
MARYLAND DEP;\R1'~1ENT OF HEALTH A..~'D MENTAL HYGIEl't'"E Il\'ThfUl't'1ZATION CERTIFICATE. . 

CHILD'S NAME 
LAST FIRST MI 

SEX: MALE 0 FEMALE 0 BIRTHDATE l .__1 

COUl\!lY GR.4.DE 

PARENT NAME PHONE NO. 
OR 

GUARDTAl."'f ADDRESS CITY 

RECORD OF IMMUNIZATIONS (See Notes On Other Side) 

Vaccines T:.'P<1 
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DiseaSf:­
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To the best oflny knowledge, the vaccines listedabove we!:e administered as indicated. Clinic i Offtce Name 

Office Address;! F'hone Number 
1. 

Signature Title Date 
(1.£.&al pro,"~dl!t, Ioe.! h<!a1th ~""~J.lt "ffidal, .cho"l ,,£lid.1, or diM ..,. l'1",ider 0»t1) 

2. 
.~ 

Title Date 
3. 

Title Date 

Lines 2 and:3 are for certification ofvaccines given after the initial signature. I , 

I 

i 

I 

I 

I 

LOST OR DESTROYED RECORDS~ (Mmt be reviewed ;}mllipproved by 11 me{licJll provider or the local health depal'tmellt. See notes) 

I bereby certify that the immunization records of this child hav"e been lost, destroyed or are unobtainable. 

Signed: Date: 

Parent or Guardian 


---------------~--.-~-~~--------------------------------------~-----------

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM L\iMUNlZAnON ON MEDICAL 

GROUl~'1)S. Ai\'Y IMMUNIZATIONS THAT HAVE BEEN RECEn'ED SHOULD BE El\'TERED ABOVE. 


MEDICAL COf'!'TRAINDICATION: 

The above child has a valid nu:dical contrailldkation to being immunized at this time. 


This is It pel.'l.1UlIlent condition 0 temporary condition until __-.:i___--'I____ 

Check appl'Opnate box_ indicate vaccine(s) and reasons: ______________________________ 

Sig11ed: Date __________ 
Medical Provide,r I LHD Official 

DHMH Form 896 
Rev.3/09 
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PART 1 HEALTH ASSESSMENT 
- To be complated by parentJguardian -

PaumllGuarditJh (MalfJ') PsnmtlGuaroian (Femalll) 

PhyslcianlNllrtI(J Pr8clilioTlef Name and Address 

Deiltist Name and Address 

btllet soufce(S) from which the studen! receives he.tllJh care. (Ifnone, write "None:) 

AsseSSMENT OF STUDENT HEALTH 

To Ihe best of your knowledge. does your ctllld have any problems that may affect his/her learning in school, cause any concern and! 
or be important for school staff to know? Please check (I) "Yes: or "No" for each of the following: 

v, 

~ Comments 

jAUerglas (Drugs, Food, Insects) 

Asthma 

Beni'lvior or emotional Probtam 

Bleeding Problems 

[Sowel Problems 

Cerebral Patsy 

CotlcusslOn (Head Injury) 

Diabetes 

~ Visi0rl Problems 

Heart Problems 

Hospitalization (When, Where) 

lead Poisoning 

Limits on Activity 

Medication 

Menlngltls 

Sickle Cel! Disease 

Speech Problem 

Si.lr~ry 

If you would like to discuss your child's health with school or $chool health per~onne(, please check. title: o Nl,lrse assigned to school CJ Teacher 0 Counselor 0 Principal
"_ . .,.. w'" ""'. .... . , ......... , m ••w, -_... • .. -­ • ¥' .. ,.. " ,. ,········.. v ... 

1give my permission fo.r confidantla.1 and discreet use of Pari 2, the health evaluation completed by the physiCian1nl.lrSe practitioner. 
to met my child's health and educational needs In school. (Check (I) one) 0 Ves 0 1'400 

IMPORTANT: SchedUle an appointment for a medical examinatiQn of your child; ~hare the above fnfotmation with the physician ot 
nurse PTtlctltioner. have him/her complete Part 2 after the examination and then return the form to the school, 

*Adapted for use by the Archdiocese ofWashington's Catholic Schools iu MaJ:Yland. 
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PART 2 HEALTH eVALUATION 

- To be compfetad by physician/nurse practitioner ­

1. Doas this child have a health condltlon(s) which may requlr~ EMERGENCY ACTION while helshe is at school (e,g.• salZLlrilS. 
asthma inMet sting allergy. bleeding problem, diabetes. heat! problem)? If«Yes·, please describe. . 
ONoOY~_____________________________________________________________ 

2. Is this child on long-term technology assistance? 0 Nn 0 Yes ...-_____~~~__--_~~ .~___ 

3. 	Is thera any evidence for concern in the areas Ilsted below? Indicate the results of your examination by placing a check (I) in the 
appropriate 1;;0)(. 

CONCERN 
HealthAru Yas No Not Evaluated Health Area Yes No Not Evaluated 

Vision 0 0 Adjustment 0 0 
Hearing 0 0 Nutrition 0 0 
SpaechfLaf'l9Uage 0 0 Physical1U1ness/lmpalrment 0 0 0 
Development 0 0 0 Immunodeficiency 0 0 
Attention Deficit/Hyperactivity tJ 0 0 Lead POisoning 0 0 
Please el(plain all yes answers. InclUde reoommendations for referral and tr"atment, 

4. Immunizations given on this visll: 0 CPTIT'd # ; 0 Pollo #___: 0 MMR # ; 0 Other ______ 

5. TlJberculin Test: Results 0 Positive 0 Negative __ ----1---1__ _ ---1_ __ ---1---1_ 
Type Date (moo! raoel'ft} Helghl WeIght SF' Pulse Rate Dale Taken 

6. Is the student on long.-term medication? If yes. pif~ase describe. 
ONQDyes _____________________~_______________________________________ 

(MCPS Form 525·13: MthorlZation to Administer Prescribed MfJdir:8tfon must be completed lOr in-schoof administration 

7. 	Should there be any restriction of physlca! activity in school? If yes, specify nature and duratmn of restriclton. 
NoOVes__________________________________________________________________ 

6. 	Medical evaluation of students for participation In lnterscholasllc athhlJtic$, May this stool;lnt participate io the supervised activities 
listed below that are NOT CROSSED OUT? 

o No 0 Ves 0 Not Applloable. 

6aseban Football Pompons Track/Field 

Basketball Golf Soccer Volleyball 

Cheerleadlng Gymnastics Softball Wrestling (minimum weight) 

Cross Country Indoor Track Swimming/Diving Other 

Fleli:1 Hockey Lacrosse Teonis 

If you would like to discuss this student's health with school or School health personnel, check title below 

o Nurse assigned to school 0 Teacher 0 Counselor 0 Principal 

student Name (Type/print} .~--:'_~_~__-_--__---has had a complete history and physloal examination 
at our office and has no evident health problem exoept as noted above. 

-~~-~-~------ ____.__ --:--:--_-:-__~--_~--____L-1_ 
Physician/Nurse PractitiOller (PrInt) Phone Number (j(iginal Signature, Phy$ician/Nurse Practltiontir Date 

IMPOR.TANT: Maryland Immunization Certiffcation is requited by raw; Please comp~eteF{)fm DHMH 896. 

*Adapted for use by the Archdiocese ofWashington's Catholic Schools in Maryland. 
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