Alpha Public School

817 North Blvd.

Alpha, NJ 08865
Telephone: 908-454-5000 Fax: 908-454-4347
Mr. Seth Cohen Mrs. Lori Walker
Chief School Administrator Assistant Principal / Supervisor of Instruction

Welcome to Alpha, New Jersey. Students living in Alpha who plan on attending Phillipsburg
High School are required to register with Alpha Public School to verify residency and to set up
transportation. Please call us at (908) 454-5000. We will need three proofs of residency.

We require one document from each category below:
Category A —

e Driver’s License or Non-Driver Photo Identification Card from NJ Division of Motor
Vehicles with your current address. We will accept a copy of the online change of
address form/appointment for new license.

Category B —

The most recent real estate tax bill for your residence showing you as the taxpayer.

A signed lease or deed for your residence.

A closing statement for the purchase of residence.

A Notarized affidavit from you and the owner of the residence stating that you reside at
the residence on a full-time basis. Affidavits are available in the office or on our website.

Category C —

e Qas, electric or water bill dated within 3 months.
o Home/Apartment Insurance Certificate.
e First Class mail/letter from state or federal agency dated within 3 months.
e Bank statement dated within the past 60 days.
Category D —

e Competed Transportation Request Form from Alpha Public School.

In order for your child to be enrolled in the Phillipsburg High School you must complete their
Registration Packet (found at www.pburgsd.net). Once completed please call the Central
Registration Office, located at 50 Sargent Avenue, (908-454-3400 X1000) to schedule an
appointment. Once enrolled you will receive a call from busing letting you know your bus stop
as well as time.

If you experience any difficulties with the enrollment process, please contact Staci Horne at
(908) 454-1100 for assistance.



ALPHA PUBLIC SCHOOL
817 North Boulevard
Alpha, New Jersey 08865
Telephone: (908) 454-5000 Fax: (908) 454-4347
www.apsedu.org

TO: Guidance Dept.
Phillipsburg High School
Phillipsburg, NJ 08865

This is to certify that the following student is registered with the Alpha Board of Education and
may be accepted as a tuition student at Phillipsburg High School. If you determine that any of
this information is inaccurate or should be changed during the course of the student’s tenure at
Phillipsburg High School, please notify our Main Office so that our records remain consistent

with yours.

Satisfactory evidence of this student’s eligibility includes the following:

New Student: Change of Address: Moved:
Transfer Student: Transferred From:

Student Name: | Grade:
Last First Middle

Parent/Guardian Name:;

Current Address:

Last Address:

Telephone Number:

Date of Birth:

Authorized By:

Printed Name/Title:

Date:




Welcome To....
Phillipsburg School District
Central Registration
Sending District

In order to proceed with the registration process for your child to enroll, please complete the
enclosed registration packet and medical information. When you have completed all of the
necessary information, please call the Central Registration Office, located at 50 Sargent
Avenue, (908-454-3400 x 1000) to schedule an appointment.

SENDING DISTRICT STUDENTS

Students that reside in Alpha, Bloomsbury, Greenwich, Lopatcong, and Pohatcong send students
in Grades 9-12 to Phillipsburg High School. Residents of these districts must first notify the
district where they reside, and also complete the Sending District Registration Packet. Please
review the documents needed below and remember to bring them with you at the time of your
appointment.

DOCUMENTS NEEDED:

Completed Registration Packet

Medical Information Packet & Immunization Records

Birth Certificate (If name has been changed, must provide proof of name change)
Sending District Letter of Residency

Individualized Education Plan (if receiving special education services)

oooono

If you experience difficulties with the enrollment process,
please contact Staci Horne at 908-454-3400 x 1100 for assistance.

Phone: 908-454-3400 www,pburgsd.net Fax: 908-213-2424




PHILLIPSBURG SCHOOL DISTRICT
50 Sargent Avenue Phillipsburg, NJ 08865
Telephone: 908-454-3400 Ext, 1000 Fax: 908-213.2424

SENDING DISTRICT REGISTRATION FORM

STUDENT INFORMATION (Please Print & Complete “Each” Pagel DATE: / /

Full Legal Name: (Last, First, Middle)

Address: (Number, Street, City, State, Zip)

/ /
Home Telephone Date of Birth (M/D/Y) Place of Birth  (City / State / Country)
Grade Level Year of HS Graduation Gender (M/F) Sending District
Name of Previous School Address City / State / Zip

Has this student ever attended school in the Phillipsburg School District? If yes, when?

Has this student ever attended school in New Jersey? [Yes [INo

RACE DATA: Please check the group(s) that best describes your child:

D White D Black/African American D Asian D American Indian/Alaskan Native B Native Hawaiian/Other Pacific Islander

Please circle (Ethnicity: Hispanic — Yes / No) 3a) Language first acquired by Student:

Student'’s Primary Language: 3¢) Primary Language Spoken at Home:

If student was NOT born in the United States, please indicate the date of US Entry US Entry to School.

