PENNSYLVANIA STATE
REQUIRED PHYSICAL EXAMS

The School Health Law of Pennsylvania requires.

all ehildren to have a physical examination upon
griginal enfry into school (Kindergarten or First
Grade), and in the sixth and gleventh grades.
You are encouraged to hgve this examination
done by your Family Physician at your expense.
The PRIVATE PHYSICIAN’S REPORT FORM
is attached. This may be done at the same time
yvour child has a Physical Examination for
summer camp, routine yearly checkup, dayeare,
working papers, or driver’s license. Physicals
done within one year are acceptable.

If you do not have health insurance call toll-free

1-877-223-3956 or go to the Lehigh County Public
Assistance @ 555 Union Blvd, Suite 3, Allentown,
PA, 18109; Phone:610-821-6509, If additional help
is needed, please call your school nurse.

Immunizations are available at the Allentown
Health Bureau at 6" and Chew St. Call 610-437-
7754 for an appointument.

1. Your family physician

2. Allentown Health Bureau
245 N. Sixth Strest
610-437-7754 for an appointment
Mo insurance or MA

3. Vida Nueva at Casa Guadaiupe
218 N. Second 5t
610-841-8400 for an appointment

4, Star Wellness Pediatric Clinic

450 W, Chew Street '

484-526-3060 _

Must be a current patient ar hecome a patient
VFC Provider

5. Star Weliness Family Practice

450 W. Chew Street

610-628-8380

Must be a current patient or become a patient
VFC Provider

6. Neighborhood Centers of the Lehigh Valiey
218 N. Second St

610-841-8400

Must be a current patient or become a patient

VEC Provider

7. LVHN Children’s Clinic

17 and Chew Street _

610-402-2273 for an appointment

Must be a current patient or become a patient
VFC Provider

THERE WILL BE A SLIDING SCALE FEE AT CLINICS FOR ALL EXCEPT THOSE WITH
MEDICAL ASSISTANCE CARDS

Please return the form below to the school nurse within 3 days

Name of student

Name of Dr/Clinic

p——

_Homeroom L

Name of Insurance

Appt Date and time

Fev. VIR




EL ESTADO DE PENNSYLVANIA REQUIERE EXAMENES ™

La Ley de Salud Escolar de Pennsylvania requiere que todos los nifies reciban un examen fisico cuando
ingresan 2 la escuela (en Jardin de Infantes o Primer Gradoj, y en los grados seis ¥ once. Le animamos
que hagan este examen por medic de su Medico familiar. Hemos incluido el formulario “REPORTE DE
SU MEDICO DE FAMILIA.? Esto se puede llevar a cabo cuando su hijo/hija le hap dado un examen
fisico para el camapamento de verano, tiene su revision anual con el médieo, va a obtener un permiso de
trabajo o ¢cuando pide Ja Heencia de conducir, Los examenes fisicos tienen validez de un afo.

§i usted no tiene seguro médico puede lamar gratfis al 1-877-223-59560 puede ir a 1a Oficina de Servicio
Pablico que queda en la esquina de 1a calle 335 y la Union Bivd, Suite 3. Llame por favor, a su enfermera
escolar si necesita mds ayuda.

Las vacunas estan disponibles en el Centro de Salud de Allentown que queda en la esquinade lacalle 6y 1a
calle Chew. Para hacer su cita Hame al 610-437-7754.

1. Sumadico de familia

2. bapactamente de Satud 2n alleniown
245 N, 6% Street
$10- 437-7754, llamar para una ¢ita.
Sin Seguro Medico o con Asistencls Madica.

3. Vida Nueva at Casa Guadalupe
218 N. Second Street
§10-841-8400, lamar paca una cita.

4. Chinica de Pediatriz Star Wellness
450 W, Chaw Sireet
484-526-3060 . T
sulo.para pacientes actuales y/o Registrarse come pacientes de |z clinica
Sa proveen vacrnas para niios.

