Welcome to Central High School Nurses’ Office!

What forms does your child need to attend Central High School?
e MEH 1 — Report of Physical Examination
® S865 - Student Emergency/Medical Information form
o Gives permission for the nurses to give acetaminophen (Tylenol) and ibuprofen
(Motrin/Advil)
® |mmunizations
e MED 1* — Request for Administration of Medication
o Only necessary for conditions that require medications to be taken in school
(this includes diabetes medication and supplies, asthma inhalers, and
EPI-pens. Students may self-carry these medications and may also keep a
supply in the nurses’ office).
Covid consent form

Forms are due on the first day of school!
What else do you need to know about the nurses’ office?

e Students must have a hall pass signed by their teacher to see the school
nurse (unless it’s their lunch).
e If a student visits the nurse, they may potentially need to be

dismissed from school.

o Students will NOT be permitted to leave on their own, they must be
signed out by an adult designated on an Emergency Contact form. Please
be sure to list any and all adults that might be available to pick up your
student during the school day.

e Students who become ill or injured at home should seek care from

their primary care provider.

o Fever greater than 100°F should stay home until they are fever free for
24 hours without using fever reducing medications

o Students who need to use the elevator must submit medical documentation to the
nurses

*The only over the counter medications in the nurses’ office are acetaminophen, ibuprofen
and hydrocortisone cream. All others require an MED1. Nurses are prohibited from keeping
any other medications including allergy, cold, and stomach medicines. See attached
medication policy.



Parent completes this form

9 THE ScHOOL DISTRICT OF
u PHILAD L H | A

Student Emergency /Medical Information

Last Mame: First Name: [
Schaal: Rosomy/Sec: Grade:
Home Address: Horme phone:

Mother: email: phons;

Father: email: phone:
Guardian: email: phone:

Emergency contacts [other than parents) must be local and available for contact:

Mame and Relationship to child Phomne
1.
2.
Childs Doctor/Clinkc Phone:
Medical Insurance: M&___ CHIP Private
INSUrance COMmpany nNane: Paolicy Mumber

Please circle below to give permission Flease CTIRCLE the following if your chald:

to the school nurse tf" give yourchild || . claccas Hearing aid
medication. Has: Seimures Diabetes  Asthma  ADHD
Acetaminophen(Tyl I} | Yes | Mo List Allergies: Food substirmon requires & new order yearly from a health care
rrder.
Ibuprofen (Motrin) Yes | No =
Orther Health Problems:

Does your child take medication? MO YES [please list)

Medication Dose Frequency /Tinme Reason

Your signature gives permission for emengency treatment; as well as for SDP School Nurses to administer

medications you indicate on this emergency form, during school hours, on field trips and after school activities,

| authorize the school nurse to communicate with my child's health care provider and my health care provider to reply
as needed regarding my child’s care.

Parent/Guardian Signature Date
Revised S-865 (06/2019)

Forms are due by the first day of school.




Doctor completes this form

THE SCHOOL DISTRICT OF PHILADELPHIA
SCHOOL HEALTH SERVICES
REPORT OF PHYSIC AL EXAMINATION

[ Hame of Soadent Date of Birth Sbadent ID # Grade
Mame of Schoal [Room/ GectonBook Date lssumed
TO THE PARENTIGUARDIAMN:
! auhonine the sehoal NUSS 10 SOMM NN with my chitd's health care provider and my health cane provider io reply 35 needed regarding my
chikl’s care.
Parert!Guardian Sigrature, [t
RECORD OF VACCINE ADMINISTRATION
Please attach complate immunization record including serology resuits if available.
= Alerges = [Ciate of last PPD Flesult mm
Dwoes ths student have health nsuranoce? Yes Mo Mame of Irsurances Provider:
RECORD THE FOLLOWING

g | Visual Aouity: Without Glasses: R L With Glasses: R L
2. | Audiometic Soesning: R L i @F
4 | Height inohes [ om Weight Ib. [ kg Bl peroentibe
£ | Seolipss Soreemnng Mozl Abnarmal Relerad Mo Referral

Actrity Reoommendation: ull Physical Activi Restricied Physical Activi
. el Py o (W Compists Dhgs. E4 &:Enﬁﬂmmmﬁwu

Spwcify Restrichons:

7. | List il medications currently being taken:

Medication: Reason:
g | List ALL problems by history or examanabon: Circle status of problem
i Uindes Care Care Complete Fefered
Under Cans Care Complete Referec
3 Under Care Care Complets Fe‘emred

Mo Problems |deifed

Comments / folicss-up Teamrnent plan | Soecal imsinahons. 1 sohool

Sagnatete of Care Provider (REQUIRED) Telephons Care Prowider office siamp (REQUIRED)
Fam
Address Date of Exa

MEH-1 (Rew. 7r1g) Comm. Code 81000425114

Forms are due by the first day of school.



Doctor completes this form

SCHOOL DISTRICT QF PHILADELPHIA
CENTRAL HIGH SCHOOL
IMMUNIZATION RECORD

NO student will be admitted with an incomplete immunization record per the State of Pennsylvania and
may be sent home the first day of school by the school nurse.

