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Rochester City School District

School Nursing Services


PHYSICAL EXAMINATION FORM  ~  MEDICATION ORDERS ON REVERSE
Name: _________________________________________   Sex: ___   DOB: ____________   School: ____________________________
       Last

        First





      
         YES        NO





  YES
    NO
	Has student ever had problems with
	
	
	 8. Muscles/Joints/Spine
	
	

	1. Asthma/ Allergies
	
	
	 9. Absence/loss of function of paired organ
	
	

	2. Ear Infections, recurrent 
	
	
	10. Scoliosis 
	
	

	3. Head Injuries/Concussion 
	
	
	11. Seizures 
	
	

	4. Heart/Lung 
	
	
	12. Surgery
	
	

	5. Fainting/Dizzy Spells
	
	
	13. Serious Accidents/Injuries
	
	

	6. Family History of Sudden Cardiac Death 
	
	
	14. Chronic Conditions
	
	

	7. Kidney/Urinary Tract
	
	
	15. Other
	
	


Please explain all "YES" answers:



Other pertinent PAST history: Include sports related injuries since last P.E.:                                                                                                                                                                                                                                                                                                                               

Childhood Diseases:                                                                                                                                                                                           

	IMMUNIZATIONS
	DATES
	 EXAMINATIONS
	FINDINGS

	  DPT or DTaP
	
	
	
	
	
	Vision – Without Glasses/Contact Lenses
	R____ L____

	  Td
	
	
	
	
	
	Vision – With Glasses/Contact Lenses
	R____ L____

	  Polio- OPV or IPV (circle)
	
	
	
	
	
	Vision – Near Point
	R____ L_____

	  MMR
	
	
	
	
	
	HEARING
	R____ L_____

	  HIB
	
	
	
	
	
	SPEECH
	

	  Hep B
	
	
	
	
	
	
	

	  Varicella
	
	
	
	
	
	NUTRITION
	

	  Other:
	
	
	
	
	
	Height.
	

	Tests                                         DATES/RESULTS
	Weight
	

	  Tuberculin
	
	
	
	
	Blood Pressure - Pulse
	

	  Lead

 (Required for PK)
	Dates
	Type
	Levels
	Skin
	

	
	
	
	
	H.E.E.N.T., including dental
	

	
	
	
	
	Heart & Lungs
	

	
	
	
	
	Abdomen
	

	  Other
	
	
	
	Orthopedic
	

	*Medications  Current                                        Time
	Scoliosis screen
	

	Date
	Medication
	Dosage
	AM
	PM
	Neurologic
	

	
	
	
	
	
	Gen. Development , incl. Tanner
	

	
	
	
	
	
	Other:
	

	
	
	
	
	
	
	

	*Separate order for medication in school ON REVERSE OF FORM
	
	


Special requirements for school or sports:                                                                                                                                                                                                                                                                                                                                                                                     
RESTRICTIONS:_______________________________________________________________________________________________

For Sports Participation – Please check Highest Level for THIS student’s participation

            1.  Contact/Collision: basketball, boxing, diving, field hockey, football, ice hockey, lacrosse, martial arts, soccer, wrestling.

            2.  Limited Contact: baseball, cheerleading, field (high jump, pole vault), gymnastics, skiing (cross country, downhill), softball, 

   volleyball.

            3.  Non contact:  badminton, bowling, cross country, field (discus, shot put) and track, golf, swimming, table tennis, tennis.

_______________________________________________     Return to: ________________________________________________
Date of Examination

        Fax #





Name/Title


_______________________________________________

   ________________________________________________                                 Examiner’s Signature MD/NP/PA





   School


              
_______________________________________________                        ________________________________________________     
    Name of Examiner – Please Print




     
         Address/Zip Code

_______________________________________________

    _______________________
_____________________

     Address




                  Phone


 Fax #
	PRESCRIBER’S AUTHORIZATION FOR ADMINISTRATION OF MEDICATION  

BY SCHOOL PERSONNEL

Name of Student: 







 Date of Birth: 





Diagnosis: 















Medication:   



     


 Dose:  

            

  Route: 












   Ex. 15 mg (not number of units/tabs)

Time during school: 
 





 (Example: during lunch, before lunch, before gym)

(If you must specify a time, please limit hours to 10:00 am to 1:00 pm, except pm medications.

Parents/guardians should administer before –school or after-school medications).

Intended effects: 





Restrictions: 








Conditions under which to administer prn medications: 










Other medication being taken (ON REVERSE)

Indicate if you have provided additional information as an attachment or on the reverse of this form.

Date: 


  Prescriber’s Signature: 





Tel. Number:




Print Prescriber’s Name:








FAX Number:







The spaces below are optional.  Please carefully consider the appropriateness of this request.


SELF-ADMINISTRATION AUTHORIZATION


This student has my permission to carry the above named medication on his/her person or to keep same on his/her person or to keep same in his/her locker or physical education locker as I consider him/her responsible. He/She has been fully instructed and understands the purpose, and appropriate method and frequency of the medication administration.





Date:				 Physician’s signature: 								





PARENT PERMISSION


We request that this student be permitted to carry the above medication on his/her person or to keep same in his/her locker or Physical Education locker, as we consider him/her responsible. He/She has been instructed in and understands the purpose and appropriate method and frequency of the medication administration.  I will participate in the nurse’s yearly monitoring.





Date: 			  Parent/Guardian Signature:									





STUDENT ACCEPTANCE OF RESPONSIBILITY


I will carry and/or store my dedication in a responsible manner.  I will take it as directed and will not allow others to use the medication. I will visit the nurse once each year for an update on how things are going.





Date: _________________Student Signature: ___________________________________________________________





***********************************************************************************************************


PLEASE RETURN THIS FORM TO:





															


NAME/TITLE						SCHOOL





															


TELEPHONE						FAX:	
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