5. Clinicz de Familia Star wellness
450 W. Chew Street
610-628-8380
Solo para pacientes actuzles y/o Registrarse como paciantes de a clinica
Se proveen vacunas gara nifios,

6. Centro de Salud del Yecindario del Lehigh Valley
2183 . Second Street.
410-841-8400
Solo para pacientes actuales v/o Registrarse corne pacientes de la clinica
Se proveen vacunas para minos.

7. Clinica de Pediatria def Haspital Lehigh Valiey
17 and Chew Streat
610-402-2273, ilamar para una cita
Solo para paciantes actuales y/o Registrarse coma pacientes de Ia clinica
Se proveen vacunas para niios.

HABRA UNA ESCALA DE PAGO EN LAS CLINICAS PARA TODOS AQUELLOS QUE NO TENGAN TARJETA MEDICA
‘ DE ASISTENCIA

Por favor devuelva el siguiente formudario a la enfermers escolar deniro de los siguientes tres dias,

mmmmmm gy [p— S ] [y

S L AR Al . L g

Nombre del estudiante . Grado -~ Saldn -
Nombre del Médico/Clinica
‘Nombre del Seguro Médico

Dia y hora de la cita
Rev 16719




TR L 33a o B01)

Page 1 of 4: STUDENT HISTORY

PARENT / GUARDIAN | STUDENT:

: - T Private or School : :
gpenfziya r'-:‘:E?L?H]a PHYSICAL EX AMFN AT ON ) Complete page one of this form befors
OF SCHOOL AGE STUDENT student’s exam. Take completed form te
Bureau of Community Health Systems
Divisicn of Schoot Health appointmont.
Student’s name Today's date
Date of birth Age at time of exam Gender T3 Male O Ferale

Medicines and Allergies: Ftease list ali presoription and over-the-counter medicines and supplements (herbalmutritional) the student is currently taking:

O Meditines €3 Polens

Does the student have any allergies? [1Ne 3 Yes {If ves, list specific allergy and reaction.)

£1 Food I Stinging Insects

Camplete the following section with a check mark in the YES or NG column; cirsie questions you do not know the answer to,

@,. Any ongmng medical oondmons? i 8O, ploase icientify:
{3 Asthna (D Anemia T] Diabetes  [3 infection
Oibher

2. Bver stayed more than one night in the hospital?

3. Ever had surgery?

4. Ever had 3 seizure?

5. Had a history of baing bor: without or is missing a kidney, an eye, a
testicle {males), spleen, or any ofher organ?

B. Ever become il while exercising in the heat?

7. Had frequent muscle cramps when exercising?

8. Mad headaches with exercise?

§. Ever had a head injury or concussion’

0 Ever had a hit or blow to the head that caused confusion. prolonged
headache, of memory problems?

1. Ever had numbness, tingling, or weakness in his/her arms or legs
after being hit or falling?

2 Ever been unable to move arms or legs after being hit or falling?

T Moticed or been tokd he/she has a curved sping or scoliosis?

% Had any problem with hiser eyes {vision} of had a history of an

2ya injury?
gen. prascribed gtasses ar comac% !enses?

ARTILUNI

% Ever used an :nhaeer of Zake& as:hma mecticine?

1. Ever had the doclor say hefshe has a heart problem? 5o, check

all that apply: ] Heart marmur or heard infection
L1 High blood pressure [3 Kawasaki disease
£ High chofesiarof 1 Other

16. Bean told by the doclor to have a heart test? (For example,
ECGEKG, schocardiogram)?

8 Mad a cough, wheeze, difficulty. breathing, shorness of braath or
feit ightheatled DURING or ARTER exarcise?

::'9 Had groin pain.or a painiul bulgej o hamia in the-groin area?

0 Had a history-of urinary tract infections or bedwetting?

3i. FEMALES ONLY: Had a menstrual periad?
H yes: At what age was her first menstruad period?
How mary periods has she had in the last 12 months?
Date of last period.

iYes

32 Mas the student bad any pain or problemns with histher gums or testh?

3, Name of student’s dentish;
Lagt dentat visit: ‘L7 fess than 1 year

L3 -2 years

O graater than 2 years

34. Been told hiefshe has a leaming disability. iteflectual or
davelopmental disabiity, cognitive delay, ADDIADHD, elc.?

35. Been bullied or experisncéd bultying hehavior?

36, Experienced major grief, tracma, or other signifcant life event?

