KINDERGARTEN REQUIREMENTS

New Jersey Board of Education and the New Jersey Department of

Health and Senior Services require that all children emtering
kindergarten haves

L. Physical and Health History (the physical must be completed no
- more than 365 days prior to entry into school).
2. An up-to-date immunization record with the following
Teqmmmemg
DPT—4 doses inclnding ome after the child’s 4™ birthday
or S doses amy age.
Polio—3 doses including one after the child’s 4™ birthday
or 4 doses any age.
MIMR—2 doses: the first must be given on or after 1%
birthday.
Hepatitis B—3 doses.
Varicella—one dose given on or after 1% bﬂmﬁnaﬁmy or date
of disease.
These requirements MUST be submitted before your child
begins school or your child WILL BE EXCLUDED from
schoo! until documentation is received.

If your child has an appointmenrt with the docter past the first day of
school, a note from the doctor or appointment card with the dzat‘ce of
exam is required before the first day of school.

ANY medication to be administered in school MUST have a

- medication administration form signed by the parent/guardian and
physiciam. These forms, along with the medication in the original
container, need to be brought into school by an adult in the
beginning of each schoel year.

Thank you for your cooperation.

School Nurse
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Measles, Mumps and Rubella Vaccine (MMR) all students shall have received two doses of a measles
conlaining vaccine or any vaccine combmﬂﬁon cormtaining livesmeasles vaccine such as the preferred measles,

mmumps, and rubella.

Diphtheria, Tetanus and PMMS‘SZS (DPT)-every child Zess z‘}um 7 years shall have received four doses

of DPT, one of which must have been administered on or ajter the 4° birthday. A child with any z‘otaZ of 5 doses
of DPT is in compliance with this regadation.

. PUZIZ@WZTMS Vaccine — every child Fess than 7 years shall have received a minimm of 3 doses of poliovirus

vaqcme one dose of which shall have been given on or affer the child’s 4 bzrrhday Any appropriately spaced
* combination of 4 doses is also in compliance with this regulation.

Hepatitis B Vaccine — every child entering Kmdergarz‘an or I grade, shall have recerved 3 doses of ©

hepatitis B vaccine prior fo,

school entrance.

Varicella Vaccine(chicken pox) or Date of Dmewse —every child entering kinder garten must
have received one dose of Varicella vaccine or provide a statement of previous varicella disease.
Tdap —all children entering grade 6 shall have recetved one dose of Tdap (Tetanus, diphtheria,
acellular pertussis) given no earlier than the IO‘I’ birthday and not less than 5year5from the last

documented Td dose.

Meningococcal Vaccine — every child em‘erzm7 5" grade after and 11 years of age shall have
received one dose of meningococcal —containing vaccine. :
*T********Wl#*i***¢***************=*~F*+=}'«***-’FT****¥**—%‘********—r-*****#T******’F‘““’***********#**
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StudentHealthQuestionnaire 2011
Student Health lnventory

Teacher Grade School

Your child’s learning depends upon good health. To assist in providing health sevvices at school, please complete the following and
return this to the School Nurse.

Name

Birthdate Boy [J Girl[}
Last First Middle
Parent/Guardian Phone #
Parent’s employment
Father Phone Mother Phone
Emergency Contacts
(Other than parent) Name Phone Name Phone
Last School attended
Name City State
Doctor’s name Date of last physical
Dentist's name Date of last exam
Is student under an orthodontist’s care? Yes ] No[] Doctor’s name
Does student have:
Allergies? Yes ] No[] To drugs, food, insects, pollen? Please list
Has the allergy required emergency action in the past? Yes [ ] No []
Comments
Bee sting allergy? Yes ] No [ Describe reaction
Difficuit breathing? Yes ] No [[] Need emergency medication? Yes [} No []
Asthma? Yes [] No [} Triggered by Treatment
Diagnosed by doctor Date
Diabetes? Yes [[] No[] Takes insulin? Yes[] No [] Date Diagnosed
Epilepsy/Seizures Yes [] No [ Describe seizure
Date of last seizure . Medication
Is student currently under a doctor’s care for seizures? Yes [ ] No []
Heart condition? Yes [] No[] Describe :
Any physical restrictions? Medication? Yes ] No []
Bone or joint problems?  Yes [] No[7] Describe

Any physical restrictions?

Check off the following regarding health concerns that pertain to student:

Eyes: Glasses 1 Contacts [] Difficulty seeing Ears: [] Frequent Infections Hearing Aid
[1 Reading [1Crossed - [ Lazy Eye [ Tubes I Right [ Left
[] Distance [l Hearing difficulty, explain  [[] Wear at Schoo!
] Other
Other: [ nosebleeds [Jeating [1sleeping [_]bladder [ skin ] phobias k [ bedwetting
[Jlungs I neurologic [l headaches [1bowel [ dental [T ADD/ADHD
Daily medication at home? Yes [] No [7] At school? Yes [] No [] Emergency only? Yes [[] No [}

Name of medication and reason for taking
List serious illness or injuries
Surgeries (operations)

Other health information or concerns

Condition that prevents PE participation

If student requires medication at school, or a change in PE participation, please obtain the appropriate form in the school office.

-1 ~ . -~ -



MEDICAL PERMISSION FOR SCHOOL HEALTH SERVICES

STUDENT’S NAME GRADE

I hereby give permission for my child to receive the Jollowing medical attention as part
of the school health program:

Height and weight

Vision screening

Hearing screening

Scoliosis screening in 5™, 7", 9th and 11" grade
Blood pressure

UH-QUJ.I\JTH

Lalso give permission for my child’s medical information to be shared with the
appropriate teachers if necessary for his/her safety and well being.

This Medical Permission Form allows your child to participate in the School Health

Program. It will cover your child through 12th grade. It will be incorporated into your
child’s health records.

You will still be notified before the scoliosis screening and may withdraw permission
Jor any procedure at any time.

PARENT’S SIGNATURE DATE




