
flVtale flFemale Date of Birth:

Current Health Issues
Y N
n flAllergies: Please list: Medications

History of Anaphylaxis to --- Epi-Pen@: ! Ves n no
f] Asthma: Asthma Action Plan I Yes n No (Please attach)
I Diabetes: n ryp.I f] Type II
! Seizure disorder:
n Other (Please spOther (Please specfi)

Current Medications (if relevant to the student's health and safety) Please circle those administered in school; a separate
medication order form is needed for each medication administered in school.

Physical Examination
Hgt: ( %) Wgt: ( %) BMI:
(Check: N<trmal i U'ahnormel, please describe.)

(Pass )  (Fa i l  )

Date of Examination:

(Pass) (Fai l )

Hearing: Right Ear ! tr
LeftEar f] n

Vision: Right Eye fl n
LeftEye! tr

Stereopsis ! n

(Pass )  (Fa i l )

Postural Screening: ! n
(Sco I iosis/Kyphosis/Lordosis )

Tarseted TB Skin Testine: n Med-to-High risk (exposure to TB; born, lived, travel to TB endemic countries: medical risk factors):
Date of PPD: _; Results: _mm.
Referred for evaluation to: fl Low risk (no PPD done)
This student has the following problems that may impact his/her educational experience:
! Vision I Hearing I SpeecVlanguage f] Fine/Gross Motor Deficit
! Emotional/Social n Behavior I Other

f]V tr N This student may participate fully in the school program, including physical education and competitive sports. If

Y LJ N Immunizations are complete: If no, give reason: Please attach Massachusetts lmmunization lnformation System
Certificate or other comolete immunization record.

Sigrrahre of Examiner Circle: MD, DO, NP, PA Date Please print name of Examiner.

Group Practice Telephone

City State Zip Code

Pleqse attqch additional information as neededfor the health and safety of the student. MDPH l2/14/04



Massachusefts Department of Public Health
CERTIFIGATE OF IMMUNIZATION

Name:

Date of Birth: I I Sex :  t r female  nmale

lf combination vaccine is administered, please indicate vaccine type (e.9., DTaP-Hib, etc.)

Vaccine Date/Vaccine Tvpe Vaccine Date/Vaccine Tvpe
Hepatitis B
(e.9., HepB, HepB-Hib,

DTaP-HepB-lPV)

4 Haemophilus
influenzae type b
(e.9., Hib, HepB-Hib,

DTaP-Hib)

1

2 z

J 3

Diphtheria,
Tetanus, Pertussis
(e.9., DTaP, DT,
DTaP-Hib,
DTaP-HepB-lPV, Td)

1 4

2 Measles, Mumps,
Rubella
(MMR)

1

J 2

4 Varicella
(va0

1
q 2

o Hepatitis A
(HepA)

1
1 2

Polio
(e.9., lPV,

DTaP-HepB-lPV)

1 Pneumococcal
Polysaccharide
(PPV23)

1

2 2

J Influenza
lnactivated
(lntramuscular) or
Live (lntranasal)

1

4 2

Pneumococcal
Gonjugate
(PCV7)

1 J

2 Other:

3

4

Serologic Proof

of lmmunity Check One

Test (if done) Date of Test Positive Negative

Measles

Mumps

Rubella

Varicella.

Hepatitis B
. Must also check Chickenpox History box.

I ceftify that this immunization information was transfened from the above-named individual's medical records.

Doctor or nurse's name (p/ease print) Date: I I

Signature:

Chickenpox History

Check the box if this person has a physician-certified reliable

history of chickenpox.

Reliable history may be based on:

. physician interpretation of parenUguardian description of

chickenoox

. physical diagnosis of chickenpox, or

. serologic proof of immunity

Facility name:

Certificate of lmmunization June 2004



WRITTEN PARENT/GUARDIAI\ CONSENT F'O R MEDICATION ADMINISTRATION
OR MEDCIAL TREATMENT

Gesemltdouuede!

School: Grade:Name of student:
Date of Birth: Sex:

Nam c of Parent/Guradian:

Address:
@lease Print)

tet"pnor," (t{ome): Telephone (Work):'Ielephone (Where pueuVguardian can be reached in case of an Emergency):

Othcr persons, if any, to be notified in an emergency rf Parent/Guardian is unavailable:
Namc: Telephone:
Relatronship:

My son/daughter is currerrtly receiving thc fotlowilg medications (to bc compteted if not in violation of confidentiality).
Please list all medications your child is rccriving, including those given during the school dny; l. _ Z.