Parent/Guardian(s) With Whom Student Resides Relationship to Student

All Other Members of Household Relationship to Student School Attending Grade in School

OFFICEUSEONLY: [ Birth Certificate D3 Immunizations O IEP [0 Custody [J Tuition Letter [ Schoo! Records

/ /
Entry Date School ID Number Grade
I Scanned ] Emailed Registrar's Initials

Residency Status Confirmed Via Sending District Records.




PRIMARY PARENT/GUARDIAN

Name;:

Relationship to Child: I Mother O Father O Other:

Mailing Address:
Cell Phone: Provider:
Work Phone: Email:

SPOUSE/SIGNIFICANT OTHER

Name:

Relationship to Child: O Mother O Father [ Other:

Mailing Address:
Cell Phone: Provider:
Work Phone: Email:

Check appropriate boxes if may receive: [ Attendance [ Schedules [l Report Cards O Discipline [ General Info
Check appropriate boxes if student may: 00 See [0 Go with O Speak to [ Does not have contact with

SECONDARY PARENT/GUARDIAN

Name:

Relationship to Child: 0O Mother O Father [ Other:

Mailing Address:
Cell Phone: Provider:
Work Phone: Email:

Check appropriate boxes if may receive: [J Attendance [J Schedules [ Report Cards O Discipline [J General Info
Check appropriate boxes if student may: [1 See [1Go with [J Speakto LI Does not have contact with

EMERGENCY CONTACT

Name:

Relationship: Phone:




PLEASE ANSWER THE FOLLOWING. If you answer yes to any of these questions, please complete the information below the question.

1. Is there a custody/guardianship agreement? (Copy must be provided) Clves [no

Parent/Guardian of Record

2. Is this student currently receiving special education services? Copy of I[EP must be provided Clves [Ino
Date of Classification Case Manager Telephone
If no, has student ever received special education services? Llves [lno

3. Has this student ever qualified under Section 504 of the Rehabilitation Act? Olves [Ino

4. Is student in foster care or in a court placement? Clyes [Cno
Name of Agency Caseworker Telgphone Date of Placement

PARENT(S)/GUARDIAN: Please check () appropriate box:

Military Connected:
O Not Military Connected — Student is not military connected

[ Active Duty — dependent of a member of the Active Duty Forces (Full Time: Army, Navy, Air Force, Marine Corps or Coast Guard)
[ Nationat Guard or Reserve ~ Student is a dependent of a member of the National Guard or Reserve Forces

000000

1 affirm that all the information provided on this Registration Form is true and accurate to the best of my knowledge.

Parent / Guardian Signature Date




Phillipsburg School District

School: Phillipsburg High School Fax#: 908-777-3978
Address; 1 Stateliner Boulevard , Phillipsburg NJ 08865
Request for Records

Previous School District:

Contact Name:
. Fax #:

has recently enrolled in Grade in the

Phillipsburg School District and has named your school as the one he/she last attended. Please
send us the information listed below, so that we may make the proper placement.

Report Cards / Cumulative Scholastic Records
Discipline Records

Social / Medical / Health Records

Attendance Records

Test Results

Child Study Teams Scores / LE.P.

NJ Smart ID Number

0 This student is registered as a tuition student. As the district of residence, a tuition
contract will be sent upon completion of registration.

[0 This student is registered as McKinney Vento as per NJAC 6A:17-2.9(a).

If you have any questions/comments regarding this registration, please call us at 908-213-2651.
Thank you.

Authorization for Release of Information

I, the undersigned parent or legal guardian of the above named student, authorizes the
Phillipsburg School District to obtain from any person/agency any and all information conceming
this child, including health and academic records. I further understand that any Child Study
Team materials will be forwarded to the Phillipsburg Child Study Team.

Signed Relationship Date




ELL IDENTIFICATION FORM

STUDENT NAME: GRADE:

1. What was the first language used by student?

2. At home, does the student hear or use a language other than English more than half of
the time? YES or NO. If YES, list language(s):

3. Does the student understand a language other than English?
YES or NO. If YES, list language(s):

4. When interacting with his/her parents or guardians, does the student use a language
other than English more than half of the time? YES or NO
If YES, list Language(s):

5. List home language(s) spoken:

6. When interacting with caregivers other than his/her parents or guardians, does the
student use a language other than English more than half of the time? YES or NO
If YES, list language:

7. Has the student recently moved from another school district where he/she was

identified as an English language learner? YES or NO

50 Sargent AVgnua, Phillipsburg, NJ 08865 Phone: 968—454—3400 Fax: 908-213-2424 www.pburgsd.net




Phillipsburg School District

Parent Access Authorization Form
(PHS: Please return to the Guidance Office.)

