" BALDWIN-WHITEHALL SCHOOL DISTRICT

District Administration
4900C Curry Road « Pittsburgh, Pennsylvania 15236-1817
Telephone: 412-884-6300 - FAX: 412-885-7802 « www.bwschools.net

March 2021
Dear Parent/Guardian:
RE: UPDATED HEALTH REQUIREMENTS 2021-2022
. Pennsylvania School Law, Section 1402, mandates physical and dental examinations in certain grades. The state
encourages parents to have the family physician or dentist do the examinations since these doctors are aware of the-

student’s health status and history. Examinations by the family physician or dentist are at the parent’s expense.

If you prefer, the school district’s physician or dentist will provide the appropriate exams during the school year. There is
no charge for the school exam.

Physical Examination Requirement Dental Examination Requirement  Scoliosis Screening
Grades: Kindergarten, 6, and 11 Grades: Kdg., 3 and 7 Grades: 6 and 7

Universal Blood L.ead Level Testing

Effective January 1, 2018 all children are required to have their blood lead level tested prior to entry into
Kindergarten or before they are six years old, whichever is sooner. Proof must be provided.

Pennsylvania Code (28 Pa. Code Ch. 23) requires students to have the following immunizations prior to and while
attending school:

Immunization Requirements — Students will only be admitted with proof of completed immunizations.

¢ Tetanus, Diphtheria, Acellular Pertussis: 4 doses — 1 dose on or after 4™ birthday

* Polio: 4 doses — 4™ dose on or after 4® birthday

* Measles, Mumps, Rubella (MMR): 2 doses before entering Kindergarten

*  Hepatitis B: 3 doses before entering Kindergarten

o Varicella: 2 doses before entering Kindergarten or evidence
: of immunity

e  Meningococcal (MCV): 1 dose before entering 7™ Grade and 12 Grade

» Tetanus/Diphtheria/Acellular Pertussis (Tdap): 1 dose before entering 7" Grade

If record of immunizations is not provided prior to entering school or within the first five (5) days of the school
year, a student WILL be excluded from attending school until 2 medical plan from a doctor is provided.

These requirements allow for the following exceptions: medical reason, religious belief, or philosophical/strong moral or

cthical conviction. Even if your child is exempt from immunization, he or she may be excluded from school during an
outbreak of vaccine preventable disease.

Sincerely,

Randal A. Lutzf E4D.
Superintendent of Schools

An Equal Opportunity Employer



Administration Office: 4900 Curry Hoad - Pittsburgh, Pennsylvania 156236-1817
Telephone: 412-884-6300 « FAX: 412.885-7802 + Website: www.bwschools.net

B Baldwin-Whitehall School District

Baldwin High School J.E. Harrison Education Center  McAnnulty Elementary Whitehall 'Elementary

. 412-885-7500, Ext. 4 412-885-7530, Ext. 4 412.714-2020, Ext. 3 412-885-7525, Ext. 3
Fax: 412-885-6652 Fax: 412-885-6766 Fax: 412-714-2024 Fax: 412-885-7569
HEALTH SERVICES
NAME OF STUDENT: ‘ . GRADE

The school law of Pennsylvania provides for a periodic health and dental examination
along with scoliosis screening of all children who are attending school. Physical
Examinations are required upon entrance to school and in sixth and eleventh grades.
Dental examinations upon entrance to school, third and seventh grades are required.
Scoliosis screening is required in sixth and seventh grades. Tuberculin screening is
requested for students upon original entry into the United States. '

Please check the appropriate answer:

I wish for my family physician to do the exam.
(Kindergarten and Grades 6 and 11)

I wish for my family dentist to do the exam.
(Kindergarten and Grades 3 and 7)

I wish the school personnel to do the physical/dental exam.

My child may be screened for scoliosis in school.

(Grades 7)

PARENT/GURADIAN SIGNATURE

DATE:

HOME PHONE:

WORK PHONE:

An Equal Opportunity Employer
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H311.336 (Rev. %2012)  Page 1 of 4: STUDENT HISTORY

PARENT [ GUARDIAN / STUDENT:

pennsylvama Private or School oo . o
) . plete page one of this form before
DEPARTMENT OF HEALTH PHC};SSISPQL(;LE:EQI\;I.:}:;L‘?N student’s exam. Take completed form to
Bureau of Community Health Systems ‘ ;
Bivislon of Schaol Health appaintmont.
Student's name. Today's date_
Date of birth Age at time of exam Gender: I Male [ Female

Medicines émd Allergles: Please list all prescription and over-the-counter medicines and supplements (herbali’nutrilional) the student is currently taking:

[1 Medicines i1 Pollens

Does the student have any allergies? [T No T Yes (If yes, st specific allergy and reaction.)