3 . 4

My_san/dat€hler is-knoE!_lo-&syelbe fono.ring ailergres, :

couSnxr

l. I give permission for thc school nurse or scbool personnel dcsignatcd by thc school nurse to give the
following mcdication

prescribed by _ _
(Name of medicine or fi'eatment)

to
(Licenscd prescriber) (Narne of student)

2. I give permission for my son/daughter to self-administer medication if the school nurse determines it is
safe and appropriate. YES __ NO

3. I give pennission to thc school nursc tro sharc with appropriate school personnel
information relative to the prescribed medication adminisFation or heatmcnq e.g.,
adverse side effects, directions for administering, as shelhe determines nccessary for lny
child's health and safety. YES _-_NO
ANY RESTRICTIONS ON RELEASE

4. I understand that by autlorizing this medication or treatment to be given at school, this includes permission
for the appropriale communications between the school nrnse and the licensed prescriber related to the
specific medication, treatnrent or condition. I furtier understand that I may refieve this medication from
school at any time during school hours and the medicine will be destroycd if it is not picked up by the last
day ofthe school year.

SI GNATURE of Parent/Guardian :
Rel ationship to shrdent: DATE:

5/04



Name of Student

Address
(street) (city/town)

Name of Licensed Prescriber

Sample Medication Order Form
(to be completed by a licensed prescriber)

Date of Birth

Grade

Title

Emergency PhoneBusiness Phone
Medication

Route of administration Dosage

Frequency Time(s) of Adm inistration
(Please note; llhenever pos,sible, medication should be scheduled at times other then school hours).

Specific directions or information for administration:

Date of Order Discontinuation Date

Diagnosis*

Any other medical condilion(s)*

Optional lnformation

l. Special side effects, contraindications, or possible adverse reactions to be
observed:

2. Other medication being taken by the student:

3. The date of the next scheduled visit or when advised to return to prescriber:

4. Consent for self administration (provided the school nurse determines it is safe and appropriate).
Yes No

Signature of Licensed Prescriber

* if not in violation of confidentiality.



TtrWKStr}I.] RY PUBLIC SCHOOLS
Mtsl) t(' ATION PROCEDURII

lh:ar lfarr:nts/ Guardi aris

We rviJuld l ike ro i rr lornr.v()u; (1i  l l lc procedrrrcs that are in place to er)sure the hcalth and
sal 'ety ol 'c i r i ldren requir ing nle( l ic ' i r t ion during the school day. This includes bot lr

i -1r 'cs( r i l ) l i ( . )rr  r ln( l  nol l - l ) ; 'cscr i i r l . iou cr () \ 'er the countcr rrredicat ions.

(- 'onsistcnt wit l r  lv lasslc:hr isetts ( , icrrcral  Law (10-5 CMR210.000) the Tewksbury Publ ic
Schor, l  dir ; t r ict  rc:quircs thal  thr:  l i , l lorving l t rrnrs must be on f i le in 1,our chi ld 's hcalth
t ;r 'ort i  [ r ' ; i i r rc n.rcJical ion ai- l rni i r i : - , t ra1ion or before al lowirrq sel f  adnrinistrat iorr  in school
[o takc ulacc.

S igncr l i ' r  r i l l cn  conscnt  hy  the  parent  o r  guard ian  a l low ing
r  i )c r l rc ; l l  i ( ) r  r  i rdn l i r ) i s t ru t io l t .

Siglrer[ . r . r , ' l t lcn mcdicat ion ort ler.  Thc wnlten medicat ion order
i i r r r i ,  : , l ro r r l t l  bc  cornp lc tcd  and s igned by  your  ch i ld "s  l i censcd

irrcsr:rilrer Mcdication orders arc vali<l lor ery rgh(411 -vear onl1,.
( lhangc'-* i r r  mcrl icat ion including the dosage nrust b, :  in wri t i r rg
l i -on: t  l re:  pl  r ,ysic iarr .

Signct l  nre( lrcat ion plan by t t rc school nurse arrd parcnt.

l ' l ,e 's l  fornrs urr: : i r ' ; . , r I l tb lr :  t i r i l r i  t I r t  school l turse.

Scl i --  ldrrr inistr i r t ion is al lowi:d i rr  , rrr ly very special  c ircumslances and onl; , ,  rv i th
1:, l t l 's ic ian ordet: :  an. l  consrr l t ; r l r t l r r : rnd pelmissiorr l iom the school l turse. No chi ld is
; t l l t . 'vzr: t l  t r r : :c l I l rdut i rr istcr t , t ' i ihr .r t r l  thc appxlval  of  the schot l l  nr l rst : .  Violal ion of this
pr iv i legc  r r ray ,  rusu l t  i r r  d isc ip l in ;u_v  ac t ic rn

N4':drr :al io l t  ntu, j l  hc r i< ' l iv, : red {o lhe school iu a p}rarmlrcy or manulacturer labclcd
cot i l l tLt ter b1 thc l tatct t t  or a Irs i l ) ()r)s ible adult  w-horl  you dcsignate. Pleasc: ask your
phanlacy to pr,.rr,il l,: ,r,ou wittr sr:p,rr.lte bottles fbr both tronrr: ancl school. No nrore tltan
thir tV da)i  srtppl ' ,2 oi ln. :dir : inr:  r ; l roirk l  be dcl ivered [o the schools.

\r , /he-rrcvi- ' r  possiblc rncdicat ion rrrrrst  bc i rdnr inistered at hcrnte.

