MILFORD ELEMENTARY SCHOOLS    PHYSICAL EXAM FORM  2011-2012
NAME:_____________________________________AGE______GRADE:______Today’s date:_________

_________________________________________________________________________________________

Immunization Record

DTP

OPV/Polio
HBV

MMR

Varicella


REQUIRED BY LAW

1.

1.

1.

1.

1.

Chapter 3 of Title 173 NAC

2.

2.

2.

2.

2.

*New students - complete

3.

3.

3.



Or Chicken-pox
*Current students - update

4.

4.





date: (Month/Year)





5.

5.







 Waiver on file for objection of Immunizations:
YES
NO 
Reason (please cirole one):
Religious
Medical
Height________Weight_________B/P____________HR_______Allergies:_________________Asthma________________

Lungs________________Ears______________Hearing Screen_____________Spine/Scoliosis Screen________________

Laboratory: Blood___________Urine___________Any Limitations of Activity:___________________________________

Past Illnesses or Injury:___________________________________________________________________________________

(update from past school year and summer)

Daily Medication:___________________________________________________________________________________________

Diagnosis:__________________________________________________________________________________________________

I certify that I have on this date examined this student and that, on the basis of the examination requested by the school authorities and the student’s medical history as furnished to me,  I have found no reason which would make it medically inadvisable for this student  to attend school.


Examining Physician_______________________________________________________Date________________

____________________________________________________________________________________________________________

SCHOOL VISION EVALUATION  is required for all children within six months prior to entering Nebraksa school for the first time (includes beginner grades including Kindergarteners, transfers, and other students new to Nebraska) Statute 79-214

           (These tests meet the legal requirements for the State of Nebraska but is not a complete eye exam as most eye doctors perform.)

REQUIRED TESTS



PASS

FAIL 

RECOMMEND FURTHER EVALUATION

  Amblyopia




_____

_____

_______________________________

  Strabismus




_____

_____

_______________________________

  Internal Eye Health



_____

_____

_______________________________

  External Eye Health



_____

_____

_______________________________

  Visual Acuity




_____

_____

_______________________________

     Glasses/Contacts



Distance ( 20 ft)  R  20/_____L  20/_____    Near (16 in.)  R  20/_____L  20/_____

Examining Physician______________________________________________________Date_________________

OBJECTIONS TO AND WAIVER OF



The undersigned parent or guardian of __________________________________________objects to the physical/vision  examination



of the above named student and request admission of said student to school without an examination.



Comments:_______________________________________________________________________________________________



The waiver and objection may not be used to avoid physical examination of this student engaging in athletic activities.


Signature of Parent/Guardian________________________________________________________Date___________________
_______________________________________________________________________________________________________________________________________

PARENT/GUARDIAN PLEASE COMPLETE 
1.  Our son/daughter is covered by______________________________Insurance company.

2.  We will purchase the necessary insurance provided by the school to cover our son/daughter.  ___Yes___No

Signature:____________________________________________Date________________
The sponsor, school personnel and/or nurse may apply first aid treatment until the parent can be contacted.

YES

NO

Signature:___________________________________________Date:___________________
I give consent for the sponsors, school personnel, and/or nurse to use their own judgment in securing medical aid and ambulance service in case either parent or emergency contact cannot be reached.

YES

NO

Signature:__________________________________________Date:____________________
