H.E. 102 (Rev. 1/08) -

CITY SCHOOL DISTRICT OF ALBANY
BUREAU OF HEALTH AND PHYSICAL EDUCATION

SCHOOL HEALTH SERVICES
INFORMATION FOR PARENTS OR GUARDIANS

The following Information pertains to New York State regulations and City School District of Albany policies governing
Schoot Health Services,

IMMUNIZATION .
Communicable disease control is a primary responsibilily of school and public health authorities. Mandatory immunization

is one aspec! of a comprehensive communicable disease confrol program.

New York State Public Health Law, Seclion 2164 mandates that schools not permil a child o be admitted
uniess the parent/quardian provides the schoof with a cerificate of immunization or proof from a physician
that the child is in the process of recelving the required immunizations.

The required immunizations for school attendance are:
3 doses of diphtheria toxoid (usually administered as DPT, DTaP, or DPT/Hib)
3 doses of periussis and tetanus vaccine (usually administered as DPT, DTaP, or DPT/Hib) for students born
after January 1, 2005
1 booster containing diphtheria, tetanus, and acellular pertussis vaccine (Tdap) for children born on/after January
1, 1994 and entering sixth grade or a comparable special education program with an unassigned grade afler September
1, 2007
3 doses of oral polio vaccine (OPV) or three doses of enhanced inactivated poliomyelitis vaccine (EIPV or more
recently IPV*}. *Nofe: “IPV” administered in the USA after 1988 is presumed to be EIPYV.
2 doses of measles vaccine, the first administered no more than 4 days before the first birthday, and the second
no less than 28 days after the first
1 dose of rubella vaccine administered no more than 4 days before the first birthday
1 dose of mumps vaccine administered no more than 4 days before the firs( birthday
3 doses of haemophilus influenzae type b conjugate vaccine if given before 15 months of age or 1 dose If
administered on-or after 15 months of age for students entering preschool
3 doses of Hepatitis B vaccine for all children born after January 1, 1993 (includes Head Start, nursery, daycare)
3 doses of Hepatitis B vaccine for students enrolled in grade 7 on or after September 1, 2000. Children 11-15
years old may receive 2 doses of aduit Hepatitis B to fulfill this requirement
1 dose of Varicella vaccine for chitdren born on or after January 1, 1998 and entering kindergarten
1 dose of Varicella vaccine for children born on or after January 1, 2000 before enroliment in any school )
1 dose of Varicelta vaccine for children born on or after January 1, 1994 who enroll/are enrolled in grade six or a
‘comparable special education program with an unassigned grade in September 2005
1 dose of Varicella vaccine for students born on or after January 1, 1994, and who transfer from another state or

country and enter grade six after January 1, 2005

All of the above immunizations must be documented by your physician or the Health Department where the child
recejved lhe immunizations, or must be from an official copy of the immunization record from the child's previous school.

A student may be exempt from any or all immunizations if a physician licensed to practice medicine in New York
Stale cerlifies that such immunization/s may be detrimental to the child's health. This exemption is applicable until such
immunization is found no longer to be detrimental to the child’s health. The physician’s certificate of exemption must
indicale the medical condition or reasons that the specified immunizations might be detrimental to the child's health and
the length of time for which the exemption must be in effect.

No certificate of immunization shall be required as a prerequisite to attending school for children whose
parents/guardians hold genuine and sincere religious beliefs that are contrary to the practice of immunization. Such
parents/guardians shall submif a written statement that must provide the name, address and.phone number of their
religious leader or advisor and an explanation of the specific befief that is contrary to the practice of immunization.

HEALTH APPRAISALS
Education Law (Section 903) and Regulations of the Commissioner of Education require physical examinaiions of
children when they:
* Enter a school district for the first time
* Arein grades Pre-K or K, 2,4, 7 and 10
* Parlicipate in interscholastic sports
* Need working papers



« Are referred to the Committee on Special Education
» Require an appraisal deemed necessary by school authorities to determine an apprapriate educational

program for the individual

If a report of a child's examination is submitted from a primary hea
physician, a nurse pracitioner or physician’s assistant working in collaboration with the physician. Submitted re
examinations must describe the condition of the student when the examination was given and must state whether such
student is in a fit condition of bodily health to parmit his/her attendance.

No student who is hew to the District will be allowed to participate in physical education classes until a
heaith appralsal is completed and the results of the appraisal are filed in the student’s health folder.