PLEASE PRINT ALL REQUIRED INFORMATION NEATLY AND LEGIBLY

Student’s Last Name:

‘ Student’s First Name:

School Attending (please circle): PHS PMS PES PPS ECLC

Current Grade:

Name of Parent Requesting Access:
(please circle): Custodial Parent Non-Custodial Parent

Email address (required)*:

Lanquage preferred in Parent Module (please circle): English Spanish

Mobile Provider Used (please circle): Alltel / AT&T Wireless / Boost Mobile / Cingular / Cricket /
Metro PCS / Nextel / Project Fi / Sprint PCS / Straight Talk / T-Mobile / Verizon / Virgin Mobile
USA / Unknown / Other:

*Confirmation of registration will be sent to the above email address when activated.

Are there any siblings in our school district that should be linked to this account?

Student’s Name: School/Grade: /

Student’s Name: School/Grade: /

Student’s Name: School/Grade: /
Office Use Only:

Proof / Driver’s License Submitted: Y N / Entered into Genesis: / / By:
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Parent Occupational Survey

In order to better serve your child, our school district wants to identify students who may qualify to receive additional educational services, such as
tutoring, school supplies, free or reduced-price lunch, summer camps, and other services. The Information provided below will be kept confidential,
Please answer the following questions and return this form to yourchild's school,

Y3ey
P

.

Today's Date Parent/Guardian First & Last Name
Student First Name Student Last Name
School Name Student Grade

1. Have you or. an immediate family member performed any of the jobs listed below temporarily or seasonally,in any part of
the United States, in the past three years? L : : ' t

O No
L] Yes. Check all that apply and list the total number of months worked:

X3,

Agricuture/Fied Work (planting, 0 Processing & Packaging (fruit, O Dairy/Cattle Raising
picking, sorting crops; soil preparation; vegetables, chicken, eggs, pork, beef) (feeding, milking, rounding up)
irrigation; fumigation)

Total Months Worked: Total Months Worked: : Total Months Worked:

7 Gt Y 7B 7 I

O Nursery/Greenhouse (planting, [J Forestry (soil preparation, planting, 01 Commercial Fnshmg & Processing
potﬁng' pruningl watering, harvesting) Cutﬁng trees; landscaping not included) (catChlng' Sort‘ngl paCk'ng' transportmg)
Total Months Worked; Total Months Worked: Total Months Worked:

| 2.In the past three years, has your family moved to another state, city, school district, zgdldr]countﬁ '

O No
O Yes. How long have you resided in your current address?
Years Months Weeks

If you answered “Yes" to questions 1 and 2, please complete the information below,

Home Street Address Apt #
City State Zip Code
Telephone Number Best Day of Week & Time of Day to Call

v: Please send survey with two YES responses to your district migrant liaison.

Student State ID: Enroliment Date: District ID:




Phillipsburg School District

50 Sargent Avenue, Phillipsburg, New Jersey 08865

Medical Information Checklist

[JSchool Health Program Information (keep for reference)

[LJNew Student Proof of Physical Exam Requirement Letter
(complete and return lower portion)

[[] Authorization for Obtaining and Sharing Student Health Information
(complete Section 1 and return;
Section 2 to be completed if further specific information is needed)

[JStudent Health History and Emergency Contact New/ Update Form
(complete and return)

LIn School Medication Administration Authorization
(physician to complete if needed and parent to return to school nurse)

[ 1Physician Exam Form-- Doctor to complete and parent to return.
Form depends on Grade level.

a. Elementary School — Pre-school through 5™ grade
[[1Universal Child Health Record
OR
b. Middle School/High School — 6™ through 12™ grades
[1HEALTH HISTORY (PART A NJDOE/AAPEF 10/07)
Must be filled out by parent/student and presented to physician
at exam
[ 1PHYSICAL EXAM (PART B NJDOE/AAPEF 10/07)
Must be filled out by examining licensed provider at time of exam
[C] Note to examining physician
[] Athletic Letter- School Sports Information (keep for reference)

1 page

1 page

1 page

2 pages

1 page

2 pages

3 pages

3 pages

1 page
1 page

IMMUNIZATION (SHOT) RECORDS MUST BE APPROVED BY

THE SCHOOL NURSE PRIOR TO THE ADMISSION OF EACH

STUDENT INTO SCHOOL.




Phillipsburg School District

50 Sargent Avenue, Phillipsburg, New Jersey 08865

Dear Parents: (Please keep this page for reference)

The school health program in Phillipsburg School District is designed to maintain the physical and emotional well being
of all students. To attain this goal, many services are routinely available to all students of the district. However, as with
any school program, we are only effective if full cooperation is received from both students and parents.

The following procedures and services are currently in effect:

MEDICATION: Medication can be administered in school ONLY when the nurse has written instructions from the
student’s physician, including the students name, name of the drug being administered, directions to administer the
drug, and the reason the drug has been prescribed for the student. These instructions (doctors’ orders) must be renewed
every year. Parents must also sign a permission slip for the nurse to administer prescribed medication. THIS LAW
ALSO APPLIES TO ALL OVER THE COUNTER MEDICATIONS, SUCH AS ASPIRIN, TYLENOL, OR
ALLERGY MEDICATIONS. The exception is over the counter eye solutions necessary for daily contact wear, and
cough drops individually carried, if identifiable by manufacturer’s label.

