MMACULATE (973) 773-2400
ONCEPTION Fax: (973) 614-0893

258 South Main Street Lodi, New Jersey 07644-2199

Dear Parent/Guardian:

If it is necessary for your child to receive any medication during school hours, school health pol-
icy requires that you provide a written request for the administration of the prescribed medica-
tions. Your private physician must also provide written orders detailing the diagnosis or type of
illness being treated, the name of the medication, dosage, administration route, time of admini-
stration and length of treatment.

All medications should be in the original pharmacy labeled container which will remain in
school. The pharmacist should also provide a separate labeled medication supply for home us-
age.

The School nurse or parent/guardian is the only one permitted to administer medication in the
schools and/or school trips. In the event that the school nurse is not present, the parent can
give written authorization for one of the listed school first aiders to administer the medication.
This must be prearranged with the nurse reviewing in advance, the administration procedure
with the first aider.

The necessary form is enclosed for your convenience.

Thank vou.
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Mew Je Department of Education
ANNUAL ATHLETIC PRE-PARTICIPATION PHYSICAL EXAMINATION FORM

Part 4 HEALTH HISTORY QUESTIONMMAIRE-Completed by the parent and student and reviewsd by examining provider
Fart B: FHYSICAL EVALUATION FORM-Completed by sxamining licen=z=d provider with BD, DO, APMN or P&

Part &: HEALTH HISTORY QUESTIONMNAIRE

Taday's Date: Ciate of Last Sports Physical

Student = Mame: Ser: M F (cirche ons) Ager (arade:

Date of Barthe ___ [/ Sehool: Dhstrct:

Sport{s): Home Phone: | ]

Prowider Name [Medical Home): Phome Fax
EMEFIEEME"! EUMT.&CT IMFORMAT N

Mama of parent'guardian: Relafonzhip to student:

Phone (work) Fhone (home) FPhone {c=ll):

Additienal emaigency contact Relaicnchip to ctudent:

Phone [work): Phons (home): Fhaone {c=l)-

Directions: Pleaze anzwer the following questions about the student’s medcal hiziory by cmcume the oorect rezponze.  Explain all
yea reaponass onthe linea bedow the guestons. Pleass respond to all quesiions.

1. Hawe you ever had. or do you currenthy have:

& Fectriction from sporis for a heakh related problem? ¥/ W Don't Know

b. An mjury oriliness since your last exam ™
c. A chronic or ongoing illness (such ac dabetes or asthma)?
{1.) Annhalzr or other prescapbon mediane bo control asthma?
d Any prescnbad or over the counter medications that vou take on a regular baziz?
e Surgery, hespitalzation or any emergency room visi{=)?
f. Any alergies o madicaions?
g Any allergies to bee =ting=, pollen, lat=x or food=7
{1.] K ves, chech tvpe of reachon:

Z Rach OHiwesz O Breathing or other anaphylacic reaction
(2] Take any medication'Epipen taken for allergy spmptoms? (Lt below )
h. Any anemias, blood dicorders, siclle call dizascalrait, bleading tendencies or clotting disorders?
i. A blood relative who died before ags 507

¥ W Dont Bnow
¥ W Don't Know
¥ Don't Know
WM Dont Ko
W T Don't Ko
YO M Dont Know
i N Don't Enos

W W T Dant Kinow
¥ W Dont Know
4 W Don't Enow

Explain all "yez” ancwers here (include relevant datec

Liat all medicationa here:
Medication Name

Dozage Freousncy

Part A Page L of 3
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2. Hawe vou ever had, or do vou currently have, any of the followng headradated condifions:

