	Mrs. Patricia D’Avanzo, School Nurse
	Tele. 718.432.4112
	Fax: 718.432.3604

	Name:
	Date of Birth:
	Grade entering:

	Home Address:
	HM. Phone #

	Father’s Name:
	Work#:

	Mother’s Name:
	Work#:

	Physician:
	Phone#:

	Emergency Contact: (1) Name:
	Phone#:

	Emergency Contact: (2) Name:
	Phone#:

	MEDICAL HISTORY

	Significant Family Medical History:

	Past Illnesses/Injuries/Surgeries (Dates):

	Allergies:

	Please give dates if child has had any of the following illnesses:

	Measles:
	Mumps:
	Chicken Pox:

	Pertussis:
	Other:

	IMMUNIZATION HISTORY FOR NEW ENTERERS AND SEVENTH GRADERS ONLY – MUST PUT DATES.

	DPT#1:
	#2
	#3
	Recent Booster:

	Polio #1:
	#2
	#3
	MMR#1:
	MMR#2:

	Hepatitis B#1:
	#2
	#3
	Varicella:

	Mantoux PPD Admin:
	Read:
	Result:

	If PPD is positive:  Chest X-ray
	Result: (Pos/Neg):

	INH (Yes/No Dosage):

	CONSENT FOR OTC MEDICATIONS TO BE ADMINISTERED BY SCHOOL NURSE AS NEEDED.

*** Signature of Physician and Parent/Guardian Required for All Medication Administered by School Nurse***

	Tylenol 325/650 mg:
	Advil 200/400 mg:
	Sudafed

(non-drowsy) 30/60 mg:

	Antacid:
	Benadryl (Allergic reactions):

	Physician

Signature:
	Parent

Signature:

	PHYSICAL EXAMINATION (If abnormal, please explain below or on the back).

	Height:
	Weight:
	Blood Pressure:
	ENT:
	Vision:

	Hearing:
	Teeth:
	Abdomen:
	Spine:

	Muscle-Skeletal:
	Feet:
	Skin:
	Lungs:

	Speech:
	Genitalia:
	Heart:
	Menarch/Age:
	Dysmenorrhea:

	Emotional Status:
	Hyperactivity:

	CURRENT STATUS – PLEASE NOTE IF STUDENT IS BEING TREATED FOR ANY OF THE FOLLOWING OR ANY OTHER CONDITION THAT WOULD LIMIT HIS/HER ABILITY TO PARTICIPATE FULLY IN THE SCHOOL’S ACADEMIC, PHYSICAL EDUCATION OR ATHLETIC PROGRAMS.  DESCRIBE LIMITATION BELOW:

	Asthma:
	Diabetes:
	Kidney Disease:

	Seizure:
	Other:

	Activity:
	Full:
	Limited:

	PHYSICIAN’S
SIGNATURE:
	DATE OF EXAM:

	EMERGENCIES

	IN AN EMERGENCY SITUATION EVERY EFFORT WILL BE MADE TO IMMEDIATELY CONTACT THE PARENT OR FAMILY DOCTOR.  IN THE EVENT NEIGHER CAN BE REACHED PROMPTLEY, THE SCHOOL NEEDS YOUR PERMISSION TO PROCEED WITH EMERGENCY CARE IN INSTANCES WHERE DELAY MIGHT COMPROMISE YOUR CHILD’S WELL-BEING.  HORACE MANN SCHOOL USES THE 911 EMERGENCY MEDICAL SERVICE.

	PARENT/GUARDIAN’S SIGNATURE:
	DATE:



HORACE MANN SCHOOL ANNUAL MEDICAL REPORT