LEAVING SCHOOL BECAUSE OF ACCIDENT OR ILLNESS: When it becomes necessary for a student to leave
school due to accident or illness, a parent/gnardian, or their designee, must come to school and sign the student out in
the main office. Please be sure to return the emergency permission form to school indicating person/persons
authorized to pick up vour child. Leaving from the health room does not constitute an excused absence from
school.

GYM EXCUSES: Students are required to participate in physical education classes unless they have a current doctor’s
excuse. Please be sure the doctor includes the amount of time that the student will be unable to participate in gym (for
example, one week or one month) or any restrictions, including sports, the student may have.

IMMUNIZATIONS: A constant monitoring of the student’s inununization status is conducted throughout the year in
keeping with New Jersey requirements. If immunizations become due, parents will be notified by letter. The needed
immunization must be received within the allotted time span.

HEALTH SCREENINGS BY SCHOOL NURSE: The nurses conduct several health screenings throughout the year,
Height, weight, blood pressure, pulse, vision, hearing, and scoliosis screenings are done for selected grades during the
year. Parents will be notified if the screenings indicate a need for medical attention.

SCOLIOSIS (Curvature of the spine): New Jersey Law requires all students aged 10 to 18 years old to be examined
for scoliosis every other year beginning in 5™ grade. Parents will be notified by letter if further evaluation is needed. If
you do not want your child examined for any reason, please notify the school in writing within 30 days of receiving this
notice,

PHYSICAL EXAMINATION:
¢ New student physicals, working paper physicals, and sports physicals should be preformed by the students own
physician (Medical Home Office).
¢ Inaddition to above requirements the State of New Jersey recommends a physical for each student at least
once during each of the students developmental stages:
o Early Childhood (Pre-school through grade 3)
o Pre-adolescence (Grade 4 through grade 6)
o Adolescence (Grade 7 through grade 12)
o If your child has had a physical during the year, please send a copy and any immunization updates to the nurses
office so that we can document the information on their school health records.

PLEASE COMPLETE THE ENCLOSED EMERGENCY PERMISSION FORM AND STUDENT HEALTH
UPDATE. RETURN THEM TO THE NURSING OFFICE IN YOUR CHILDS SCHOOL. PLEASE INCLUDE
ANY INFORMATION WE MAY NEED TO MAINTAIN A CURRENT CONFIDENTIAL RECORD.

REV. 6/2017



PHILLIPSBURG SCHOOL DISTRICT

Dear Parent/Guardian:

The New Jersey Department of Education requires every new student entering the Phillipsburg School
District to have a report of a physical exam signed by the doctor submitted to the schiool nurse within 30
days of entering school. The exam must have taken place within the past calendar year. The school district
has the right to exclude any student who has not returned the signed physical report 30 days after school
entry.

IMMUNIZATION RECORDS must be evaluated and verified by the School Nurse prior to your child
starting school in the Phillipsburg School District. Under NJAC 6A.:16 2.2 (b) it states. Each school district
shall ensure that a principal or his or her designee does not knowingly admit or retain in the school building

any student whose parent has not submitted acceptable evidence of the child’s immunizations, according to
the schedule specified in NJAC 8:57-4, Immunizations of Pupils in School.

Your cooperation is appreciated,

Gregony Trovell

Gregory Troxell
Superintendent

N.JA.C6A:16-2.2 & N.J.S.A. 18A: 40-4

Please sign and date and return lower portion to your child’s school nurse,
Thank yon.

I have received and read the above notice and that I understand that proof that a physical exam that
has taken place within the past calendar year must be returned to the school nurse within 30 days of
school entry. I understand that my child cannot attend school without proof of his/her immunizations.

Student Name: Date of Birth;
Parent/Guardian Signature: Date:

50 Sargent Avenue, Phillipsburg, NJ 08865 Phone: 908-454-3400 Fax; 908-213-2424 www.pburgsd.net
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Phillipsburg School District

50 Sargent Avenue, Phillipsburg, New Jersey 08865

Authorization for Obtaining and Sharing Student Health Information.

There are laws that protect the privacy of student health information. At times the school will need
to obtain records from your doctor or other health professional. This may include but is not limited
to: Immunization Records, Medication Orders, Medical Excuses and Releases, Reports of Medical
Examinations. Health information will be restricted to appropriate staff members directly involved
in your child’s care to avoid any health related problem on a need to know basis. This may include
but is not limited to: information related to allergies, medications and serious medical conditions
such as asthma, diabetes, seizures.