37. Exhibited significart changes in behavior, social refationships,
grades, atinig or sleeping habits; withdravin from family o friends?

38. Been worried, sad, upset, or angry much of the lime?

38, Shown a.genieral loss of energy, molivation, interest or enfhusizam?

" 40, Had concems about weight, besr trying to gain of lose waight or
received a recommendation 1o gain or igse weight?

41, Used (or currently uses) fobacee. alcohel, or drugs?

42. Is there a famdly history of thee follawing if so, check all that apply:

1 Anemia/blood disorders L] Inherited dgiseaseisyndrome
1 Asthmallung probiams 91 Kidney problems

3 Behavioral heallk issue [ Seizure discrder

% Diabeles. [3 Sickie celt trait or disease
Cther,

43. |5 there a family history of any of the following heart-refatad
problema? If so, check alf that apply:

2? Had any s'ashes, pressure sores, or sther skin prob[ems‘>

B Ever had herpes or a MRSA skin infection?

45 Are rhere any quesﬁions or cencems hat the smden{, parent or
guardian wouid like Io discuss with the health care provider? {If
yes, wiits them on page 4 of this form.)

T Had discomfnt, pain, tightness or chest pressure during exerciss? & Brugada syndrome 0 QT syrronte
2% Felt Hisihar i'éﬂart race Dr ski beats during exercize? &3 Gardiomyopathy (1 Martan syridroms
— p. . g T 3 High blood pressure 4 Vantricutar tachycardis
S¥ES NGO 1 High cholesterol T3 Other
22 Had a brokan oF fraciumd bone. siress fracﬁura or daslocaled ;ﬂm!'? 44, Has any farnily member bad unesglained fainting, unexplained
23, Had an injury to a muscie, ligament, or tendon? seizures, or experienced a near drowning?
21 Had an injury thai required a brace, cast, crulchss, or ofhotics? 45. Has any family member / refative died of heart problems before age
[P : 50 or had an urexpected / unexplained sudden death befores age
2N A , , ; af ph ] | h . 4
ead&j-,d #n xray MRI. CT scan, ijection; of physical therapy 50 (inchutfes drowning, unexplained car accidents, sudden infant
foliowing aninjury? : ¥
death syrsda‘om)
z&Had joints thaz becnme painfid, ywolien, fael warm, or ook red'> VES T
i ‘-Has the student.. - .. o YES [ NODC: ot

L 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

Dale

Adagted in part from the Pre-participation Physical Evaiuation History Forny, ©2010 Amefican Academy of Famﬂy‘ Physicians, American Academy of Pediatrics, American Cofiege of

Sports Medicine, American Madical Society for Sports Medicine, American Orthapasdic Society for Sporis Medicine, and American Osteopathiz Academy of Sports Medicine.




* T - L, PADRE/MADRE/TUTOR/ALUMND:

¢ pen nsyivaﬂ 1a Examen fisico Complete 3 primera pgina de este formulario
: DEPARTMENT OF HEALTH PRIVADO O ESCOLAR
y O DEL ALUMNO EN EDAD ESCOLAR

anigs del examen del alumno. Lieve el

. . forrmutario compielo a lacita.
Ciicina de Sistenas de salud comunifarios
Divisién de sa}#:d escoar
Nombre det glumno Fecha de hoy
Facha de nacimiento : Edad ai momenkos def examen Sexo: [JMaséulino I3 Femeninp

‘Medicamentos y alergias: enumere todos los madicamentos con receta, medicamentos sin recelay suplementos {a base de higrbasinutricionales) que el alumno toma actualmente:

¢Yiene elafgnng alguna alergia? LI No 1 Si ($i1a respuesta es si, enumners las slergias y reaccionas especificas).
£1 Medicangentos B Polen [ Alimentos {1 Picaduras de insectos

Compiete m_é; uiente s:eocién Son una marca on fas columngs SEo NO; erclerre en dh ciroulo aquellas preguntas Guya respuesta desconoce.

