in high prevalence country or extensive travel in areas with high prevalence
Homelessness or resident in congregate living
Medically underserved
HIV infection or receiving immunosuppressive therapy
Other medical risk factors (i.e., malignancy, diabetes)
Local school systems may have specific testing requirements and policies. Please consult with your local health department.
Minimum Immunization Requirements for Entry into School and Day Care (requirements are subject to change)
3 DTP or DTaP - at least one dose of DTaP or DTP after 4™ birthday unless received 6 doses before 4™ birthday.
3 Polio Vaccine — at least one dose after 4™ birthday unless received 4 doses of all OPV or all IPV prior to 4™ birthday.
Hib — 2-3 doses in infancy; 1 booster between 12-15 months; 1 dose between 15-30 months if unvaccinated.
3 Hep B doses - required for children born on or after January 1, 1994 and for students enrolling in 6" grade on or after
July 1, 2001 if unvaccinated.
2 Measles ~ 1% dose on/after 12 months (365 days) of age; 2™ dose prior to entering kindergarten.
1 Mumps - on/after 12 months (365 days) of age.
1 Rubella - on/after 12 months (365 days) of age.
1 Varicella - to susceptible children born on/after January 1, 1997; dose on/after 12 months (365 days) of age.
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* Source: Bright Futures Guidelines for Health Supervision of Infants, Children, and Adolescents, 2000
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