Student Name: Date of Birth

Section 1: Authorization for sharing of health information with appropriate
school staff: (complete for all students)

Parent/Guardian Signature Date

Section 2: Authorization for release of medical records from doctor or
institution (complete for all students)

Parent/Guardian Signature Date

Section 3: Information Requested by School Nurse/School Physician (only
complete when further specific information is needed)

Records to be obtained from:

Name of Doctor/Practice/Institution

Address:

Records to be returned to:
] Early Childhood Learning Center 459 Center Street, Phillipsburg, NJ 08865

] Phillipsburg Primary School 1000 Green Street, Phillipsburg, NJ 08865
(] Phillipsburg Elementary School 525 Warren Street, Phillipsburg, NJ 08865
[] Phillipsburg Middle School 200 Hillcrest Boulevard, Phillipsburg, NJ 08865

[] Phillipsburg High School 1 Stateliner Boulevard, Phillipsburg, NJ 08865




Phillipsburg School District

50 Sargent Avenue, Phillipsburg, New Jersey 08865

Student Health History and Emergency Contact Form

Identification:
Student Name: Date of Birth Grade
Address: Home Phone #

Family and Emergency Contact:

Father Name work # cell #

Mother Name work # cell #

Emergency Contacts: must be able to reach school in 30 minutes or less

1. Name Relationship
Home # Work # Cell #

2. Name Relationship,
Home # Work # Cell #

Doctor Name . Phone #

Dentist Name Phone #

Authorization for Emergency Treatment in School or on Field Trips:

In case of accident or serious illness when I cannot be contacted, I grant permission for emergency
treatment and procedures as deemed necessary by the physician AND sharing of any medical
information with staff on a need to know basis.

Hospital of Choice for Emergency ,
Parent/Guardian Signature Printed Name Date

Does your child have Health Insurance?
[] Yes, Name of insurance company

] No: NJ Family Care provides free or low cost health insurance for uninsured children and
certain low income parents. For more information, please call 800-701-0710 or visit
www.njfamilycare.org to apply online. My name and address may be released to the NJ Family
Care Program to contact me about health insurance.

Signature: Printed Name: Date:
Written consent required pursuant to 20 U.S.C. 1232g (b)(1) and 34 C.F.R. 99.30 (b).

12
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IDENTIFICATION:
Student Name: Date of Birth Grade:

Immunizations:

Please submit any new/ updated record not already on file with the school nurse.

Allergies and Dietary Restrictions: Explain all “yes” answers below

Phillipsburg School District

50 Sargent Avenue, Phillipsburg, New Jersey 08865

Food Yes No
If yes, Must have yearly updated “Allergy Action Plan” filed with nurse
Medication Yes No
Bee Sting Yes No
Describe reaction (example: rash, difficulty breathing, anaphylaxis
Medications Taken Regularly: Yes No
If medication is to be given in school,
Must have yearly updated “In School Medication Authorization” filed with nurse
List Medications and Reason for Use
General Medical Information Explain all “yes” answers below
Hospitalizations: Yes No
Operations: Yes No
Major Injuries, Broken/Fracture Bones: Yes No
Explain with date and age
Serious Health Conditions Explain all “yes” answers below:
Asthma Yes No
Exercise induced asthma Yes No
Diabetes Yes No
Heart problems/ High blood pressure Yes No
Kidney/Bladder problems Yes No
Vision/Hearing problems Yes No
Seizures/Epilepsy Yes No
Muscle/ Bone problems Yes No
scoliosis last doctor screening date
ADHD/ Mental health problems Yes No
For preschool/elementary school behavior concerns circle below: Yes No
Speech difficulty Slow learner  Bowel/bladder accidents
Temper tantrums Overactive Inattentive Shy
Fears: noises crowds school animals strangers darkness
Have there been any events in your child’s life that may affect learning? Yes No
(example death, divorce)
Family Social/Health History:
Does anyone smoke in the house Yes No

Please list names and ages of household members
Please explain any family health history that you would like to notify us of:

13




PHILLIPSBURG SCHOOL DISTRICT IN SCHOOL MEDICATION AUTHORIZATION
Main Number: (908)454-3400

Early Childhood Center Ext. 3020 (Fax: 908-213-2821)
Phillipsburg Primary School Ext. 4020 (Fax: 808-213-2552) Phillipsburg Elementary School Ext. 5020 (Fax: 808-213-2546)
Phillipsburg Middle School Ext, 6020 (Fax: 908-213-2427) Phillipsburg High School Ext. 7020 (Fax: 908-777-3980)

New Jersey state law requires a written statement from a physician when a student needs to take a prescription or over the
counter medication during school hours. Medication orders are only effective for the current school year. Medications must be in
the original prescription container labeled by the pharmacy or in the original over the counter container.
MEDICATION CANNOT BE DISPENSED IN SCHOOL UNTIL A WRITTEN ORDER IS RECEIVED FROM YOUR
CHILD’S PHYSICIAN.