The physical appraisal must be no more than welve months prior to the commencement of the school year in

which the examination is required.
Students must have a physical prior lo participation in interscholastic sports.

Ith care provider, it mustbe signed by a
ports of

MEDICATION
School personnel are often asked to give medicine to children during school hours. Many medicines can be taken

effectively outside school hours. [f your doctor feels it is necessary for medication fo be administered in school, contact
the School Health Office to obtain a “Medication Permission” form. To administer medication to students in school the

following steps must be taken for both prescription and over the counter medications,

1 Submit a written order o administer medication in school from your child's physician. The pharmacy label
does not constitute a written order and cannot be used in lieu of a writlen order from a licensed physician.
Faxed orders from licensed physicians are acceptable. Verbal permissions from the physician to administer
medication are not acceptable.

2. Submit your written request that medication be administered to your child i

physician.
3. Deliver your child’s medication directly to the Health Office in the original, property labeled container.

n schoel as ordered by his/her

Medications should not be transported dally to and from school. Parents/guardians should ask the pharmacist for
two containers, one to remain at home and one at school. Medications must not be transported to school by students on
school buses. This presents a danger fo all students. Students may not carry medication on their person during the

school day.

MEDICAL EXCUSE - PHYSICAL EDUCATION

It is the responsibility of the parent/guardian o keep the s
their child’s safety, school performance, or toleration of physical a
in the physical education program, the parent/guardian must provide appropriate documentation from the attending
physician indicating the problem, the specific limitations and the duration of those fimitations. If a child is to be excused
from the regular physical education program for rmore than two weeks, the parent/guardian must obtain information from
the attending physician regarding the student's ability to participate in an adaptive physical education program.

chool informed of any health condition that would affect
ctivity. If for any reason a child is unable to participate

HEALTH PROBLEMS

It is the responsibility of the pareni/g
problems that the child may have. In this way the school can plan for the child’
maximize the child's educational experience.

uardian to inform the schoot of any contagious diseases or unusual health
s safety and special needs in order to

SCREENING
Vision screening is provided for new entrants and students in grades K-3, 5, 7, and 10. Hearing screening is

provided for new enirants and students in grades K, 1,3, 5,7, and 10. Parents/Guardians will be notified ONLY if
problems are identified.

EMERGENCY CONTACT
[n the event a child is sick or injured in school, it is essential that the school have telephone numbers where a

parent or responsible adult can be contacted. [f the emergency contacts should change during the school year,
parents/guardians MUST notify the school immediately and provide accurate, working phone numbers where a

responsible party may be reached.

HEALTH NEEDS
The emotional as well as physical needs of each child are the concern of the Schoot Health Services personnel.

Parents/guardians should contact the School Nurse/Teacher with information regarding the health needs of their child and
to obtain information regarding available community health services that could respond to the needs of the child or family.



CITY SCHOOL DISTRICT OF ALBANY
BUREAU OF HEALTH AND PHYSICAL EDUCATION

HEALTH HISTORY AND REGISTRATION

e
SCHOOL DATE GRADE ENTERING
will become part of your child's Permanent Health Record. To protect your child

The infarmation you provide on this form
spond lo the health needs of your child, please answer all questions on BOTH

and to help the District {0 appropriately re

sides of the form,

A certificate of immunization must be attached to this registration,

Child's Nams {Lasl, First) Sex Date of Birth
Child's Addiess (No. and Street - Apt. No. - Zip Code) Telephone Numberfs
Father Mather
Fathers Home and Work Telephone Nos. Mothers Home and Work Telepnone Mos.
Emargency Contact #1 (Name, Relationstip ard Teiephone Nos.)
Emergency Contact #2 {Name, Relationsnip and Tetephone Nos.)
Scncol Last Attenoed Alhany Public Schoels Attended
Heaith Carg Provider Approximate Date of Last Physical Examination
Dentist Approximate Date of Last Dantal Examination
BROT-HERS AND SISTERS:

Date of Birth Grade/School

Name

Note: For the safety and wellbeing of your child, you must be accessible in the event of illness or injury. Notify
ency numbers or contacts you provided above change. It is not in

the school immediately if any of the emerg
be maintained indefinitely at school. Parents must pick up their child

the best interest of an ill or injured child to
when the child is ill or injured. If parents are unable to do so, they must designate a responsible adult to pick

up and attend to their child.

CVER 2>
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has had any of the following health problems or diseases, please check below and comment when

If your child
HECQSSE! Z
COMMENT
HEALTH HISTORY Please use this space o provide
details for any condition/s checked.