&. Concuszion or head injury (including b=l rung” or a “ding™)? ¥ I W Don't Know
b. Mamany loze? Y ! N/ Dont Know
<. Knocked out? ¥ | NV Don't Know
<. A zsizura? W W Dan't Know
d. Frequent or severe headaches (With or without exercise)? ¥ { N/ Don't Know
e, Fuzzy or blumy vision ¥ W Doa't Kinoes
f. Senzrraty to bght'noize ¥ ! M Don't Know
Explaim all e answers hare (indude relevant datss
3. Have you ever had, or do you curently have, any of the following hear-raimaconditions:
5. Pestnchon from spors for heart problema? ¥ | N Don't Know
b,  Chest pain or dizsonfod? W Dont Kinces
. Haar mummur? % | W Daont Know
d. HighHood pressuns? % ! N/ Don't Koo
. Elevated cholesteod lewvel? ¥ W Don't Kinces
f.  Heart infechon’? ¥ N Don't Bnow
g. Dhzziness or paszing out dunng or after exencase without known cause? % { N/ Don't Know
h. Haza provider aver ordered a heart tect { EKG, schecardiogram . strecs tesl, Holler mondor) 7 % 0 N/ Don't Bnow
i.  Roong o skipped heortbeats? ¥ | NV Don't Know
i Unexplained difficuly breathing or fatigue duning exercze? YW Don't Kince
k. Anyfamily meamber {blood relativa):
(1.} Under age 50 with a heart condition? W Don't Kincw
(2.} With Marfan Syndrome? ¥ W Don't Know
(3.} [hed of @ heart problem befors age 507 Kuwes. ai what age? ¥ { N Don't Know
(4.} Dhedwith no known reazon? ¥ M Don't Know
(5.} Dhed while asarczing? H wes, was it duning or after? (Circle ona.) ¥ M Dont Know

Explam all e anowers here (indude relevant dates

4.  Haweyou ever had, or do you currently have, amg of the following epe, ear, mase, mowth or tvost conaiifens:
a. Wision problsms? ¥ H
[1.) Wear contacts, epeqlesses or prolective eye wear? [Circle which tppe ) I
b. Heannglozs or problems? ¥ M

(1.} Wear heanng aids=s or implants? ¥ | M { Don't Know
Mazal fractures or frequent noos bleads? YW
Waear braces, retainer o profeciive rmouth gear? Y¥IH
. Frequent tiep of any other conditions of the froat (20, tonzillits)? i W

L = 2]

Explain all “yes” anowers here {indude relevant datez):

5. Hawe vou ever had. of do you currenlly have, any of the following secromescofantmhamectic conaiions

a.  Mumbness, a burner, “stinger of pinched nerve? ¥ ! N Don't Know
b. Aspran? ¥ | NV Don't Know
c.  Astrain? ¥ N Don't Know
d. Swelling or pain in muscdes, tendons, bonss or joints? Y I N Dont Bnow
e Dizlocated joint|<)? ¥ I W Don't Kince
f.  Uppsror lowsr back pain? ¥ M Dant Know
g. Fradurels), stress fracture{s). or broken bone{s]? ¥ N Don't Know
h.  Diopow wear amy protective braces or equipment? ¥ W Don't Know

Explaim all [yes) ancwers hers {indude relsvant dates):

Part APage 2of 3
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£. Have vou ever had or do vou curently have amy of the follewng general or axercise refated conditions:
a. Diffculty bresthing?

(1.] Dunng exercize? ¥/ M/ Don't Bnow

(2] After running one mile? WM Dot Ko

{3.] Coughing. wheoang or shartness of broath i weather changes? Y/ M/ Daon't Bnow

{4.] Exercize-induced azthma? M Dot Ko

i. Controled with medicaton? (cpeciy | WM Dot Know

it Eaperience deriness. passing out or fainding? Y/ N Dot Know

b. Wiral infections (2.9, mona, hepatitic, coezackis vinez) 7 M Dot Ko

c. Become tired more guickly than others? ¥ M/ Don't Know
d. Amy of the following ckin conditions:

{1.) Cold soresiherpes, impebao. MESA nngworm. warls? YN/ Dan't Know

(2] Sun zensitiviey? M Dot Know

c. 1|".I'I.‘.1?|i gaindess (of 10 pounds or more}? ¥ M/ Den't Know

{1.) Do you want to weigh more or less than vou do now? YN Don't Know

f. BEuar had f==lings of depreccion? ¥ /M T Dot Know

g. Hesirelated problems (dehydration. dezmess. fatigue. headache]? ¥/ N Don't Know