Policy Regarding Self-Administration of Medication
Only those students who have asthma and other potentially life threatening illnesses are permitted to carry and self-
administer inhaled or injectable medication for the treatment/prevention of symptoms. They must be sufficiently responsible
and properly educated by their physician and parent/guardian.

After self-medicating with an inhaler for symptomatic wheezing/shortness of breath, the student is strongly encouraged to
report to the School Nurse to have an assessment to determine effectiveness of the medication.

Students self-medicating with an Epi-Pen must report to the School Nurse.

Students with food allergies must submit a separate Allergy Action Plan from their physician.

Student's Name: Diagnosis: Grade: DOB:
Parent/Guardian: Home Phone: Work Phone:
MEDICATION DOSAGE / ROUTE FREQUENCY/ INDICATION SIDE EFFECTS
Student may carry medication: YES  NO Student may self-administer medication: YES NO
Onclasstrips: Asordered Omit  Adjust Schedule On Y days: Asordered Omit  Adjust Schedule

Asthma Action Plan and Emergency Asthma Policy

A separate Asthma Action Plan should only be submitted if the physician does not agree.

If a student presents with wheezing/shortness of breath, prescribed medication wilf be given.
» Students showing marked improvement after 10 min. post-treatment observation will be permitted to return to

class.
* If a student DOES NOT show marked improvement after one dose of medication, parent will be called to pick up

student and seek physician care.
* Up to two (2) additional treatments will be given at 20 minute intervals while awaiting arrival of parent.

¢ If condition worsens, 911 will be called.

Physician's Signature Physician Phone # Date

As the parent / guardian of this student, I request he or she be allowed to receive the medication prescribed abovs. | hereby agree to
indemnify and hold harmless the Phillipsburg School District, it's agents and employees from any and all liability should any injury occur
as a result of the administration of the medication.

Parent / Guardian Signature Date School Physician Signature Date

Revised 8/16




H PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form is to be flked oirt by the patiant and parent prior to seeing the physician. The physielan should keap a copy of this form in the chart)

Date of Exam
Hame Date of birlh
Sex Ags Grade Schoo! Sport(s)

Medizines and Allergles: Please list all of the prescription and over-the-counter medicines and supplements (horba! and nutritional) that you are currently taking

]

Doyou have any allergles? L1 Yes L1 No K yes, please identlfy specific allergy balow.
O3 Madicin 03 Poflens 13 Food

O Stinging Insects

9

BENERAL(RIESTIONS 1% %

Explain “Yes® angwers balow, Clrcie queetions you don’t know the answors 10,

MEDICAL QUESTIONS 1 | [ i Tt

1 Hasadocmr aver dented of resirictad your participation in aports for
4ny resonn?

$ugigtanl
26, Do you tough, wheseza, or have difficully breathing during or
giter axercise?

2. Do you have any ongoing medical congitions? If so, please identify
below: [J Asthma DD Anemie [ Diabetes [1 ifections
Other:

27, Have you ever used an inhelar or Laken asthwma medicing?

2B, Is thera snyone in your famlly who has asthma?

29, Viera you bom without o ar8 you ml'sﬁv;g » Kidnoy, an eys, a testicl

3. Have you ever spent the night in the haspital? (malos), your splaen, of any other organ
4, Havo you ever had surgery? 30, Do you have groln paln or & painful bulge of hamia in the groin ares?
HEART MEALTH QUESTIONS AROUT:YOU 221 M| 3o 1| 131, Have you had Infectious moncnucoosis (mono) within the last month?
5. Have you ever passed out or nsarly passed out DURING or 32, Do you have any rashas, pressure sores, or other skin problems?
AFTER erefviso? - - 33. Have you had @ herpes or MRSA skin bfogtion?
6. Hava you aever had discormrfort, pain, ghlness, or pressure In your
i D —
7. Does your heart ever raca of skip boats firveqular heats) during exertisa? m?::detgdw:, of memuy pm;!ems? S,
B, Has adoctor ever told you that you have any heart problems? if 80,
check al that appk: 38, Do you have a history of selzwe disorder?
[m] High blood pressus 07 Aheart murmur 37. Do you have hgadaches with exercise?
3 High cholastorol [ Aheat infsction 38 Have you ver had numbness, tinging, or weakness i your amms or
O Kewasold dispase Olher : Tegs aftar balng hit or faling?
9. Hos a doctor ever orered a tast for your heart? {For example, ECA/EXG, 30, Hava you over baen unably to move your amms or kgs after belng hit
echocardiogram) or faling?
10, Do you get Hyhthsaded of feel mora short of breath than expected 40. Hava you ever bacoma M white exaicising i the heat?
during exercise? 41, Do you get frequent muscle cramps when exsrcising?
11, Hava you aver had en unaxplained sofzure? 42 Do you or someons In your famity have sickde cell brait o dissase?
12. Do you get more tired or shiort of brsath move quickly than your fiiends 43. Have you had any problema with your eyes o vision?
during axarclse?
TR —t- A4, Have you had any eys injurles?
, ombar of refative died of heart problems of had an
unexpscted or unexplalned suddsn degth before Bge 50 (nchuding 48, 00 you weas protective eyewoar, such 83 gagoles or afaca shieid?
drowning, umexplalned car sccldent, or suiiden Infant daath syndrome)? 47. Do you worry about your welght?
14, Doos anyons in your farmily hava hyportrophic ¢atdiomyopathy, Marten 48, Are you trying tn of hias anyons recommendod that you gain or
gvgcmu. anmggmnﬁcv right ventfcolar cmﬂomyopaltémm [ur . lose wuighl?
ome, shoit O syndrome, Brugada syndrome, o ¢atecholaminery 49, Aeyouona dist or da you avald
ROWTHORNG veatrioul taohycana? 50 Hav:‘;uu mmﬂ = :ai::g m:m:vnm e e
5. &?m:%m%mm hava & heast problem, pacemaker, or 51. Do you have any concems that you would fike to discuss with a doctor?
16. Has 2nyone In your famity had unexplainad fainting, unexplained FEMALES Rt R RN D
solnuies, or nea! drownlng? 52, Hava you ever had a menstrual period?
BONEAND JOINY QUESTIONS 7 = = . _¥es i <Ho | | 53. How old wero you when you had your first menstrual period?