No nleditat ic;r i  i ' , ' i l l  Lr i :  sd1l j ; , ; -alcrt .d uplcss this proccrss is complete.

' Ih,csc 
poi ic ies arc corrr ; istcnt r l / i t l )  lv l : tssachusetts larv.



Tewksbury Public Schools- Accident lllness Forms

To: Parents / Guardians

Frorn: School Nurses

Re: School Health Policies

As the School .vear begins. it is an appropriate time to familiarize you with health policies
that will take place in the corrring year in the Tewksbury Public Schools.
t. ACCIDENI'/ILLNESS fornrs are attached. Please fill out and retum as rioon as

po-rsible. Anv recent he;ilth problem that is not reflected in your child's health recorcl
should be brought to nry attention imrnediately. The importance of these forms
camnot be overemphasized. Please send a note regarding any changes that may
ocr:rrr during the vear to fhe school rurse.

2. A.ll IMMLTNIZATIOIjS dates wiil be checked and notification will be sent of
imrnunizations that are required. If your child has had any immunizations in the past
ferv years, please have all immunizations verified and signed by MD.

'3 
. Vision screenirrg are conducted during the year on grades K-5, 7 and 10.

4 Fostural Screening is ccnrdeictetl on all students in Grades 5 - 9. T'his is mandated
by tlre state of Massac.huse,tts. You will bc noLified prior to ttre screeninl;.

5. i$hrte ilaw in gracles K, 4n'7, & 10 ntandates school physicals. Physical exam forms
rvere sent out irr the spring. ln addition, most Doclor's ofices have a sinlilar form of
thr:ir owrr. Please return all oompleted forms by October l'1.

6. Medication: Pleasc cnll the school nurse in your child's schoo! for m,edici.ron
order and parental penmission forrns. l{O Medication, prescription or over tlre
rountcr can be administered without these fornrs. All medication must be in a
pharrrracy lateled conitainer cr original manufacturer's container. Please refer
tlo the attached nredlcs'tic,n policy

7. illiuess: Please call ttee school when your child is ahsent. It is important that some
of thesre illnesses be repoded to the hoard of health, and to parents of otlrrer students
who nray be susceptible io u;mplications of those illnesses. A Doctor's note is
rerluiied when the student r,eturns to school when there are any restrictions in acti'vity
or phys ed. (incltrding the rlature of the restriction and the tirne lenglh of the
restriciion). This policv also applies to injuries, fractures and sprains.

lf you have any otlrer questious or concerns, piease feel free to call or set up an
appointment.



Tewkstrurv Public Schools- Accident Ilhress Forms

To the Parents of sebool pupi ls:

In the case ofaccidcnt, i l lness, or oiher cmergency, school principals must be able to locatc the parent or somc other
pcrson rvho wil l  cate for thc chi ld. Wc rnust tr&ve on f i le the names and phone numbers of trvo other persons rvho may
bc c;rlle.d lo lake care ofthc child if the parenis cannot be reached. Please supply the information requested belorv and
return this rtport to the school prorlptly. Ttrank you for your cooperation.

Pupil 's nanre Date: Grade:

Narrre of Pilrent/Guardian

Horrre Address

Lives with

;hone

Father's occupation Busincss phone

Pager__. . (lell______ Email___

Molher's or;cupation Business phone _

Pager- _._ C'ell- _ Email__.

Narnc of tu'o persons who nray be callcd to take carc of the child in the absence of the parents:

Narrrt:: Address: Phone

Narne: _ __. Address: ,-__ Phone

Ir t  ca:;r- we cannol get in louch rvith you and your chi ld needs enlergeDcy medrcal attention, do .you

authc'rizc tl irs at your own expcnse'.t Yes , No_ lf 'no, what do you wish to be done?

Naroe ol' H,lalth lnsurance

Narrre of Doctor: Address -__ - - Phone _,-_

May r,r 'e hal'e perntission to contacl t lre c;hild's prinrary care provider'/ Yes .-- Ncr_

Narne of preferred Hospital
Please nolc: Thc Jcrvksbur'1,Firc [)cp;rrtrnerri wil l be callcd and the child wil l be transported to a local hospital for
l r ( :a lmcnt at  their  d iscret ion.

Narrre of dr:ntist: Address Phone

Please list any i l lness or accidcrrts, wlricir your .hild h.;;; *r"r,"*ro Ur"y ..."i.,., .r;;;; 

-

the1, i21. sr: l  th. i t  wc may include t l ' rcm orr the health record:

Doe's 1'our child havc allergies'/ Yes trlo If yes, to what/

Sonre medlcal infbrmation, espccially food allergies, asthma and others need to be shared wirh cupervising

aclults (such as bus drivets, luncluoorrr staff, teachers and specialists) who may be respons.ible fbr-your

child's safcty. Are there any restr-ictions io us sharing this information? Yes l',lo

PI-EASE NOTIFY THT: SCHOOL OF ANY CHANGES iN THE ABOVE INFORMATION

l -

S ignatrrre of Parent/Guardian


