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16. Health Information Form
(front and back)

Student Name:
Student Date of Birth:
Address:

Home Phone Number:
Previous School:
Legal Guardians: (Check One) _ Both Parents _ Mother _ Father __ Guardian
Name(s) of Guardians:
Guardian’s Home Phone:
-Guardian’s Work Phone:
Guardian’s Cell/Pager:
In emergency, notify: (Name)
In emergency, call phone #s:
Doctor’s Name/Health Center:
Doctor’s Phone Number:

" Doctor’s Fax Number:

Preferred Hospital:

Name of Health Insurance:
Health Insurance Policy #:
Name of Dentist:

Allergies to Medication:
Allergies to Food:

1. Do any of the student’s family/household members have any major health problems?
0 Yes O No If yes, please describe: '

2. Has the student had any of the following illnesses or conditions?

Accidents No ' Bowel Problems

O Yes O O Yes U Ne

Allergy O ves O No , Anemia [ Yes [ No
Asthma O ves [0 No SickleCell O ves O No
Diabetes 0 ves - L No Seizures [1 ves [ No
TB 0 Yes [0 No - Frequent Headaches [0 ves [ No
G6PD O Yes O No Skin Problems [] ves T No
Lead Poisoning O ves [ No Behavioral Problems 0O ves O No
Heart Problems O vYes [ No Birth Defect [0 ves 0O No
Menstrual Problems [l ves [ No Kidney/Urinary Problems [ ves O Ne
Learning Problems O ves O No Rheumatic Fever [ ves [ No
Weight Problems O ves [ No Ear/Throat Infections 5§ ves [0 No
.| Hospitalizations O ves - O No Respiratory Infections O ves [0 No
Dental Problems 0 Yes [ No Bone/Joint Problems [0 ves [0 No
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Please describe in more detail, any of the above items that are marked “Yes:’

3. Hearing / Vision / Speech

Has this student had convulsions or seizures? O Yes 0 No
Has this student had a hearing test? O Yes O No
Does this student have a hearing problem? [ Yes 0 No
Does this student have a vision problem? O ves 0 No
Has this student had a vision test? O ves O No
Does this student wear glasses? O Yes U No
Ifyes:  Full Time _ Reading _ Distance __ Other

Does this student receive preferential seating ng for a v:swn/hearmg O Yes 0 No
problem? '

Does this student receive speech therapy? O Yes 0 No

Please describe in more detail, any of the above items marked “Yes:’

4. Does this student have any special needs that the Schoo! Health Program should be aware of?
{For example, is it necessary to limit activity?)

5. Is this student taking any medication on a daily basis? 00 Yes 0 No
If yes, please specify: '

6. Has the student had Chicken Pox Disease? 1 Yes [ No
If yes, date of disease:
If yes, a physician certified history must be on file at the school by August 2"d 2010.
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15. Physician and Parent/Guardian Authorization to Dispel:ise Medication

Section to be completed by licensed prescriber.

Student Name ' Parent Nﬁme

Physician Name Physician Phone

Name of Medication - | | Route |

Dosage Frequency/Administration Time

Other Directions

Date of Order Discontinuation Date

Diagnosis | Possible Side Effects

‘Signature of Physician/Licensed Prescriber

Date
Section to be completed by parent/guardian.

Student Name Date of Birth

~ Parent(s)/Guardian(s) Name

Parent(s)/Guardian(s} Home Phone

Parent(s)Guardian(s) Work Phone

Parent(s)/Guardian(s) Cell Phone/Pager

Name of Medication

Student’s Food or Drug Allergies

I give permission to the school to administrate my student’s medication, to share information relevant to
the prescribed medication, to determine if self-administration of medication is safe and appropriate for my
student’s health, and to allow self-administration of medication. I hereby release Brooklyn Prospect
Charter School, its staff members, and its officers from any liability associated with administration of my
student’s medication. I understand that medication may be destroyed if it is not picked up within one
week following termination of the order or one week beyond the end of the school year.