17, Have you ever had an kjury to o bone, muscle, igamant, or tendon
that causad you to miss a practica or a game?

54, How many perlods have you hed in the fest 12 months?

18. Have you ever had any breken or frastured bones or dislocated Jolirts?

Explaln “yes" answars here

19, Htive you ever had an injury that required x-rays, MR, CT scan,
Injactions, therapy, a brace, & cast, of crutches?

20. Have you over had 2 slress fracture?

21, Have you ever bean toid that you hava or have you had an X-ray for nack
Instatiity or atiantoadal Inslabllity? (Down syndroma or dwarfism)

22, Do you regularly use a brate, orthatics, or other assistiva device?

23, Do you hava a bone, muscla, of Joirt Injury that bothers you?

24, Do any of your joints become painful, swoBan, fae! warm, or look rad?

26. Do yout hava any Wstory of juvenile arthritls or connective tissus disbase?

heraby state that, to the best of my knowledge, my answers to the above questions are complste and convsct,

4 o athiots Signature of

Date,

©2010 Amorican Acadeny ol Famlly Physicians, Amarican Acedamy of Podighrizs, Amurican College of Sports Medicino, Amavican Medical Society for Spocts Medicins,
Sockly for Sports Medicing, and Ameiican Osteapathic Acadomy of Sports Madicine. Permisshon ks granted to reprint for oncommascial, sehicationsl purposes with &
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Nameo : Date of birth
Sex Age Grade School Sport(s}

1. Typo of disabitily

2. Dats of disablifty

3, Classification {if avallable)

4. Causp of disabifity (blrth, disuase, accldentirauma, other)

6. List tha sports you ave Interested In playin

R R TR, €N G
(R A

GRS
ro 2 e G AT SR

I B ¢ -
S e T

i

6. Do you regularly usa 8 brace, assistive device, or prosthetic?

7. Do you use any speclal bruce or assistive davice for spoits?

8. Do you bava tnry rashes, prossure sores, of sy other skin problems?

9. Da you have a heasing loss? Do you iso r hearing ald?

10, Do you have a visual impalrment?

11, Do you use oy special devices tor bowed of bladder function?
12, Do you have burnlng or discomfort when urinating?

13. Have you had sufonomic dysrefiexia?

14, tave you ever been disgnosed with a heat-ralated (hypertharmia) or coki-related (ypothermia) finess?
15. Do you have musde spesticity?
16. Do you hava fraquant sefzures that cannat be controfied by medication?

Explain “yes® answars here

Plaasa Indicals it you havo ever tad pny of the foliowing.

Attantaindat Instabliity
X-ray evaluation for stlantoadal Instabifity
Dislocated joints (mare than ono}

E£asy blzseding

Entarged sploen

Hepatitis

(slzopania or osteoporosis

Difficulty controling bowal

Difficulty controlling bladdar

Numbness of tingling n arms or hands
Numbness or tingling in legs or feet
Waaknass |n arms or hands

