MEDICAL FORM A - PHYSICIAN'S REPORT – 2011 - 2012
MUST BE COMPLETED FOR EACH STUDENT PRIOR TO EACH YEAR AT BLAIR. The physical examination must be done by a physician within six months prior to admission to Blair. Please return this form to the Blair Academy Health Center by July 15th. Late fees are applicable. Students WILL NOT be permitted to participate in sports if this form is not completed.

NAME ____________________________________________________________   BIRTH DATE  ____________   SEX  ______

               First                             Middle Initial                            Last                                                                                               
AGE  ________       WEIGHT  __________     HEIGHT _________     B/P  __________    RESTING PULSE  _____________

Vision:  R 20/___  L 20/___  
Corrected: Y / N   
    Contacts: Y / N      
 Glasses: Y / N
	General Appearance:

	                                                                 NORMAL?
	          ABNORMAL FINDINGS/ COMMENTS

	Head/ Neck
	       Yes
	

	Eyes/Sclera/Pupils
	       Yes
	

	Ears
	       Yes
	

	       Gross Hearing
	       Yes
	

	Nose/Mouth/Throat             
	       Yes
	

	Lymph Glands
	        Yes
	

	Cardiovascular
	        Yes
	

	     Heart Rate
	        Yes
	

	     Rhythm
	        Yes
	

	     Murmur
	      ABSENT
	

	If murmur present
	
	Classification=

	Femoral Pulses
	        Yes
	

	Lungs; Auscultation/Percussion
	        Yes
	

	Chest Contour
	        Yes
	

	Skin
	        Yes
	

	Abdomen: Liver, Spleen
	        Yes
	

	Tanner Scale
	        Yes
	

	Neck/Back/Spine:
	        Yes
	

	     Scoliosis
	     ABSENT
	

	Extremities/ Reflexes
	        Yes
	

	Menstrual Cycle:  Age of Onset_______     Cycle:_______     Duration:_______     Character:  Heavy  Moderate  Light       Dysmenorrhea:  Y / N


           Hemaglobin or Hematocrit:____________________Urine:  Sp. Gr._____________ Albumin_________Glucose_________






    
    If yes, to any of these, please explain:
       Any hospitalizations in the past year?  (Include Medical & Psychiatric)  ______________________________________________

Any significant illnesses or surgeries in the past year? _____________________________________________________________ 

Chronic or Recurring Illness  _________________________________________________________________________________

Any concussions in the past year? _____________________________________________________________________________

Is student receiving medication on a routine basis?  Yes ______No  ______ .  If yes, give reason, name and dosage of medicine, and length of time he/she will be on medication __________________________________________________________.

*** No medicines will be permitted to remain in possession of a student.  They MUST be kept at the Health Center and dispensed according to WRITTEN and SIGNED order of physician.  Medicine found in a student's possession will be confiscated.

Drug Allergies?  (Please be specific)   ​​​​​​​​​​​_________________________________________________________________________

Any history, diagnosis, treatment of, or recommendation for, depression, emotional disturbance, behavioral problems, or psychiatric conditions? ______________________________________________________________________________________________

Has student received counseling for emotional reasons?  Yes _____   No _____   
If yes, please give name of counselor  _______________________________________________  Phone # __________________
Is student to receive on-going counseling at school?        Yes _____   No _____  

**PHYSICIAN'S SIGNATURE ____________________________________________________________________________

PHONE   ____________________________________
       DATE OF EXAMINATION ______________________________

FAX   _______________________________________




                Must be after March 1, 2011








(over)

IMMUNIZATION HISTORY
(to be completed by physician)



THE FOLLOWING IMMUNIZATIONS ARE REQUIRED FOR ALL STUDENTS:
      (Returning students:  Check to be sure immunizations are up to date.)                ALL DATES MUST INCLUDE DAY/MONTH/YEAR
Must have 4 doses (last DT within 10 years):

DPT or DT
_______
_______
_______
_______
_______
_______




Date
Date
Date
Date
Date
Date

       Must have 3 doses:

Polio

_______
_______
_______
_______
_______




Date
Date
Date
Date
Date

Must have 2 doses after age 15 months:
        

Measles    


_______
_______



Date
Date
  









  
If student has
        

Rubella


_______
_______
  
had the disease,




Date
Date

a titre verifying







level of immunity

       

Mumps


_______
_______

is required.






Date
Date

Hepatitis B Series 
#1__________
#2__________
#3__________



    Date
           
    Date
                        Date

Hepatitis A Vaccine
#1__________
#2__________




     Date

     Date


**Meningitis Vaccine
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_____________
**Required for all students for the 2011/12 School Year



    Date

       Varicella Vaccine 
   #1 __________
#2 __________




   
  Date

     Date

Gardasil Vaccine (not required)   #1___________
#2____________
#3_____________





Date

    Date

    Date


Failure to comply with New Jersey State law pertaining to immunization may necessitate exclusion of your child from school.

       EXEMPTIONS:
Religious: Certification that a parent follows the teachings of a recognized religious organization which is clearly 

opposed to immunization is grounds for exemption; personal convictions do not count.

       Medical: If any immunization is medically contraindicated a written statement to this effect, signed by the student's 

doctor, will satisfy the requirement.

======================================================================================

Is student receiving allergy injections?  _____ Yes  _____ No.  If yes, and if the injections are to be continued at the Health Center, the school must receive a doctor's SIGNED authorization and schedule. Injections must have started 

prior to admission. INJECTIONS WILL NOT BE ADMINISTERED WITHOUT PHYSICIAN'S SIGNED ORDER
AND SPECIFIC INSTRUCTIONS.

======================================================================================

CERTIFICATION BY EXAMINING PHYSICIAN

Date  _____________________ 
Physician's Signature  ________________________________________________

PRIVATE 

Error! Switch argument not specified.






This box MUST be stamped with Doctor's name & address

Phone ____________________

Fax    ____________________



If there is any reason this student may not participate in ALL sports, please explain and also document any restrictions.


_____________________________________________________________________________________________


_____________________________________________________________________________________________





A Mantoux is required, within the last six months, for all newly enrolled pupils and all students who have left and


 re-entered the United States since previous testing.


TB:	MANTOUX	DATE				RESULTS


		(PPD)	____________		( NEGATIVE  ________ MM       


		READ	____________		( POSITIVE  _________ MM


If PPD is positive, verification of chest x-ray must be provided.  If INH therapy has been completed, please give dates:


_____________________________________________________________________________________________


                                                        (DO NOT repeat test if previously positive)

