{1.] Hezatexhaustion (ool clamemg, damp =kin) 7 /M Dot Know

{2.] Heat strake (hot, red. dry shing? ¥ MW Don't Know

2] Muzde crampz? ¥ N Dot Know

h. Absence or loas of an organ (c.g. kadney, eveball spleen, teabde, ovary|? YN Don't Know

Explaim all ves” answers here (includs relevant dates):

7. Females onhy

Lge of onzet of menzruation: Hiowr many menstmual periods in the &t twebee (12) months?
Hicrar mamy peiods mizzed i the b=t twebie (12) months?
4. Males onhy:
Hawve pou had any sweling or pain in pour tecticles or groin? ¥ M T Dot Know

PARENT/GUARDIAN SIGNATURE

| certify that the information provided herein is accurate to the best of my knowledge as of the date of my
signature.

Signaiure, Parent/Guarndian or Student Age 18 Date of Signature:

THIS COMPLETED AND SIGNED HEALTH HISTORY MUST BE REVIEWED BY THE
EXAMINING PROVIDER AT THE TIME OF THE MEDICAL EXAM.

Part A Page 3 of 3
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ANNUAL ATHLETIC PRE-PARTICIPATION PHYSICAL EVALUATION FORM
Part B: Physical Evaluation Form

(Completed by the examining licensed provider MD, DO, APN or PA)

-STUDENT INFORMATION-

Student’s Names Sporis):

Sex: M F (circleoma) Age: _ Girade: . [iate of Birth:
Addrass:

Ci/StatelZp: Homie Phons:
Sehiool Dhismic:

Parant'Guardiar’s Full Mama:

- EXAMINING PHYSICIANPROVIDER CONTACT INFORMATION-
Il conducted by school physician check hare O

Manne: Phane: =
Addracs: Ciby'StatalTip:
- FINDINGS OF PHYSICAL EVALUATION -
Height ‘e Blood Pressur=: ! Pulz= bpm
Wiziom R3O L 20 Comecied: /M Contactz: ¥ /N Glazz=z ¥/ N
INDICATORS MNCRMALY SENORMAL FINCINGS/COMMENTS
Gensral Appearance YES
HaadMeds YES
Eec/ScleraPupiks YES
Ears YES
Grocs Heanng YES
NoceMouth Throat YES
Lymph Gland= YES
Larcsovascudar YES
Heart Hate YES
Rhythm YES
Murmur ABSENT
I rriumrnur present Standing makes it Lovisder Softer No Chanos
Squatting mak=s + Louder Softer No Change
Valsalva makes it Louder Sotter Mo Change
Femoral Pulses YES
| Lungs: SuccultationdPercuscion YES
Chest Conlowur YES
whan YES
Abdomean {liver, spleen, masses) YES
Azzpcoment of physical maturaton or YES
| Tanner Scals
Tecticular Exam (Mzlac Onlyl YES
Neck/Back Spins ¥ES
Fange of Mobon YES
Seoliceis ABSENT
Opper Extremibie= {ROM, Str=ngth YES
Stinalrty
Lowar Extramities: (ROM, Smength. YES
Srhality)
Neurglogical Balance & Coondination YES
H=mia ABSENT
Ewd=nce of Martan Syndrome= ABSENT

Part B Page L of 4

HNIDOE AFPFEF Favized 3710 Use of this form 15 requined by BLLAC. 651 6-Pregram s o Sxpport Studews Doeelopnreme



MM ACULATE

.{;"#‘."-l" T L
bl ONCEPTION
'-.'¥-'-*=c.m A0 IGH
Wil CHOOL
Looli, Messw Jersey O704-2199

208 Srmth Mair SEreet

Most recentimmunizations and dates administerad:

(973 TT3-2400
Fax: (973) 6 14-0893

Lipzaae

Frequency

Medicstions curranthy prescribed, with doze and frequency:
Medcation Hame

Addifional observstions

Ge=neral Diagnosis:

Genersl Recommendations

THE HISTORY PREPARED BY THE PARENT/STUDENT MUST BE REVIEWED BY
THE EXAMINING FROVIDER AT THE TIME OF THE PHYSICAL EXAMINATION.