Name Current School

Date of Birth ID Number Grade

IMMUNIZATIONS REQUIRED (may attached printed record):

VACCINE [Enter monih, day, and vear whanimmunization doses |isted below wers gnmn
Cide BOpropha ilem

Diphiheria, edanis and ssldr petugss

[DTeROTRTd DT 1 2 ¢ | I | 4 I I L
Ttanigs diphihens and acelbilar parbusss
:T.:.:'_'.. ] i i r) [ f 3 i I Fi i i 5
Poba J0PY or IPY 1 ¢ I 2 ! | 3 F | 4 I I 5
Hapatris B 1 i i 2 i 3 { 4 5
Wesasies - mumps - iabsella (M) 1 2 ¢+ or Measdes smmlogy  Date Tilgsr
viancela vacone or digeass| 1 ¢ 2 ¢ ! Rubeila sergiogy Ciabe Triesr
Meningococcal [MCV) 1 ¢ 2 &
Cither 1 i 2 f Mumps diseasediagnosed by a pirysician: Dale

One dose of DTaP must be on or after the fourth (4") birthday.

One dose of Polio must be on or after the fourth (4™) birthday.

First doses of MMR and Varicella must be on or after the first (1*) birthday and the second dose
should be at least one month after the first dose.

Children not immunized must provide an immunization exemption form available from your school
nurse or the School District website.

Date Signed Doctor’s Signature Doctor’s Phone Number

Date Signed Parent or Guardian Signature Home Phone

Forms are due by the first day of school.



Parent completes this form

F‘ THE SCHOOL DISTRICT OF
[

Ll PHILADELPHIA

1 BiE COBAPLIETETE BY FARER TISLLARTIAR

Parent/Guardian Information
¥iou will b roified of besil resuits within 1 hour efiber via ol phone or email, or both. Flease make sue your contact infomation s up o daie.

ParentiGuardian Nama:

ParentiGuardian Cell/Mobila &:
Mote: resulls will be senl o this celld

ParentiGuardian Emall Address:
Mote: resulls will be s=nl o this address

ChildiStudent Mame:

Student ID Number:

School:

Gradea:

Child's Date of Birth (MMDDIYYYY):

Plzase select the testing model you are consenting to:
D Symptomatic Testing - provided onsite in schools by School Murse or Testing VYendor
|:| Test to Play/Ferform - REQUIRED for parficipation in Athletics and Performing Aris
|:| Test to Stay - In times of low community transmission, this modal reduces thea need to quarantine.

By signing below, | consent to follow and understand that my child must follow School Distrct of Philsdelphila Health and
Safety protocols, consent to my chidds baing tested throwgh the testing modets checked off above, consent to test results
being shared with me at the phone nurnber andfor emall address provided abowe, and also and agree 1o the following

= | am signing this form freely and woluntarnly and | am the parent or legal guardian of and am authonzed to make
decisions for the child nemed abowve.

# | understand that my student's test results and related information will be forwarded securaly to the Phitadeliphia
Depariment of Public Health, the Pennsylvania Department of Hesith, and the Centers for Disease Contrad in

Bcoordance with communecabée disesse reportmg

« | understand that my student's test results will be sharad with the stedent's athletic direcior, coach, performing
ars instructor, or other school official necessary 1o monior compliance with the testing reguirements.

= | understand that the School Distct of Philadelphia. school nurse, andior testing partner are not acting as my
child's medical provider and that this testing does not replace treatment by my child's medical provider, and |
assurne complete and full responsibdity o follow up with a medical provider 1o determine appropriate action with
regand to my child's test results.

Digte: Parent/Guardian Signature:

Forms are due by the first day of school.



Policy for Students Receiving Medication in School

% Acetaminophen (Tylenol, up to 1000mg) or ibuprofen (Advil/Motrin, up to 400mg)
can be administered by the School Nurse only if a completed S865 Student
Emergency/Medical Information form has been signed by a parent or guardian
and submitted to the Nurses’ office. If your student requires acetaminophen or
ibuprofen in doses higher than indicated, a MED1 Request for Administration of
Medication is required.

O
°o

All students receiving prescribed medications or other over the counter
medications not indicated above require an MED1 Request for Administration of
Medication form to be filled out by a medical provider.

> A new form must be completed each school year and includes asthma
inhalers, diabetes medications and supplies, and EpiPens.

72
°o

Any medication that your student may need during the school year (except
acetaminophen and ibuprofen) must be provided to the nurses in the original
packaging with the student’'s name, date of birth or student ID#, and medication
name. Prescription medications must be in the proper prescription bottle.

» Over the counter medications (such as allergy medication, cough/cold medicine,
vitamins, pain relievers, etc.) are not permitted to be carried in school. Students
caught taking medication that was not approved by the nurses may face
disciplinary action.

<,

« Students who have medical conditions that require that they carry their own
prescribed medication are encouraged to keep extra medication/supplies in the
nurses’ office in the event that they forget, lose, or otherwise are unable to
access their own supply.

+ Prescribed medications will be administered by a School Nurse as directed. In
the event that the nurse is not present, a substitute nurse or nurse from another
school may be available to administer prescribed medications. If no nurse is
available to cover school that day, a parent/guardian may be asked to come to
school to administer medication to their child.

If you have any questions or concerns, please contact the Nurses’ Office at
215-400-3590 option 2. Thank you and let’s have a great school year!