Weaknass i legs or fest

Recant changa in coordination

Revent changa In abllity to walk

Spina bifida

Latex allergy

Bxplain "yes™ answers here

1 hetaby ctala that, to ths hast of my knowledge, my mawers to the above questions ars complets and carrect,

hute of adhicty Signaties of parenti Date,

£
©2010 American Academy of Famlly Plysicians, American Acsdemy of Peditries, Amarican College of Sponts Medicini, American Medical Sorhly lor Sports Mediine, Amorican Orlfiopaod
Sccisty for Sportsmm‘:%, mdm};rkgns’asloﬁpamm!ny o)gpms m@w Pormission ks grintad to ropriot for noncommerci, educational parposes mm%mmgm%op ‘
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B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS
1. Conslder additional questions e more sansitive lasues
® Do you feel sirsssod out or undec 3 Iot of preasuma?
* Do you sver faed sad, hopeless, depressad, or anxious?
* Uo you feol safa at your home or resldence?
* Hava you ever triod cigarettos, chewing tobacco, snuft, or dip?
* During the pasi 30 days, did you use chewng tobacca, snuff, or dip?
* Do you drink alcohol of use any other druga?
* Have you ever taken enabolic storolds or ised any other performancs supplessant?
® Have you ever taken any supplements to halp you gain or 1osa welght or knprove your pecformance?
* Do you wear s seat bef, use a heimet, and uss condoms?
2 Comilder roviewing questions on cardiovascudar syrmptoms (questions 5-14),

EXAMINATION w3 d i s At Y 30
Height Waight 0 Mels 01 Femake

BP ! { / ) Pulse Vision B 20/ Cometted DY O N
PREDICAL i T T e R e e e R T NORMALT o -~ ABHORMAL FINDINGS "

Appearance )

* Marfan stigmata (kyphoscoliosts, high-arched palate, pectus sxcavatum, arechoodactyly,
& gpan > holght Hypestaxity, (ijopla, MVP, soticInsulfickeacy)

Eyes/enrs/nosa/throat

+ Pupils aquel

* Hearing

Lympt: nodes

Heart*

* Mummurs (auschitation standing, supine, +/- Vaisalva)

«_Location of point of madmal impuiss (PR

Pulsas

+ Simuttaneous femoral and radial pulses
Lungs

Abdomen

Geritaurinary (malas only}

Skin

o HSY, laslons suggestive of MRSA, tinga corpoits
Neurologic®

USCULOSKELETAL. "5 @, o0, b, . v ind oo T
Nack

Back

Shouldar/arm

Elbowfoream

Wristhand/fingers

HipAnlgh

Kneo

Leg/anide

Fooltoes

Functional
= Duck-walk, singls leg hop

Considor ECO, tchozardiogram, and rforral 10 cardiotogy Fir abootmmal candtac hstory o exam,
'we:wmuqmmumtmmmmummm

“Consider cognithe oc bassins iatric tasting i & history of significant concussion.

ooy

O Cleared for all sports without restrivtion
O3 Cleared for ot sports without restriction with recommendations for further evalumtion or treatment for

1 Not cleared
D) Punding further evaluation
£ For any sports
£) For certain sports

feason

Recommendations

| have examined the above-named studant and compieled the prepartitipation physicat evaluation, The athlote does not present apparent elinlcal contralndleations to practice, and
pariielpate in the spori(s) as oullined above, A copy of thé physical exam is on resord In my olfics and can ba mads avallabla lo the school at the request of the pareats, H conditions
arlso atier the athlole has baen cleared for participation, a physican may rezcing the clearance untll the problem fs resolved and the plantia) consaguences are complately sxplalned
to the athists {and parante/puardians), ’

Name of physician, advanced practica nursa (APN), physician assistant (PA} (pritt/type) Date

Address Phone

Signature of physiclan, APN, PA

©2010Amorkcan Acadamy of Family Physiclans, American Acedemy of Podjalrics, Amarican Collaga of Sports Medkcine, American Menkal Soctaly for Sparts Madicine, Ameiitin Orlhopaetfic
Soclely for Sports Medicing, and Amerlcan Osteopalhic Academy of Sports Medlicine. Permission is granted to raprint for nepcommerclal, educational purposes with acknowledgmant.
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name SxOM OF Age
O Claared for all sports without restriction
03 Cloared for all sports without restriction with recommendations for further evaluation or reatment for

Date of birth

O Not cleared
O Pending further evaluation

O For any sports
O For certain sports
Reasor
Recommendations

EMERGENCY INFORMATION
Alergles

Other Information

1 have examined the above~named student and completed the prepanticipation physical evaluation. The athlete does not presant apparent
clinical contraindications to practice and participate In the sport(s) as outfined above, A copy of the physical exam is on record In my office
and can be made available to the schoo! at the request of the parents. i conditions arise afier the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consenuences are tompletely explained to the athlete
{and parents/guardians).

Name of physiclan, advanced praciice nurse (APN), physician assistant (PA) . ’ Date

Address Phone

Signature of physiclan, APN, PA
Complatad Cardlac Assesament Professiona Development Modufs
Date Signalurs,

[

©2010 Anerican Azadormy of Famlly Physiclans, American Academy of Pedisirics, Amercan Collegs of Sperts Medicine, Amarican Medical Socisly for Sports Medicine, American Orthopaetic
Solply for Spoits Mediving, and Amertcan Osteopathic Academy of Sports Medicine. Permission is granted to rspsint fir noncommersial, educational purposss with acknowledgment.
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