OUR LADY OF PEACE SCHOOL MEDICAL REPORT
P.O. Box 69, Amboy Avenue, Fords, New Jersey 08863

Phone # (732) 738-7464

Fax# (732) 738-0026

To be completed by your family Physician and returned to the School Medical Office.

STUDENT ________________________________D.O.B.__________________
GRADE ______
IMMUNIZATIONS NOT PREVIOUSLY REPORTED

LABORATORY TESTS DONE

_____________________________________________

___________________________

_____________________________________________

___________________________

RECORD OF PHYSICAL EXAMINATION:


DATE OF EXAM:__________________

Height:________
Weight:________
Blood Pressure:________
Pulse:________

	Ocular pathology/acuity ____________________
	Aural pathology __________________________

	Skin and scalp ____________________________
	Abdomen _______________________________

	Head and Neck ___________________________
	Lymph nodes ____________________________

	Nose and throat ___________________________
	Teeth __________________________________

	Extremities ______________________________
	Inguinal area (hernia) _____________________

	Lungs __________________________________
	Genitals ________________________________


Allergies __________________________________________________________________________

Injuries, operations?  Explain __________________________________________________________

Orthopedic defects, e.g., scoliosis:  Yes_____
No_____
Any treatment necessary?

__________________________________________________________________________________

Are any required medications being taken by the student?          Yes_____

No _____

If yes, please specify: ________________________________________________________________

__________________________________________________________________________________

General condition of student ___________________________________________________________

Are there any health findings which might have an effect on the educational management of the student?
If yes, please explain __________________________________________________________________

In your opinion, is the student capable of carrying a full program in physical education and sports?

Yes_____
No_____ 
If no, please explain ____________________________________________

Name of Physician (please print) __________________________________________________________

Physician’s Address ____________________________________________________________________

Physician’s Phone# ___________________________________

Physician’s Signature _________________________________
Date __________________________

**Before entering school, the child must have a Physical and should have a dental examination to correct any defects.                               (PLEASE COMPLETE THE OTHER SIDE)
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School Policy Requires – Medical certificates of the following inoculations for all students.
1. Immunizations against DtaP – A minimum of 4 doses are required.  One dose must have been administered on or after the fourth birthday.   For pupils entering Grade 6 on or after 9/1/08 a child does not need a Tdap dose until 5 years after the last Dtp/DtaP or Td was given. EXTREMELY IMPORTANT
2.  Immunization against Polio – A minimum of 3 doses is required, provided at least one dose is given on or after the fourth birthday.  EXTREMELY IMPORTANT!
3. MMR (Measles, Mumps & Rubella)- 1 dose required entering pre-school - 2 doses required entering kindergarten.  Laboratory evidence of immunity is also acceptable.
4. All children under 59 months of age attending pre-school must have appropriate dose(s) of Hib vaccine/Pneumoccal/Hepatitis B/Influenza.
5. All children entering Kindergarten must document and receive a second dose of a measles containing vaccine (e.g. MMR, MR or Measles).
6. Pnemococcal - Mandated only for children enrolled in day care and pre-school.  One (1) dose after the 1st birthday.

7. Meningococcal - For pupils entering Grade 6 on or after 9/1/08 and born on or after 1/1/97.

8. Influenza - For children enrolled in day care and pre-school.  One (1) dose given between 9/1 and 12/31 of each year.
9. T.B. Testing – Mantoux - Required only if born in a country of high incidence.
10. Varicella (chickenpox) –One dose of varicella vaccine on or after the first birthday or proof of disease immunity will be required of children 19 months of age or older in a child care center and those pupils entering Kindergarten or Grade 1 (whichever occurs first) born on or after January 1, 1998.

Your child may obtain “Inoculations” at the following sites depending on where you reside.

RESIDENTS OF WOODBRIDGE TOWNSHIP:  Woodbridge Health Center, 732-634-4500 Ext. 206 
RESIDENTS OF EDISON TOWNSHIP:  Edison Department of Health:  732-248-7285  