Parent/Guardian Name Parent/Guardian Signature Date
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"GHILD & ADOLESCENT HEALTH EXAMINATION FORM _ ¥

Print Clearly

" 'NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE_ - DEPARTMENT OF EDUCATION
Child's East Name ] ~ First Name
Child's Address Hispanic/latino? |Rave (Check ALL thatepply [ American Indian ] Asian (7 Black [ White
. o [J¥es LINo [ Native Hawalian/Pacific islander 1 Other
City/Borough State Zip Cote School/Cerier/Camp Name Disgict ____ |Phone Nombers
| § © |Number . ... % Home
Health insurance [ Yes | ] Parent/Guardian Last Name - First Name Ceit
Wor

Birth history gage 0-6 ) - Doss the chlld/adolessent have a past pr present medical history of the folloiing?
[ Asttima (sheck severity and alfach MARAsthma Action Plan): [ Inkermittent [ Mild Persistent [3 Moderate Persistént ] Severe Persistent

O uncomplicated  CJ Premature: ___ weehs gestation § =, o+ reck.ap curent medicationts: L] Inbaled corticosteriod [T Other controfler 11 Quick relief med [ Orel stercid L] None

O Complicated by

[ Attentian Deficit Hyper:.'t‘:ﬁvﬁy l?isordar 3 Oritopedic injury/disabiiity Medications (attach BEF iF fn-schoo! modication nesed)
Allergies {1 Nome 1 £pi pen preseribed [ Ghrantc ar recumment otffis mexdia [ Sefzure disorder CINome 3 Yes st batowy
[ Congerital or acquired heast disorder 1 Spesch, heating, or visual impairment
O brugs sy | 3 Developmenteiieaming problem [ Tuberculosis datent ifection or diseass)
. (T Diztietes (etiach MAR [ Bther Greciy).
O Foods frisy Dietary Reshictions
. ’ . CiNone [0 Yes gist atow)
O] Other sy . ; .
Explain &l checked items above or on addendum ;
PHYSIGAL EXAMINATION General Appsarance: .
Height ___ em (. %iie) { Ml T gy T pry e e
Weiht . K ( S4ile) OO0 HesT (L1 0 Lymphnodes fL3 E]  Abdoman 0O 0O Skin O [ Psychosocial Devalopment
eght - .k —_— (000 Dental 33 Lungs (30O Genitournary |1 [ Weurclogical {07 O] Language
Bl - kogim? ([ %ilg) OO Neck 4§ {3 Carfiovascular FT3 [0  Extramities O O Bacl/spine O O Behavioral
Head Clrcumnforence fageszyrsy . em (____ %ile) Descrite abhnmﬁm:
Blood Prassure (age=3 ys) ! .
DEVELOPMENTAL frge 06y T Within normed limits FSCREENME TESTS Date Done Resuits . Bate Domo Heaults
If dalay suspected, spacify below ’ Blogt Lead Level (BLL) : ‘ Tuberculosis  Oniy required for students etering imermediale/middieyfuior or high sahool
lay suspected, spaciy {required af age 1 yrand Zyrs —t— —— —— ugﬁt . wio have nargmvlnue!yatfendeag any MYG piibiie urp%am schua.'g
1 Cognitive (e.,piay sidhs) and for those o i) ——t— e | ——— W | pnymaintone placed | __s__ s | Induretion mm
Lad Risk Assassmant At risk (o BLL) | PPO/Mantow saad ' :
i | ONe ClPos
G Communication/Language fanriehy, age ©.mo-6 yrs) . ) Owotdtrisk 4
' ] r— ; Intarferon Tast i | TNeg [ Pos
£ Societ/Emotional [ Puré tone audiometry - | O wormal .
O 0 i CIAbnoniel Chest x-ray (M
P ——— — — {If PPD or Interferon postiive} ; ; Oabnl  Indicated
L] Adagtive/Seli-Help — HealSERORy— . —
— Hermeglakin or — gl VDR Aculty mgne [ __
Motar __- Hematonyit fage 9-12 ng) {iBquired for naw school éalients), 4 4 Leff |
b —— W |endohitterage 47y | TES wilh glesses | Strablsmus LT No [l¥es

TMMUNIZATIONS - DATES GIR Number . I
of Ehild | A A ! N A

HepB _
B (e
DTR/DTaP/OT

PoY

‘Pafin.
RECOMMENDATIONS [ Full physical activity [ Fult diet ’ ASSESSMENT [T wellChild (v20.2) [ Diagnoses/Prohlems fisy [CD-9 Gode
[ Restritions {specity) _ '
Follove-up Needed [INe [Yes, for . Pppt.dater __ v v
Refarraksy [CNene [ Eeily intervention (3 Special Educafion  [JDental  [1Vision —————
[ Other ’
Heaith Care Provider Signature : Dafe

QOther, spsciy: ! !

R S RS U J—

Y SN J——

Health Care Provider Name and Degree (orini ) ] Provider License No. and Stete

Faciiity Name Natienal Provider idertifier (NF)

Address Ciiy State Zin

Telaphane ' Fax

e RN PO S

CH-208 (§/08) Coples: Yihite School/Chitd Care/Earty intervention/Camp, Canary Heallh Care Provider, Pink Parent/Guardian