NIDOEAPPEF Farvised 3/10

Fart B Page 2 of 4
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| CLEARANCES: This seclion is completed by the examining healtheare provider.
After examining the student and reviewing the medical history the student is:

A Cleared for parbcipaton inall sports without restnctons.
E. Mot cleared for particpaten in any spord unbl evaluatonftreatment of:
C. Cleared for Imited participation in the follovang tvpes of sports only. Pleaze ses below for aport

clazefications. THECK ALL THAT APPLY

__ NON-CONTACT/STREMUOUS
_ NOMN-COMTACT/NOMN-STRENUOUS

__ CONTACTICOLLISION
~ LIMITED CONTALCT

Limitstions due to:

MOTES TO THE EXAMINING PROVIDER

Candifions reguiring clearance bafere sporta parbcipation incude, but are not limitad to tha folewng:

Araphdaxiz: Atantoawial instabilty: Bleeding dizorder Hypertersion: Congenital heart dizeaze: Drezdythmiz: Mirzl valve prolapzs:
Heart murmur; Cersbral palzy; Diabstez melibee;  Eating dizorderz:  Haeat illme2z history One-lidney sthlstes; Hepatomegaly,
Splenomegaly: Malgnancy; Seirure Dizorder: Mardan's Syndrome; Histony of repeated conoussion: Ongan transplant reapent; Cysic
fibrociz; Sickle cell diseaze. andlor One-eyed athletes or athletes with vizion greater than 20040000 one epe.

SAMPLES OF CLASSIFICATION OF SPORTS BY CONMTACT
ContactCell=ion Limited Contact Non-Cantact
Strenunus hon-strenuaus
Baskeiball Eazeball Chocuz ing
Diving Chesileading Javeln ol
Field Hockey Fencing Shot put
Football High Jump Hiveang
lc= Hockey Fale vault Runming'Cross Couwnlry
Lacrozze iaymnashes Strangth Traming
Soccer Skiing Swimiming
Wrezling Softball Tanniz
Voll=ybal Track

Effects of physiclogic maneuvers on heart sounds Phy=ical Stigmata of Marfan's Syndrome
Standing Increases munmur of HGM Kyphosiz

Decreazes murmur of A5, MR High arched palats

MWF click oocurz earier in 2ystols Pectus excavatum

Arachnodactyly

Sguatting Increzces murmur of 45, MEL Al BArmn zpan > height 1.05:1 or greater
Decreases murmur of MCH Mitral Yalve Prolapse
MWFP click delayed Bortic Incufficiency
Myopia
Valzalva Increzses murmur of HCM Lenticular dislocation

Decreases murmiur of A5, MR
MVYP chek cocurz earier in oyztols

HCM:  Hyperrophic Cardo Myopathy
A5 Lortic Stenociz

Al Aortic Insufficency

MR: Mitral Regugitaton

KMVP:  Miral Vahe Prolapse

HIDCEAFTEF Bevised 3/10

Part E Page 3 of 4
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HISTORY REVIEWED AND STUDENT EXAMINED BY: Physicien's/Froviders Stamp:

O Prirnary Care Provider
O Behool Phyzician Provider
D Licer=ze Type:
pull |
O APH
oOPa

FHYSICIAN'S/PRCNIDER S SIGHATURE:

Todey's Diate: Cat= of Exam:

| RESERVED FOR SCHOOL DISTRICT USE

NOTE: MJAC 84 T6-2.2 requires the schod physician to provids weitien nobficetion to the parent/l=pal guardian stating
approval or disapproval of the student's paricapation in athlstics bazed on thiz physical evaluation. This evaluation and
the notification letter become pant of the student’s cchoal healkh record.

Data:

Hiztory and Physical Reviseead By:

Title of Reviewer (please check onel: O Schocl Murse O Schoaol Physisan

Medical Eligibility Notification Sent toa Parent'Guardian by School Phy=zician

Date
O Lefter of notficaton 13 attached.

