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Corbett Campus
IMMUNIZATION GUIDELINES

According to the Florida Department of Health...

Children entering Kindergarten and First Grade are required to have
documentation from their medical provider on Form 680 of two doses
of varicella vaccine or the year the child had the disease.

Children entering Kindergarten through Sixth Grades are required to
have completed the Hepatitis B vaccination series.

A second dose of measles vaccine (preferably MMR) is required for
children attending grades Kindergarten through Eighth Grades (K-8™).

Children entering Seventh through Twelfth Grades are required to
have completed the Hepatitis B vaccination series, a second measles
vaccination or MMR, and a tetanus-diphtheria booster. Tdap is required
if at least five years have elapsed since the last dose of DTP or DT was
administered.

*Any child entering a school, preschool or childcare facility must show

either proof of immunization or exemption.

HEALTH IMMUNIZATION AND PHYSICAL GUIDELINES

According to the Florida Department of Health...

Students entering any Florida school for the first time must have a
School Entry Health Form DH 3040 and a Florida Certification
of Immunization Form DH680, available from your child’s
pediatrician. They must be completed and sent to school on or
before the first day of school. All Kindergarten students must also
have a physical dated after August 25, 2009.

Scoliosis screening is required by state statute for Sixth Grade
students. Screening may be done through your child’s pediatrician.
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To Parent/Guardian: Please complete and sign Part 1 — Child"s Medical History.
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PART I — CHILD’S JEDICAL HISTORY

To Parent/Gnardian: Please check answers 1o questions 1 through § below in the colummm on the Jeft
(Please explain any “Yes” answers in the space provided below,)

1. Yes [] No[] Any concems about general health (sating and sleeping Eabits, weight, etc.)?

2. Yes [] No [] Any other specific fllness or social/emotiona] or behavioral problems?

3. Yes [ ] No[] Any allergies (food, insccts, medication, etc.)?

4. Yes [] No[] Any prescription medication (daily or occasionally)?

5.Yes [] Na ] Any problems with vision, hearing, or speech (glasses, contacts, ear hubes, hearing aids)?

6.Yes [] No[] Any hospitalization, operation, or major illness (specify problem)?

7. Yes [ ] No[[] Any significant injury or accident (specify problem)?

8.Yes [] No[] Would you like to discuss amything about your child's health with a school nurse?

To Parent/Guardian: Please explzin any “Yex” answers from above,

)

I am the parent/gnardian of the child named abave. I give permission for the information on PARTS I and II of thiy form - -
provided about my child to be reviewed and utilized only by the stafY of this school and any school health personnel providing
schoo] health services in the district for the limited purpese of meeting my child's health and educational needs. =

®

Signature of ParenGunrdian Date

Partnership for School Readineséilecommendadons for Prekindergarten and Klndefgarten :

To Parent/Guardian: Plezse obtzin the services listed below in order to find any problems. Please work with your health care provider to
correct or treat any problems that may reduce your child’s ability to learn in schooL {These services are recommended but not required.)

1. Comprehensive Vision Examination (3-5 years of age) Please describe mny corrective action for amy problems detected
Date of Exam: and any accommnodations required.
Resulrs of Exam:
Health Care Provider:
{check one) Optormemist[ ]  Ophthalmologist []
2. Comprehensive Dental Examination Pleasa describe any comrective action for any problems detect=d
Datz of Exam: and any acsommodations required,
Results of Exam:
Dentst )
3. Hearing Screening - ‘ Pleass describe any comrectve acdon for aoy problems detectad
Datz of Exam: and any accommodations required.
Results of Exam: . .
Health Care Provider:

DH 3040, 6/02 (Obsslates pravious adilans which may not be used) Stock Number: 5744-000-3046-2
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PART IT — MEDICAL EVALUATION
To be completed and signed by the Health Care Provider ONLY: .
The child naraed above has had a complete history and phyxical exam on the following date:
(Exam mnat ba wiGrin one year of enrvllment) Month
Screening Resulrs: e e
Height: Weight BMI%: B/P: HevHgh: Lead: Urinalysi
ia— ‘ B . yaIz:
Vision - Without Glasaes | Right 20/ | Left 20/ Passed L] | Heacing—Right | Passed [] Fafled [] Refercd
Vision - With Glasses | Right 20/ Le#t 20/ Failed [] ' = Refneil]
- —_— ~——— | Referred [] | Hearing—Lcft Passed [] Failed[] Referred |
Gross dental (testh and gums)  [] Normal O Abrommal - Raf;
. Head/scalp/skin ] Normal ] Aboormal R.:faarfnl:;.c
Byes/Ears/Nose/Throat O Normal  [J Abnormal Refer/Tx:
Chest/L.nngs/Heart [J Normal [0 Abaemmal Rafer/Tx:
Abdomen ] Normal [ Abnormal Refee/Tx:
Postural assessment ] Normal O Abnormal Refer/Tx:
TR risk assessmant done [0 (Please review Targeted Testing Guidelines Ested below.)
This child has the following problems that may impact the educational experience:
[ Vision [0 Hearing  [] SpeschvLangnage O physical [0 Social/Behavioral [] Cognitive

Specify:

\

[ This child has a health condition that may requira emergency action at school, e.g. seizures, allergies. Spc'cify below.
(This form will be stored in the child"s Cumularive Health Folder and may be accesyed by both school and health personnel)

Recommendations (Attach additional sheet if nccessary):

(Please Check One)
[0 This child may participats fully in school activities including physical education.

[ This child may participare in jf/;ﬁ'ool activities including physical education with the following reswiction/adaptation.
(Specify reason and restriction)

Addres (Flease print ot stamp)

Tuberculosls Targeted Testing Guidelines for H
Review the following risks and administer a Mantoux I8 skin 1est if child is In one or more categories. The TB testis adminiytered confidenticlly
as part of the health examination. De not record administration of any TB fest or related information on this form.

e  Recent immmigrant (< 5 years), frequent visitor to TB =ndemic areas

»  Close contact to active TB case .

¢  Fregquent contact with adulry at high-risk for disease, HIV+, homeless, incarcerated, illicit drog wser

e HIV+ or bave other medical canditions that increase the risk to progress from infecrion to disease, e.g., chronic renal failure,

diabetes, hematalagic or any other ynlignancy, weight loss > 10% of ideal body weight, o ommmesuppressive medications

Active TB Discase Risk: ’
«  Does the child exhibit signs/symproms of tuberculosis (e.g. cough for tree weeks of longer, weight loss, loss of appetite)?
s If symploms are present, work-up oF refes for TB disease evaluation.

DH 3040, 602 {Obsoletes previous editioms which may not be used) Steck Numbsr: 5744-00C-3040-2