Blood Disorders Allergies

Chicken Pox Asthma

Chronic Ear Infections Birth Defects

BonefJoint Muscle Problems

Hearing Loss
IR—

Hepatitis

Diabetes

Heart Disease or Murmur

Mono

Lead Level Elevated

Scarlet Fever/Strep

Operations/Hospitalizations

Sickle Cell Disease

Sejzure Disorders

Speech Problems
|

Tuberculosts

Serious Injuries

Other Health lssues

Vision Problems

Were there any complications during the pregnancy of this child? if so, please describe.

What was the length of the pregnancy? What was your child's birth weight?

. If so, please describe.

Were there any complications during the bisth of this child?

Does your child take any reqular medications? If so, please list,

ocial or emotional problems that may impact hisfher ability to leam and sacialize in school?

Does your child have any $
. If so, please explain.

New York State Education Law requires ail new entrants {including Pre-K and Kindergarten} and students in 1st,
3rd, 7th and 10th grades to have a physical exam. If a physical form is not returned to school before our school
physicians come for physicals, your child will have a health appraisal in school,

Date

ParentGuardian Signature



H.E. 630 CITY SCHOOL DISTRICT OF ALBANY
BUREAU OF HEALTH AND PHYSICAL EDUCATION

AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Your health care provider will require this form in order to share protected medical information with the City School District of Albany.
Please complete this form, sign it, and give copies to your health care provider and the School Nurse/Teacher as soon as possible.

| authorize the disclosure of my child’s protected heaith information as described below. | understand that this

authorization is voluntary and made fo confirm my direction.
Parent: Child: Child's DOB:
Persons authorized to use or disclose information as specified below:
Heaith Care Provider Address Phone/Fax
: /
. /
Persons authorized to receive protected health information from the providers listed above:
School Personnel Title Address Phonel/Fax
- 7
1 /
/
/
Check below the information that may be disclosed:
0 Heaith Appraisal 00 Lab Resuits: Type Date
0 Immunizations 0 X-Ray and Imaging Reports: Type Date
0 Recent Health History 0 Consultation Reports: Consultant:
0 Medications Consuitant
0 Allergies 1 Other: Specify

(1 Entire Record 0 Recent Discharge Summary

The protected information may be used, disciosed, or received for the following purposes (check all that apply):

1 Medication administration 0 To address the impact of medical conditions on
0 Therapy prescriptions for PT/OT/ST school programming and/or attendance

1 Participation in physical education/athletics 0 To assess the medical basis for transportation

0 To develop care/therapy plans ' andfor home tutoring
0 Other:

0 To design appropriate educational programs
0 To share school observations regarding behavior

Please check one:
0 This autherization is valid for the entire academic year20__ to 20___ .

0 This authorization shall expire on / /

l acknowledge that | have the right to revoke this authorization at any time by sending written notification to the Privacy Officer at my
health care provider's office and to the school administrator.

 understand that the revocation of this authorization is not effective if the health care provider or the District has used the authorization
for disclosure of protected health information prior to receiving my wiitten revocation notice.

i understand that information disclosed as a result of this authorization may be disclosed by the person or organization to which it is
sent. 1undarstand that it may not be possible to ensure my right {o the protection of the privacy of this information once disclosed.

i understand that my child's treatment is not dependent upon my agreement to release or withhold information.

Signature of Parent/Guardian or Student (Cver 18) Relationship Date

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION .
A copy of this authorization must be given to the parent/guardian or to the student over 18 years of age.




H.E. 104 {Rav, 10T} GTUDENT HEALTH APPRAISAL

asdent Mame o Dale: of Birth Grade School
IMMUN[ZATIONSISCREENING
7| frnmunizations given since: last Haatil Apprarsal: [l done given loday ) Immunizalion record allached
18l znd 3" 4th 5th SICKLE CELL SCREEN | Dale
MaP ' ' BRE : \ boglive | Negalive
n K ' B ‘ PPD Dale
IVIBVIEIRY | : ' " Posilive Nagative
1B ) ! LEAD SCREEN Daie
iep B ! ! ' Fostlive Wogaive
faricells ' a [ 1 Diseasefate,
YIMR ! g Vision—wilhoul glassesiconlact lenses L
Jther vision-—wilh glagapsfcomact ekl L
| 1PV vision—earPonl_____ -
L