CR
FParent netification indicates that:
O Participation Approved without limitations.
D Participation Approved with limitatonz panding evaluation.
O Participation MOT Approved

Reasonis) far Disapproval:

PartE Page 4 of 4
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The Pediatric/Adult
Asthma Coalition

of New Jersey Asthma Treatment Plan
“Your Pathway to Asthma Controf* Patient/Parent Instructions
PACNJ approved Plan available at

www.pacnj.org

The PACNJ Asthma Treatment Plan is designed to help everyone understand the steps necessary for
the individual patient to achieve the goal of controlled asthma.

1. Patients/Parents/Guardians: Before taking this form to your Health Care Provider:
Complete the top left section with:
« Patient’s name  Parent/Guardian’s name & phone number
« Patient’s date of birth * An Emergency Contact person’s name & phone number
« Patient’s doctor’s name & phone number

2. Your Health Care Provider will:
Complete the following areas:

» The effective date of this plan

+ The medicine information for the Healthy, Caution and Emergency sections

= Your Health Care Provider will check the box next to the medication and check how much and how often to take it

= Your Health Care Provider may check “OTHER” and:
< Write in asthma medications not listed on the form
<+ Write in additional medications that will control your asthma
<+ Write in generic medications in place of the name brand on the form

= Together you and your Health Care Provider will decide what asthma treatment is best for you or your child to follow.

3. Patients/Parents/Guardians & Health Care Providers together:
Discuss and then complete the following areas:
« Patient’s peak flow range in the Healthy, Caution and Emergency sections on the left side of the form
= Patient’s asthma triggers on the right side of the form
» For Minors Only section at the bottom of the form: Discuss your child’s ability to self-administer the inhaled medications,
check the appropriate box, and then both you and your Health Care Provider must sign and date the form

4. Parents/Guardians: After completing the form with your Health Care Provider:
= Make copies of the Asthma Treatment Plan and give the signed original to your child’s school nurse or child care provider
+ Keep a copy easily available at home to help manage your child’s asthma
= Give copies of the Asthma Treatment Plan to everyone who provides care for your child, for example: babysitters,
before/after school program staff, coaches, scout leaders

This Asthma Treatment Plan is meant to assist, not replace, the clinical decision-making required to meet individual patient needs.
Not all asthma medications are listed and the generic names are not listed.

Disclaimers:

The use of this Website/PACNJ Asthma Treatment Plan and its content is at your own risk. The content is provided on an “as is” basis. The American Lung Association of the
Mid-Atlantic (ALAM-A), the Pediatric/Adult Asthma Coalition of New Jersey and all affiliates disclaim all warranties, express or implied, statutory or otherwise, including but not
limited to the implied warranties or merchantability, non-infringement of third parties’ rights, and fitness for a particular purpose.

ALAM-A makes no representations or warranties about the accuracy, reliability, completeness, currency, or timeliness of the content. ALAM-A makes no warranty, representation
or guaranty that the information will be uninterrupted or error free or that any defects can be corrected.

In no event shall ALAM-A be liable for any damages (including, without limitation, incidental and consequential damages, personal injury/wrongful death, lost profits, or damages
resulting from data or business interruption) resulting from the use or inability to use the content of this Asthma Treatment Plan whether based on warranty, contract, tort or any
other legal theory, and whether or not ALAM-A is advised of the possibility of such damages. ALAM-A and its affiliates are not liable for any claim, whatsoever, caused by your
use or misuse of the Asthma Treatment Plan, nor of this website.

The Pediatric/Adult Asthma Coalition of New Jersey, sponsored by the American Lung Association of New Jersey, and this publication are supported by a grant from the New Jersey Department of Health and

Senior Services (NJOHSS), with funds provided by the LS. Centers for Disease Control and Prevention (USCOCF) under GCooperative Agreement SUSSEHO00206-3. Its contents are sobely the responsibility of AMERICAN

the authors and do not necessarily represent the official views of the NJDHSS or the USCDCP. Although this document has been funded whally or in part by the United States Environmental Protection Agency

under Agresment XAS7256707-2 to the American Lung Association of New Jersey, it has not gone through the Agency's publications review process and therefore, may nol necessarily reflect the views of the ASSOCIATION:
Agency and no official endorsement should be infierred. Information in this publication is not intended fo diagnose health problems or take the place of medical advice. For asthma or any medical condition, N HEW JERSEY

seek medical advice from your child's or your health care professional.







