Health Assessment Record

State of Connecticut Department of Education

Tir Parenl or Guardian;
L order to provide the best educational experience. school personnel must understand your child’s bealth necids: This form reguests
information from you (Part [ shichoaill also be helplul todhe health care provider shien he ar she completes the medical evaluation (Fart 11,
State law requires complere primary immunizations and a health assessment by a lezally qualified praoctitioner of medicineg, an
advanced practice registered nurse or registered nurse, o physician assistant or the school medical advisor prior o sehool eotrance in
Connecticut (C.G.S, Sees. 10-204a and 10-206), An immunizalion update and additional health assessments are required in the Gth or 7ih
prade anc in the [0th or | th grade. Specific arade level will be determined by the local board of education.

Flecane print

Mame of Student (Lasn Firsn iddle) Social Security Number Birth: Dale Sex

Adddress (Sueer)

Race/BEthmeity
-} American Indian 1 White, not of Hispanic origin

{Town and ZIMcode) I Asian U Hispanie/Laling

I Black, not of Hispanic arigin I Oither

Hame 'lelephone Number Schoal Girade

Marme of Parent/Caardian Last, First, Middieh

[Mealth Care Provider Health Insurance Company/MNumber® or Medicaid/Muinber®

Y applicahle
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I wour child does nor have health insuranse, call T-877-CT-HUSEY

Part I — To be completed by parent
Important: Complete Part 1 before your child is examined.
Take this lform with you Lo the health care provider’s office.
Please chock answers o the following questions in columns on the lefr,
{Explain all “ves™ answers in the space provided below.)

Do von have any concerns aboud your child s meneral health (overall eating and sleeping hahirs, teeth, etc.)?

Hasyour child Been diagnozed with any chronic disesse Wasthma U diabates 2 seizare disorder O other

Draes your child have any allergies (food, insects, medieation, latex, cle)?

Crocs yvour child take any mcdications {daily or pecagionally)?

IInes your child have any problems with vision, hearing or speech (glasses, contacts, ean ubes, hearing aids)?

Has your child had any hospilalization, operalivn, major illness or injury, or significant aceident? {Please specify}

In the lasl |2 months, has your child experienced any difficulny with wheezite, excessive conghing or excessive night waking?
yPleaze specity, )

In the last 12 months, has your child experienced aoy dillicolly with exeessive weipht loss or wetzht paim, or excessive thirst o
urinalion? (Ploase spocif)

e your child have health insorance’? (11 your child does not have health insurance, call 1-877-CT-HUSKY )

Droes your child have dental insuranee?

Would you like e discuss anything aboul your child s healeh with the school norse?

Please explain any “yes” answers here, For illnesses/Injuriesfele., include the year andfor your ehild s ape at the tme.

I give permission for release of infarmarion on this form for contidential use in meeting ny child's health and educational needs i school.

Sienature vl Pareny/Guartdian Drate

HAR-A BEV. 42008 Te be maintained in the student’'s Cumulative School Health Record



Part IT — Medical Evaluation HAR-3 REV, 4iz00
To the Health Care Provider: Please complete and sign.

has hod o complete listory and physical cxam on

Student’s Mamne Birth [ate hlonth/Day, Year
Findings for this student are as follows:
screening/Test Results : Immunization Record
Mot ¥ Mandaed Soreening/Test undar Coannecticut State Law
+ Height: BT Vaccine (Month/Day/Year) Note: * Minimum requirements prior
& Wiaiok to school enrollment, At subsequent exams, note booster shots only,
- L fud | b : al: : f
2 =051 Dose |l Dose2 Duosed  Dosed  Dosed  Dosed
¥ Blood Pressure: 2 Mormal e = i 4 e
Pulse: =G AnoHa DTP/Hib|
M, TP =
* HCT/HGR: " —
Slight T
Lirinalysis: ol OPY = & i
f Gross denlal:; Surked [PV [ E t =
Lead (Date/Besult) O Referral M}-IR__
A = = P H A 5 =y Sih: el
TR and Other Test Results (Sickle Cell, etc.) M [ ——[Peo kol e
R : . Mumps |7
I'B: In high-risk group? O Yes 1 Mo -
— Rubella |®
lest | Jare Resolts Bt —
LIS Etwdenis ondzr iz 5
HE]:! E . e 1 4 = i:;:.l I.n.l|;,EI:_.!:;.LE_I“
T T - r— s - Vari + Srudents bom 1F19T or later.
*¥ision/ Tvpe of Screening = Auditory! Type of Screening | ™ el | Reguired for b grade enter
Py Paemrnoccil
With glﬂ.‘iﬂk‘-ﬂ R L [Mssiball - - - COMLEAlS vacs:
3 2y i Other Vaceines (Specify)
Willout gzlasses B I L
B i
# Chronic Disease Assessment: Bateof | Disease Hx
Y_U'IS ﬁuh thiie Rkl O o nIEL ol above e
sthimgte: Qeaniikd, U modepte Wsevere. Snecity) DAt [Continmed by
O exercise indoeed O unelaszsified kit tinn
d 2 DBiahetes: O 'Tvpe 1 O Lype 1 —— | it Pt EETOR : 4
4 3 Anaplyylactic Reaction: J food insect - latex elpans.. - Medical: Beviianenl.  Clesporary: . o Dube
- Seizure Disorder ——— Reverly D Recertits Tare Recentify Date
d 1 Other: Please specily

This stucent has the following problenes which may sbvirsely affect his or her educational expericnce:

— Vigion O Auditory Ll Specch/Language A Physical Dyvsfunction O EmationulfSocidl - Behavior
- The pupil haz a health condition which may require emergency action at school, e, seizures, allermies, anaphylaxis. Specify below,
2 The pupil is on lang erm medication. Specify below,

Comments and recommendations fadditional information about any of the above healih assessment s

LI This student may participate fully in the school program, including phvsical education activilics,

L This student may participate in the school program and physical education with the following restriction/adaptation
(Specily reason wad resteiviton)

O Yes 0 Mo Based on this comprehensive health history s pliysical cxamination, this student bas maingined histher lavel of wellness,
L Towonld like o discuss information in this report with the schoal nurse.

Signature of health care provider Mame/Group Practice (Please Lype or print) Phine Mumher




