MARVLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE

CHILD'S NAME

LAST FIRST MI
SEX: MaLE ]  FeEMmare [l BIRTEDATE z /
COUNTY SCHOOL, GRADE
PARENT NAME PHONE NO.
OR

GUARDIAN ADDRESS CITY Zip

RECORD OF IMMUNIZATIONS (Ses Notes On Other Side}

Vacemes Ty
Dose® | Die-01aPoT Foko Hit Hep B [y Rotavirae g FPY | Dose | Heph R Vanoalla | Hisiery of
WOy MolDayf¥r MolTayiT ol Dayirr Moy SoDayor MeiBaylyr MolDselyr | # Mo/lay™r | MeDawYr | MoiDaplr | Waricella
Disease
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3 Td Tdap Cthey Ciher
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———
5 |
L=
To the best of my knowledge, the vaceines listed above were administered as indicated. Clinic / Office Name
Offic s Phone Number
1
Signature Title Date
{Fadins! provider, locad heatth depanimant officix], school official, ox child care provider ouly)
2.
- Signature Title Date
3.
Signature Tide Brate

Lines 2 and 3 are for certification of vaccintes given after the initial signature.

LOST OR BESTROYED RECORDS: (Must be reviewed and approved by a medical provider or the local bealth department. See notes)

I hereby cerufy that the immunization records of this child have been lost, destroyed or are unobtainable.

Signed: Date:
Parent or Guardian

COMPLETE THE APPROPRIATE SECTION BELOGYW IF THE CHILD IS EXEMPT FROM IMMUNIZATION ON MEDICAL
GROUNDS. ANY IMMUNIZATIONS THAT HAVE BEEX RECEIVED SHOULD BE ENTERED ABOVE.

MEDICAL CONTRAINDICATION:
The above child has a valid medical contraindication 1o being immunized at this time.

Thisisa L] permanent condition [ temporary condition until / {

Check appropriate box, indicate vaccine{s} aud reasons:

Signed: _ Date
Medical Provider / LHD Official

DHMH Form 896
Rev.3/09
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PART 4 HEALTH ASSESSMENT
~Fo be completed by parent/guardian —

Sivdant Nome {Last, First Middls) Birth Date Sehool Nams Grade
Address (Streel, Oity, Sidle, 2] “ T T ' Phone Number
Parent/Guardian (Male) ) Parent/Guardian (Femala)

Physielan/Nurse Prachfionsr Name and Address

Dentist Name and Addrass

Ofhar sobreals) from which the studern recoives feallh cars, (i none, wiile “Nana.)

ASSESSMENT OF STUDENT HEALTH

To the best of your knowledge, does your child have any problems that may affect his/her lsarning in school, cause any concern and/
or be imporiant for school staff to know? Please chesk {/] “Yes," or *No” for each of the following:

Yas E No § : Comments
Allergles {Drugs, Food, Insects) describe rsaction '
Asthma

Behavior or Emotional Problem
Birth Defects

Bladder Problam

Bisading Problems .
Bowel Problems i
Cerebral Palsy

Concussion (Head Injury)
Diabetes '

Ear Problem or Deafness

Eye or Vision Pi’obtgms

Meart Probloms

Hospitalization (When, Where)
Lead Poisoning V

Limits on Activity

Medication

Meningitis

Pramaturity

Seizures ‘

Gickls Cell Discase

- Speech Problam

Surgery

If veu would fike {o discuss your chiid’s heslte with schopbeeschool health personnel, please check fitle:
jurse assigned to school reache  Counsalor Principal

Tgive my permission for contidential and discreet use of Part 2, tha health pual. et!]-u-mplafed by the physiclan/urse practitionsr,

to mest my child's health and educational needs In school (Check (/} ane ras N

/ /

—

Signature, ParenliGuardian Date

&Poﬁ‘mm_‘: ‘Sohedule an appointment for medical examir%aiicsn of your bhﬂd; share the above information with the physician or
nurse praciitioner, bave himiber complete Part 2 affor the exemination and then return the form to the school,

*Adapted for use by the Archdiocese of Washington’s Catholic Schools in Maryland.
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PART 2 KEALTH EVALUATION
- To be complated by physiclan/inurse practitfoner —

1. Does this child have a health condition(s) which may require EMERGENCY ACTION while he/she Is at schogal (e.g., seizures,
asthma insect sting slfergy, bleeding problem, digbetes, heart problam)? If "Yes”, please desaribe,

CINo [ Yas

2. is this child on long-term technalogy assistance? [ No (] Yes...

3. Is there any evidance for concern in the areas listed below? nicate the resulls of your examination by placing & chack (J} in the
appropriate box.

CONCERN
Health Area Yeou No Kot Evaluated  Heaith Area Yes No Not Evaluated
Vision 3 (] ) Adjustment & ) O
Haaring & 1 O Nulrition 0 [ O
Speschilanguage 0 O O Physicalfitinessiimpatrment [} [ O
Devalopment ] . 0 immunadsficiency I W 4
Attention Deficit/Hyperactivity [ O O Laad Poisoning i O O
Please explain all yes answers, Include recommendations for raferral and treaiment,
4, Immunizations given on this visit {JDPTAd# _____; [ Polio # ¢ TIMMR # . [0 Other ,
5. Tuberculin Test: Results [} Positive {{] Nagative / / . et S A

Type  Date (mostrecent)  Height Welsht Bp Pulse Rate  Date Taken
8. Is the student on long-term medication? If yes, piease describe.

T Mo [ ves

(MCRE Form 525-13: Authorization to Administer Prescribed Madication must be complsted for in-school administration
7. Should there be any restriction of physical activity In school? if yes, specify nature and duration of restriction.

Cine [ ves

8. Madical evaluation of students for participation in interscholastic athletics, May this student participate in the supsrvised acliviies
listad balow that are NOT CROSSED DUT?

[ No [ Yes [ Not Applicable

Basebasll Football Pompons Track/Field

Basketball Golf Soccer Volleyball

Cheerleatding Gymnastics Softball Wrestling {minimum weight)
Cross Country Indoor Track Swimming/Diving Other {specify}

Field Hockey Lagrosse Tennis

{f you would like to discuss this student’s health with school or sehogl health personnel, check title below

[7) Nurse assigned to school L Teasher [J Counselor [T Principal

Studernt Name (Typelprint) has had a complete history and physical examination
at our offics and has no svident health problem except as noted above,

. - - I
Physlcian/Nurse Practitionsr (Print) Phone Numbsgr Qriginal Signature, Physician/Nurse FPractilioner Date

IMPORTANT: Maryland Immunization Certification is required by law. Piease complate Form DHMH 895,
*Adapted for use by the Archdiocese of Washington’s Catholic Schools in Maryland.
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