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Dr. Kathleen Bannon, Superintendent of Schools
James McCabe, Assistant Superintendent for Student Services

School Health Services

Dear Parent or Guardian,

Physicals will be required for all students in grades Pre-K, K, 1, 3, 5, 7,9 and 11. Vision and
hearing screenings will be required and provided for grades Pre-K, K, 1, 3, 5, 7, 9 and 11 also.

As part of your child’s requirements starting in 2023-2024 school year, all physicals must be
entered only on the approved NYS school health examination form. Blank forms can be obtained
on the district website or by contacting the district registration office at (631) 842-4015 x538.
Students who do not have physicals on file by December 1 will be scheduled for a physical

exam by the school doctor.
As of September 1, 2008, when we require that your child have a physical examination, we wil}

be requesting a dental certificate as well. There is a sample certificate available for you to take to
your child’s dentist and once it is completed, it should be returned to the School Nurse as it will

be filed in your child’s Cumulative Health Record.

Thank you for your cooperation in this new health endeavor. Our students benefit when we work
together to promote the health and achievement of all students.

Please call the school’s Health Office if you have any questions or concerns.

Sincerely,

ames McCabe

Assistant Superintendent for Student Services

2650 Great Neck Road * Copiague, New York 11726 * 631-842-4015 * Fax 631-789-8991



REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED IN ENTIRETY BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
Note: NYSED requires a physical exam for new entrants and students in Grades Pre-K or K,_lj 3,5,7,9 & 11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or
Committee on Pre-School Special education (CPSE).
STUDENT INFORMATION

Name: !Sex: Om CJF |DOB:

School: ‘Grade: Exam Date:

) HEALTH HISTORY
Allergies TNo [ Medication/Treatment Order Attached J Anaphylaxis Care Plan Attached
"1 Yes, indicate type [1Food [ Insects [J Latex [ Medication O Environmental

[J Medication/Treatment Order Attached [J Asthma Care Plan Attached

Asthma [INo
I"1Yes, indicate type [ Intermittent  [J Persistent O Other :

Seizures T'INo [ Medication/Treatment Order Attached O Seizure Care Plan Attached

[T Yes, indicate type| [ Type: B Date of last seizure:

———— ] ==

Diabetes [INo | [JMedication/Treatment Order Attached [ Diabetes Medlcal Mgmt. Plan Attached
[1 Yes, indicate type [CIType 1 I Type 2 [ HbAlc results: Date Drawn:

Risk Factors for Diabetes or Pre-Diabetes:
Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors: Family Hx T2DM, Ethnicity, Sx Insulin Resistance,

_ Gestational Hx of Mother; and/or pre-diabetes. -
BMI ____kg/m2 Percentile (Weight Status Category): O <5th D 5‘“-49‘h 1 50t 34th Dssth 4*h I'_‘I95th g9gt I 99“‘and>

Hyperllpldemla [TNo [Yes Hypertensuon. ONo [Jves

PHYSICAL EXAMINATION/ASSESSMENT

Height: Weight: BP: Pulse: Respirations:

TESTS ) ____Positive: Nege_afive ] Da;a____ ~ Other Pertinent Medical Concerns - |
,P?D/ PRN - ‘ R | One Functioning: [JEye [JKidney [ Testicle

Sickle Cell Screen/ PRN oo I [ Concussion — Last Occurrence:

Lead Level Required GradesPre-K&K Date |[J Mental Health:
O TestDone  [Jlead Elevated >10 ug/dL U other. -

[ System Review and Exam Entirely Normal

Check Any Assessment Boxes Qutside Normal Limits And Note Below Under Abnormalities

[J HEENT 0 Lymph nodes [J Abdomen [J Extremities (] Speech

[ Dental [J Cardiovascular ] Back/Spine [ skin [ Social Emotional

O Neck |D Lungs L] Genitourinary II:I Neurological _D Musculoskeletal

[J Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list) ICD-10 Code

L1 Additional Information Attached
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