L ERALDESALUD: - Eolm : APARATGGE B e i
1 ;Tiene algune slectidn médica permanerie? Si es ash ndmbrala: 8 (Ha leridedolorenia [7 0 o na profuberancia o hethia doletusa &n 51 ared
DaAsme D Anamia T2 Diabeiss Ol Infecsidn ée 12 ingle? ne ?
Qira - - 30, ;Ha tenitic antecetienies de infeccionas an ¢ tracle winaris o de ofrmarss en
2. ¢Alguna vaz ha pasade mis de una neche intemado? ig came? -
3 gAigunalvez hattenidd una cinugia? ) 31, S0LO PARA MUIERES: ¢ Hue tenido ef parodoe mensiruai? £S5 L3 No
4. Algunavez ha lenido copyulsionest. . it respuesta o8 81 £ A gudadad fue su-primer psriodo mensinual?
5. Matenide antecedentes de haber nacilo Sinun riide, un oo, uh testiculo {si £ Cwdntos periodss ha lenido en los Rimos 12 mases?
a8 hombra), & baze o aigln oiro trgan, o no tene Sguie de estos drpanos Facha del Gllime pariode:
B3 aetualidad? THENTALL : T =

4. (Algunavez e ha senlide mai mieniras hagla ejproicio axpuesio at calory

2. 4 Ha tanido alghn dolor o problema an las sncias ¢ dianies?
3. Nombre dél demisms del alumne:
(ima visitaaldensstar T3 menosdelafo [ enfrgtylafos O miasde Zafios

9. 2 Algunavez ha 3ufrid una issidn o contusion on la aabeza? 34, Ha fécitido un dizgréstico de tiacapacivad de) aptendizzje, discapacidad

alum,

v o - - ” intelectual o del desarale. relrase cognitivo, TDATDAH. ete?
4. Alguna yer hatenido un golpe an lz cabera que 18 Rsya causads confusion, . . .
dolores de cabeza prolongados o probismas de memena? 34, ¢ Ha sido victimarde intridaddn o i experimentada comporamientos
T1. fA@ura ver ha senlidn eriumecknioms, bonmigues o debiidad en sus biazos relacionades con ta ilimidasion?
© plamas liega d¢ haberse golaeads o caite? 36, ¢Ha experimentade sufrimients, rauma u otras scontecimientos te vida
13, ¢ Algunsa vaz o ha podico movar los brazos o piermas iwege di haberse irporignies? : :
Qolpagdo b calde? . - 37, ¢ Ha mosirade cambics iniportaries en su compartamisnto, sus rtationes.
1, g Ha nedade o e fe ha infermada 4us Bene 18 columne veriebral purvads o sgigies, sus callficacionas, sus nabies de aimentaciin 0-de suafo, 0 58 ha
con escolinsis? - mestrada nirgvartde con fariiares o amigos?
14, ;Ha (emide sighn problams con 5us oes (asidn) o anlecadantas de lesidn & " 38 lfi,Ha es;acin precoupadn. riste, disgustade o engiado |a mayor parte det
un ofo? . ) ___tismpo?
15 zilsa aniecios o lentes de contacio recetadoes? 38. zha mostrado pérdida generat dé energia, nciivacitn o entusiasmo?
L CoRAZONIPU # 40, 3Ha tanids inquistudas sobre €l peso) ba tralado de aumentsr o bajar de’

pes0, o-ha racibide ena racomendadién de sublr o bajar de peso?

16, (,Aigur,a:;zha utiizada un inhafade: o ha tomade medicamentos para e asme?

