REQUIRENYSSCHOOHEALTHEXAMINATIONFORM

TOBECOMPLETEBY PRIVATHEALTHCAREROVIDERRSCHOOMEDICAIDIRECTOR
Note: NYSERequiresa physicakexam
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Name: Affirmed Name (ifapplicable); DOB:
SCREENINGS
Vision& HearingScreening&Requiredor PrekKorK,1,3,5,7,& 11
VisionScreening| With Correction « Yes * No Right Left Referral Not Done
DistancéAcuity 20/ 20/ Yes
NearVisionAcuity 20/ 20/ Yes
ColorPerceptioiscreening Pass Fail
Notes
HearingScreeningPassingndicatesstudentcanhear
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SachenCentralSchooDistrict
STUDENHEALTHHISTORYPDATE

Name: DOB: Age: Gender:

Grade: .M F
Parent/Guardian: HomePhone: Date:
(personcompletingthis form) Cell Phone:

Hasyour child ever:

YES

NO

If Yes,pleaseexplainandincludedate:

Hadan ongoingmedicalcondition

Seemamedicalspecialist

Hadallergies:

..food ..environmental ..insect ..medication ..other




Name:

AffirmedName(if applicable)

DOB:

If you answered YES to any questions give details. Sign and date below.

Parent/Guardian
Signature:

Date:

Isthere anyconditionthat would preventyour childfrom participatingin physicaleducation?

...No ... Yes:

Please list any additional concerns: (use back of sheet if necessary)

Parent/Guardian Signature:

Date:




