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Dear Parent or Guardian:
New York State Law requires health examinations for all students entering 9" grade.

For your convenience, a physical examination form is enclosed for your healthcare
provider: a New York State licensed Physician, Nurse Practitioner or Physician
Assistant; signed, stamped and dated. This form can also be used for sports
participation. If you should have any questions; please feel free to contact us at:
(631) 696-8600 (extension below).

You can call/email the High School East Nurses:
Kathleen Maloney (A- 1) 631-716-8200 x 5241; kmaloney@sachem.edu

Dawn Russ (J-Q) 631-716-8200 x5243; druss@sachem.edu
Kimberly Monsen (R-Z) 631-716-8200 x 5242; kmonsen@sachem.edu

Thank you for your cooperation.

Sincerely,

Sagamore Middle School Nurses

A-L: Angela Semler, RN (631) 696-8600 x3949 asemler@sachem.edu
M-Z: John Hummel, RN (631) 696-8600 x3950 jhummel@sachem.edu

H.S. SoMmmMER HodRs: 72@41717_0 DZ’-dif’—'
%/15,16,/8,19, 22, &3

www.sachem.edu



REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED BY PRIVATE HEALTH CARE PROVIDER OR SCHOQL MEDICAL DIRECTOR
IF AN AREA 1S NOT ASSESSED INDICATE NOT DONE

Note: NYSED requires a physical exam for new entrants and students in Grades Pre-K or K, 1, 3, 5, 7, 9 & 11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or
Commitiee on Pre-School Special education (CPSE).

STUDENT INFORMATION

Name Sewt IM OF |[DOB;

School: Grade: Exam Date:

HEALTH HISTORY

Allergies [ No Type:

0 Yes, indicate type | [I Medication/Treatment Order Attached I Anaphylaxis Care Plan Attached

Asthma [ONo 1 Intermittent  [J Persistent 0O Other:

O3 Yes, indicate type  |[J Medication/Treatment Order Attached [ Asthma Care Plan Attached

Date of last seizure:

B Selzure Care Plan Attached

Seizures [INo Type:

HYes, indicate type | [ pedication/Treatment Qrdler Attached

Diabetes [ No Type: 01 2
1 Medication/Treatment Order Attached

O Yes, indicate type O Diabetes Medical Mgmt. Plan Attached

Risk Factors for Diabetes or Pre-Diabetes: Consider screening for T2DM if BMi% > 85% and has 2 or more risk fbctors:
Family Hx T2DM, Ethnicity, Sx Insulin Resistance, Gestatlonal Hx of Mother, and/or pre-diabetes.

B} keg/m2
Percentlle (Weight Status Category): [I<5t [Js%.4gh []soth.gath [Jgsthogth [Josth.ggth  [J9othands

Hyperlipidemia: OO No [OYes [ NotDone Hypertension: CINo [3Yes [0 NotDone

PHYSICAL EXAMINATION/ASSESSMENT

Height: Weight: BP: Pulse: Resplrations:
ListO i1
Laboratory Testing Posltive| Negative Date {e.g. conc:sts{ot:er:l:::g?}?:;Imfgﬁzlfgzr:;zm:\g organ}
TB-PRN i1 (|
Sickle Call Screen-PRN O 0
Lead Level Required Grades Pre-K&K Date
O TestDone [ Lead Elevated »5 pg/dL
[ system Review and Abnormal Findings Listed Below
] HEENT O Lymph nodes L] Ahdomen O Extremities [ Speech
[ Dental [3 Cardiovascular 00 Back/Spine O] skin O Social Emotional
O Neck O Lungs [ Genitourinary [ Neurologica! 1 Musculoskeletal

O Assessment/Abnormalities Noted/Recommendations:

[ Additional Information Attached

Dlagnoses/Problems {list)

ICD-10 Cade*

*Required enly for students with an IEP receiving Medicai

2020 Pagelof2




Name: DOB:
SCREENINGS

Vision {w/correction if prescribed) Right Left Referral Not Done

Distance Acuity 20/ 20/ O Yes [0 No 2

Near Visian Acuity 20/ 20/ O

Color Perception Screening DO Pass [ Fall 0

Notes

Hearing Passing indicates student can hear 2048 at all frequencies: 500, 1000, 2000, 3000, 4000 Not Done

Hz; for grades 7 & 11 also test at 6000 & 8000 Hz,

Pure Tone Screening Right [3J Pass [1Fail | Left {1 Pass [ Fail | Refarral [Yes [INo O

Notes

Scoliosis Screen Boys in grade 9, and Girls in Negative Positive Referral Not Done

grades5&7 | O OYes CINo O

RECOMMENDATIONS FOR PARTICIPATION [N PHYSICAL EDUCATION/SPORTS/PLAYGROUND/WORK

O Student may participate [ all activities without restrictions.
3 Student is restricted from participation in:

0 Contact Sports: Basketbiall, Competitive Cheerleading, Diving, Downhill Skilng, Fleld Hockey, Football, Gymnastics, Ica

Hackey, Lacrosse, Soccer, and Wrestling,
{7 Limited Contact Sports: Baseball, Fencing, Softball, and Volleyball,

[ Non-Contact Sports: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimming, Tennis, and Track & Field.

[ Other Restrictlons:

Developmental Stage for Athletic Placement Process ONLY required for students in Grades 7 & 8 who wish to play at
the high school interscholastic sports level OR Grades 9-12 who wish to play at the modiffed interscholastic sports level,

TannerStage: OO OO0 OW Ow Ov Age of First Menses (if applicable) :

L1 Other Accommodations™®: (e.g. Brace, orthotics, insulin pump, prostectic, sports goggle, ete.) Use additional spaca

below to explain,
athletic competitions.

*Check with athletic governing body If prior approval/form completion required for use of device at

MEDICATIONS

I Order Form for Medication(s) Needed at School Attached

IMMUNIZATIONS
O Record Attached [ Reported in NYSIIS
HEALTH CARE PROVIDER
Medical Provider Signature:
Provider Name: {please print}
Provider Address:
Phone; Faxs

Please Return This Form To Your Child"s School When Complated,
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Sachem Central School District

STUDENT HEALTH HISTORY UPDATE

DOB: Age: Gender:
me:
Na Grade: OMOF
Parent/Guardian: Home Phone: Date:
(persan completing this form) Cell Phone:

Has your child ever: If Yes, please explain and Include date:

Had an ongoing medical condition

Seen a medical speclalist

Had allergies: Ofoeod Cenvironmental insect Dmedication Cother

Been hospitalization

Had an operation

Had an Injury reguiring an Emergency Room visit

Missed 5 days of school in a row due to illness/injury

Had a bone/muscle injury

Passed out, had a concussion or serfous head injury

Had a convulsion/seizure

Had a vision problem or condition {1 glasses O contacts

Had a heating prablem or condition L1 hearing atd [ cochlear implant

Worn dental bridge, braces or mouthpiece

Do | |00 olo|o| oo ol afo|o| 0| §
D|o|F| oo oo ojo|ojo|o|o|o|o| 0|3

Have any family members under the age of 50 ever: If Yes, please specify:
Had a heart attack
Had other serious health problems
CHECK ALL THAT APPLY TO YOUR CHILD:
O ADHD {3 6l Conditions (ulcer, reflux, IBS) [ Scoliosis
B Asthma/trouble breathing M Headaches/migratnes O Single Organ (Okidney, Dtesticle)
O Autism/Asperger [ Heart Conditions [ skin Condition
O Dental injuries {1 High Bloed Pressure O Speech Condttion
O Diabetes 2 Mental Health Condition .3 Urinary Condltion

1 Ear $nfections {depression, eating diserder, anxisty,
0Ch, ODD, ate.}

CURRENT MEDICATIONS | YES { NO Please list name, dose, time(s)
Given at school 0O a
Taken at home O | O
ASSISTIVE EQUIPMENT | YES | NO Please check all that apply
During or outside of school | 1 | IO | Cerutches Owalker Ciwheelchair Clother:
TREATMENTS YES | NO
During or outslide of school | [ | OO | Oinsulin/blacd glucose monitoring  Clinhaler/nebutizer/peak flow monitoring
Ospecial diet

Is there any condition that would prevent your child from participating In physical education?
FINo [MYes:

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

Parent/Guardian Signature: Date:




&~

Sachem Central School District Athietic Participation Form (APF)

Two Page Form Both pages must be completed,

Student Name: DOB:

School Name! | Agey

Grade (check): T170)8 (09310 D11 112 Level (check): [ Madified T Fresh OO Jv O Varsity
Sport: Limitations: I Yes [l No

Date of last health exam:

Date form completed:

be taken at practice and/or athletic event will require the proper paperwork, contact school with questions,

Heaith History To Be Completed By Parent/Guardian, Provide Detaiis To Any Yes Answers On Back. Any medications to

O Pollen OO 0ther |

12,

Carrv an epinephrme auto-injector?

.. Ever complalned of getting more ttred

or short of breath than his/her friends
during exer¢lse?

.| Wheeze or cough frequently during or

after exerclse?

15,

Ever been told by their health care
provider they have asthma?

16

Use or carty an inhaler or nebuiizer?

"26.[E

VEntriculav tach cardia?

Has/Does your child: :
R O N A R - o
1.| Ever been restricted by a doctor, 17, Ever had a hit to the head that caused
physician assistant, or nurse headachae, dizziness, nausea, confusion,
practitioner from s F;orts participation or been told he/she had a concussion?
for any reason? 7 18, ch?:t?u"s’g; sger had a head Injury or
.| Have ah ongoing medical condition? . .
2 O Asthma 8 lj%labetes 19.{Ever had headaches with exerclse?
1 seizures [Jsickle Cell traft or disease 20, Evezf had any u.nexplamed selzures?
I3 Gther | 21.|Curtently receive treatment for 2
SEIIUTE dISOTder ofF epl T
3.1 Ever had surgery? : s ‘T s e NEY
4,| Ever sp-ent the night In a hospital? 22.|Use a brace, orthotic, or other devica? T
5 B?;:; d;ig"‘!“:d v:ltrhfglononucleos[s 23,[Have any special devices or prostheses
6 rf’ave‘?nnl: o?x‘se g‘.lnrc]tlonlng kidney? (insulin pump, glucose sensor, ostomy
.7' Have 2 blesding disorders bag, atc.)? If yes, thera may be nead
8‘ H::: = prohl% msowrlthrh-is/her for another required form to be filled
. out.
hearing or wears hearing aid(s)? 24,| Wear protective eyewear, such as
8,|Have any problems with his/her vision soggles or a face shield?
TG oress swsss o fﬂﬁgﬁm e
AL ke 25.{Have any rélative who's been
AEr e e AN (SRR dia i
ERIE gnosed with a heart condition,
11.{Have a life threatening ailergy? stch as a murmur, developed
if Yes, check any that apply: hypertrophic cardiomyopathy,
DOFood [Jlinsect Bite Marfan Syndrome, Brugada Syndrome,
M Latex [T Medicine THght ventricular cardiomyopathy,

long QT or short QT syndrome, or
catecholaminergic polymorphic

Begun having her penod_?

27.

Age periods began:

28,

Have regular
periods

29,

rEe

30.

Date of last menstrual perzod
Ao f‘ oD

Have only one testlcle?

31,

Have groln pain or a bulge or hernfa in

the grain?
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Sachem Central School District Medical Athletic Participation Form (APF)-Page 2
Student Name:
School Name; ' DOB:
Has/Daoes your child Has/Does your chlid-
Heart Healthy. . ¢35 o oio-s . l.Yes £ Nai; Injury History:contiiied ;. "2, L.l Yes | No
32, | Ever passed out during or after 39.[Ever been unable to mave h;s/herarms
exercise? and legs, or had tingling, numbness, or
33, | Ever complained of light headedness or weakness after being hit or falting?
. dizziness during or after exercise? 40.;Ever had an Injury, pain, or sweiling of
34, | Ever complained of chest pain, Joint that caused him/her to miss
tightness or pressure during or after practice or a game? _
exercise? 41,}Have a bone, muscle, or joint
35, | Ever complained of fluttering in their Injury that bothers him/her?
chest, skipped heats, or their heart 42,1Have joints become painful, swollen,
racing, or does he/she have a |___{warm, or red with use?
pacemaker? Skin HEalthrrss P aoE w y]s YR § NG
36. | Ever had a test by their medical 43,|Currently have any rashes, pressure
provider for his/her heart {e.g. EKG, sores, or other skin problems?
echocardiogram stress test)? 44.|Have had a herpes or MRSA skin
37. | Ever been told they have a heart condition - infections?l S
or problem by a physiclan? StopTdch ; S hoYes i No.
If so, check all that apply: ' 45,1 Ever become ||I whlle exerc«sing inhot]
[IHeart infection CHeart Murmur weather?
[CJRigh Blood Pressura [OLow Blood Pressure 46, Have a special dlet or have to aveld
ElRigh Cholesterol  [JKawasaki Disease y certaln foods? ,
{:]Otherv 7.|Have to worry about his/her weight?
TNJET Y BEOY i e e g T T e Y 48.|Have stomach problems?
38, | Ever been diagnosed with a stress 49.{Have you ever had an eating
fracture? disorder?

piease explain fully any question you answered yes to in the space below. {Please print clearly and providé dates If known. Note:
vas" answers to any of these questions does not mean automatic disqualification fram the athletie activity Indleated, They will
require review and evaluation by the school physiclan,

" Risk Acknowledgement and Permisston: | give permission for to participate n any sports for which the
examining physiclan or schoal nurse have determined there are no disqualifying conditions. | fully understand that my
chitd may not participate in any practice, scrimmage or contest without proper clearance, Further, [ acknowledge that with
participation In Interscholastic athletics comes the risk of Injury. These risks vary from sport to sport and can range form
minor to-catastrophic in nature. in addition, | also recognlze that there are risks involved with team travel to contest sites
at opposing school facillties, { give permission for my child to undergo a medical examination by district approved
physictans, if | choose to have the examination performed by a family physiclan, then { agree to have the Information
completed on the appreciate school forms. | also agree that in some cases, disttict appointed physicians shall have the
right to review the Information provided my family physicians and retain the right of final approval. | clearly understand
that the questions are asked In order to declde if this student is In proper condition to participate In the sports named at
the top of this fotm. The answers are correct as of the date this form is signed. Alt answer will be kept confidential In
his/her record in the school health office. | hereby state that, to the best of my knowledge, my answers to the above
questions are complete and cotrect,

Parent/Guardlan Sighature! Date:
Student Signature: Date:
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SACHEM CENTRAL SCHOOL DISTRICT

Dental Health Certificate

PrendiGrordinar  Hew Yook Sinte lree (lhopter 384 permits schools 1o teqguest 2 dental scaminngtion it the following gradas: sehaol sairy,
KR A T, &N Yo child iy hava o datital Eack-up sl s schosd year b antess hasthine Hmess (o attaiad sehionl, Phosss compiens
Seqtiznr  and toke e forat 10 yaur dentisl for o sssessimivod. I yoor e S 5 oaTal Sluiek-ing teon Tuiuhe Siaed (b sehaol yu8 youn
thwistiel 1o Al aul Saetis 2. Rl Ui -comdsiied T b e 2elaols wedica] dirasiar of echool HLUEE 40 $oe8 &% pe Ryl

Saction 1. Ta be complelsd by Parant or Guardii:mliﬁmatmmi

Lrhids, Bacni: n R e

pigeh Disder 2 ] | T TE WA Tt b ystar £RBES Hra? winid 5o 9 s ? Vs O Mo
D ™ Eognaie

Sthonl, ™ Grack

Lharig ol Rediond] fy grablens in B ol et ko et walls your child’s alsbiby 1 crew, Speak o lout o sobaot seliliey? T ves [ Ha

T UG Erston ot 0 5EIng 3N1S 100N | 0N CONSEnTNG Jo 12 CNIK NAMEA Qb b TECAME O DABIC GAl HEl GSSeasment | UBSaNand s
FesEngment 5 valy 3 Ersted means of sesrlion in wesess e stumkats denind e, amnd | o noed B saoues e senvioes oF 2 senlist I omar Tor
oy ot do receive & coimplste darts! exaeinatice wil v-rays I menessany b snaimiatn mﬁd oAl hegth

taten unskensdanst il mosharg Yo prsdarsary ol hearsseeemeet dres 0ol esimttah any T, Sraeing o7 certraing dociorgabeni relalorstig,
Furthor, ;;;ii nuk mk riepizst or thoam pesfoaredg tis aspmesmrd rspormsbin o B conesmaancrs. oF msulis shadt | choops NEOT g dotow fhn
fnsirependations 15,

| Poreints Sknalure Date
R Seetlon 2. To be completed by the Dentist
£ The danstai Hepith condition of on ikade of wxam} Thie date of dhe

X s 1o Be witkin 12 moatha of e s0al of 1BE sehoo!l vear i whish o s reyudsied.  Check one;
L Y, Fhi studni Setad atiow i in it et of dental i do peivn istes sfbendancs a8 Uss poblic schitos,

E M, The storkerd tister above is mok in Bt condiion of dentad Reatin to permit histher astendoance at the publlc schenis,

MOTE: Nod {0 7t coraion of dental Reaiin mesns §11 A Condaion 21525 (Nal Saerieres will 5 shudenls abilily to chew, speak o foous
on shoot activilies including pasn, sweling or Infectian ret¥ed o chnical evidence of Open covilies. The designation of ned in it
candilion of deniai healin io pemsd atientance at the pulshc schoni does ol preciude te shdend trorn allending school,

Dentist’s name asd sddress (please print or siamp} __Bendisi's Signature

Oprignal Secrons - i you agees jo releaze tiis ifnrnantan e your cifd’s sohiowd, pleese-nidd far,

B Qiral Health Status {check alf that apply).

Oves & Mo Cathes ExparianoaRastorsrion Hiktory - Has fha ehild ever i 1 ooty QSeited oF wraabed)? [4 Ring lemiptranpermanent) OF 3
maih ak s rededing Decauss I wos exdrsoled ae oresl of eadas. OR a0 opsn candiy).

Sse DiMe Uatreaded Coarkas - Dol S1i2 ik huse ansgen soeity® (82 ot 3 v ol oot siraciirs [oes a8 e anamel suface. Brown i chk-
Lrown meforabon. of the wals of the lesion. These crbana Spok 10 pits sad Posurs eawisied B5ions 5o Wil 45 IhESE i 480008 [Rath sudices,
1F rafamier R0, aesane AT e whols foot was desiiyed [y sanss, Rnlen oF cripbed tealh, s feeth witl temgarany fings, ane
sonsidensd acung unlesy a caviated agan I8 dfs0 mwesant],

F¥es T My Dantal Saskanis Prosen
b peahiems Spacivk,

B, Trantemant Haexds (chack all that apply)

T Mo cibwibus probies. Rindine dental care i reaonamandod. WIst pour dattest ropifatly.

T Mgy need dental cang. Please Bolvaduie an sEpoiniment with your deriist o5 s000 45 DOsSIbie Tor i evalundion,

L Imavediaste denlal cae |s required, Please scheduda an sppoinfment fernadiately with wouw derities. 1o awoid prebleme