17, ;Algung vaz ha tenido un disgnéstico médice de problemas de corazén? Sies
asl, manue jo que dorresponda: I Soplo cardiacy 6 infeccion cacdfaca
7 Hipartansisn arerial O Entermedad de Kawasaki
3 Colesteral alio £ Oirer

4%, Mz consumidn {o consume actuaimants) tabaco, atonhol ¢ dogas?

SALUD FAMILIA T .

42 (Euisten antecedentes familiares de jas siguiontes srfamedaties? Sies ash
farlie 10 gus COTBSEONAS:

5 Anemisfirastomos sanguineos 0 Enfermedadesisindrames hereditarios
o Asmafprobiemas puimonares Ll Problemas d2 riftn

18. ;Ha rocibion &f pedido e.un. médics de raalzarseun; axamen cardlace? (For
gjomplo, ECG, electrocardiogramal.

19 ¢ Hatenido los, jades, dilisuitad al respirar, faha de aliento o sa ha senilde D1 Prontemas o saiud conductual O Conwisiones .
maraado DURANTE o DESPUES de hacer ejercicie? H Jiabetes ﬂ;&;:gz ;iéi?cimcﬂm © anemia
- bl
20. ¢Ha sentico malestar, dolor, sensacion deahego u opresion an & pectic Ofra
durante oi gercicia?
24, gHa serfido qus el corazén se acelara o salted laidos durante of gjprcicio? A3, ¢Exsien srtecedantes familiares da slguns de los siguientes problemas

cardiacas? Sies gsi, margue o gue cormasponda:

HUESOSIARTICULACIONES: R i ‘ NO 01 Sirdrame de Brugada 3 Sirdrome de QT
22, } Ha tenide una guebradura < fraclura, fraciure por fatiga o una arliewiacion Odhocardopatis L3 Sindrome de Marfan
dislocads? O Hiperiension astarigh £ Taguicardia variricular

2 Colasterc aite £ Qg

44, '3 Al farliiar ha sufrido desmeyds o convuisioneg sin erplicacin, o
akegamisnie inminente?

23, ¢ Hatanido feslanas en un mdscuio, ligamerio o tlenddn?

24. ;Ha lanitdo ura lesién. que requind aparates ortopedices, yeso, muletas o

aparatos ortésicos? — - -

36 g Ha necesitade una radiogratia, una resonancia megastica, una fomagrafia 45. Lhigin fem“;“fff"e’i‘? ﬁr;a muerto de problersas ea‘ﬂ‘:‘:ﬁs a”’e;r' d_i;f)s %
computatizata, Una inyeccion o Ssiolerapia usgo de una lasidn? 2fios de edad o ta Suftido una niene sibia nesperadaisin Sxpicacan
antes de f0b 50 ahos de edad [inckids ahagamisnle, accideéntes

automovilisticos sin pxplicacion. sindrome de muere stbita infanti)?

26, ¢ Ha santide dolor, inflarnacion, calor ¢ snmojecindento e ariculaciones?

PIBLE G “Erai S|
27. g tenidn sapulidos, (loeras por presion u offos probiemas culineos?
28, pHa tanite berpes ¢ alguns infacdidn cutdnea por SARM?

EGUNTASQ INQWHETUDES s S
. Existan pregunias o inquieludes que a! alumne, padre, mans o 1ter
quisictan analizar con e} prevesdor da wencian médica? (S 6 respunsta o8
i, ascribaias an ja pagina 4 de este formidadio)

RO

Por gl presente, certifico que, segan mi leal saber y entender, toda la Informacion es verdadera y complsta. Doy mi consentimiento para el intercambio
de informacidn médica entre ef personal de enfermeria de la escuela y os proveedoras de atoncién médica.

Firma del Padre/Madre/TutorfAlumno emancipado . Fecha

Adapted In part from the Pre-participation Physical Evaluation Histary Form; 02050 American Academy of Family Physicians, American Academy of Fediatrics, American College of
Sports Medicing, Amaerican Madical Society for Sporis Medicine, An Cirthopaedic Society for Spents Medicing, and Amarican Osteopathic Academy of Sports Medicineg,
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