I FASE PROVIDE MOMIYR FOR ALL

*Required ot enlry 1o school In MY S: Reaun Hearing

rements may vary by agelgrade
I

Signlficant MadicallSurgloel Hiatory Clsex allached ——
Allergies: CINone  [1Fcod Oinsect  [)Seasendl [MMedication  CILFE THREATEMING _ __

PHYSICAL EXAM DATE o
. Weighl Bil

[} Chegt, here il enfire exam normel i3 Heigh!
—
Comments

Normal Abnormat
ectic (BMI<17.5),  3=WHL B! 18.6-24.9),  5=Obese (BMI >28.9)

]

Seale of 3-8 1=Cach

huteition/Body Mass Index L
Ganeral Appearance ——
=xtremities .
Head [ R
Eves e
cars ]
Wose, Throal, Testh I
Lymph Nodes/Thyroid I
Lungs R
Hearl N SR
Ahdomen/Hernia e
, R

Fosilive

Genitalis

Seolinsis

Musculoskeletal ' I ISR

Naurological

PHYSICAL EDUGATION | SPORTS | PLAYGROUND / WORK
[J Physically qualified for all sports o full playground.
[ Nol qualliied for ful perticipafion. May ONLY participate in the areas checked below.
[ Contact/Collision: basketoall diving, field hockey, footbal, ice hockey, [acrosse, martial arls, soccer, wresiling, leam handball, waler polo
[ Limited ContactEndurance: baseball, cheerieading, cross-country, fencing, field gvents, fleor hogkey, gymnasfics, handball skiing, sofiball,

swimming, frack, volleyball _ ' . .
[ Non-Contact: archery, badminton, bowl, crew, dence, goll, jJump rope, rifle team, table tennis, ternis, walking, weights

07 Knowledge based experience

QUALIFIGATION [ CSE CONSIDERATION

() Physically quafified for employmenl OR speclly accommodation __
[ Known or suspecled disability T

[ Restriclions

Date

PROVIDER'S SIGNATURE
PROVIDER'S NAME (STAMP) Phaone FAX
s information for any pUtpose other than participation i

wiee s @ronl Distrint of Albany dogs NOT permit the use of th n school relatet activities.



CiTY ScHoOL DISTRIGT OF ALBANY
BUREAU OF HEALTH AND PHYSICAL EQUCATION
ETUDENT HEALTH APPRAISAL

ant/Guardiar.

« York State Education Law requires sludents lo have a physical axamination when they:
Enter a schoal district for the first time
Are in pre-K or kindergarten, second, fourth, seventh, and tenth grades

Parlicipate in interscholastic sports

Nead working papers

Are referred to the Committee on Special Education or aré scheduled for a friennial review

Require an appraisal deemed necessary by school authorlties to determine an appropriate educational program

* % » & ® -@

le these exams can be administered by the school physician, we urge you to use your child's health care provider, in
manner, a pattern of consistent, optimur health care can pe established.

;s physical appraisal mus! describe the condition of the student when the examination was made, which may be no more
n twelve months prior to the commencement of the school year in which the examination is required.
to the first

)¢ appraisal is for participation in interscholastic sports, It must he completed no more than 12hm0nths prior
rof practiceftryouts for the selected sport. ’
t of Albanyimay not participate In the physical

g o the Clty School Distric
r this completed form is returned to the school.

dents who are new or returnin
| exam Is performed andlo

ication program untll a physica
d and returned to school, or if students do not receive physicals from private
ician during the course of the school year.

iis form Is not complete
1s will be provided by the school physi

1siclans, heaith appraisa

tact the School Nurse/Teacher if you have any questions.

lease return the

OTE: If you have had your child’s health care provider complete the front of this form, p

rm to the health office immediately.

School Nurse/Taacher Telephone Numbper

zlpal

sIvEn APEEBEIDNEAERT punIBENESR AREEIERNABEIERR FreTINERIRRANY aaganEsnt FETRYALRLERL S0} apwinEAN ARERIENINEINTANNAER armprRRIRETIRARERTRSIEARES ssalentaeIRITRBREIANIT AR NRRRANETE TLLER]
e —

tent Grade/Teacher ]

ase have the school physician examine my child.

Parent/Guardian's Signature Date

inVGuardian {prinl)

“E: |F YOU DO NOT RETURN THIS PERMISSION OR THE GOMPLETED FORM, YOUR CHILD WILL BE EXAMINED BY THE SCHOOL

"BICIAN,