O Food : U Stinging Insects.

1 o il E
1. Any ongaing medical conditions? If so, please (dentify;
[ Asthma DAnemm O Diabetes O Infaction

* Other,

Evar stayed mora than one night in the hosp%ial?

Evei had surgery?

Ever had & seizura?

R Bt i

Had & history of béing born without or is missing & kidney. an e_ve a
testicle (males), spleen, or any other organ?

6. Ever bacome ill while exarcising in the heat?

exércislng?
e b

8. Had haadachaes with exerntse?

9. Bver had a head injury or concussion?

10, Evar had a hit or blow 16 the head that caused confusion, prolonged
haadache, or memory-problems?

11. Ever had numbness, tingling, or weakness in his/her arms or legs
after baing hit or falling?

12 Ever baan unable io move arms or legs after balng hit or falllng?

3 MNoticed or been told he/she has a curved spine or scollosis?

4 Hed any rj_roblem with his/her ayas {vision) or had a history of an
aye injury?

B EVSI‘ tsed an inhalar or taken asthma medlcine?

7. Bver had the doctor say hefshe hais & heart problem? If 50, check

all that apply: £1 Heart murmur or heart infection
£ High blood pressure O Kawasakl disease
L1 High cholesterol & Othar;

'| 18 Baen told by the doctor to have a heart test? (For exampls,
ECG/EKG, schocardiogram)?

"19, Had a cough, wheezs, difficully breathing, shortness of breath or
feit lightheaded nURING oF AFTER exercisa?

) Had discomfort, paln, tightness or chest pressure during exerciae?

2, Felt histhar heart race or skip beats durlng exerclse?

2. Had & broken or fractured bone, stresa fracturd, or dislocated joint?

23 Had an injury to a muscle, ligament, or tendon?

Complete the foliowmg section with a check mark in the YES or NO co!umn, circle questlons you do not know thn answer to.

2 Had groin pain or a painful bulgs or hernla in the groin area?

%0, Had a history of urinary tract Infactions or bedwetting?

31 FEMALES ONLY: Had a menstrual perlod? OYes [No.
If yes: At what age was her first menstrual pariod?
' How many periods has she had in the last 12 menths?
Date of last perlod;

. 32 Has the student had any pain or probiams with hIs.fher gumsortesth?

33. Name of siudent's dentist:

34. Been tald he/she has a leaming disability, intellectual or ]
developmental disabillty, cognitive delay, ADD/ADHD, ete.?

Last demal visit: L1 less than 1 year EI 1-2 years I:] greater than 2 year:

35. Baen bulflad or experienced bullying behaviar?

36. Exparienced major grief, trauma, or other significant |ife svent?

37. Exhibited significant changes in behavier, saclal relaildnshlps,
grades, eating or sleeping habits; withdrawn from family or friends ?

38, Been worrled, sad, upset, or angry much of the tima?

38, Bhown a general [oss of enargy, motivation, Interest or enthusiasm?

40. Had concerris about weight; been trying to gain or lose welght or
racaived a recommendatlon to gain or lose welght?

4

lcohol, or drugs?

42. |s there: & family history of the following? 1f so, cheack all lhat apply:

s

selzures, or experlenced a near drowning?

E] Anemia/blood disordars 1 Inherited diseasefsyndrome
[1 Asthma/lung problems [} Kldnay problems '
[ Behavioral health issue E1 Seizure disorder
L1 Diabetes [ Sickle call trait or dsease
Other,

43, Is there a family history of any of the following heart-related
problams? If s, check all that apply: )
| Brugada syndroma [1 QT syndrome
O Cardiomyapathy O Marfan syndrome
3 High blood pressure [ Ventricular tachycardla
O High cholesterol O Other__

44, Has any family member had unexplained fainting, unexplaned

. Had an injury that required a brace, cast, crutches, or orthotics?

2%, Neadad an x-ray, MRI, CT scan, injection, or physical therapy
following an injury?

2. Had joints that bacoma palnful, swollen, fael wan‘n. of look red?

2. Ha any rashas, pressure sores. or other skin prnblems?

2. Evar had herpes or a MRSA skin infectlon?

45, Has any family member / refative died of heart problems hsfore age
50 or had an unexpected / unexplained sudden death before age
50 (Includes drowning, unexplained car accidents, suddas infant

48, ‘Ara there any questions or concems that the atudent parant ar
guardian would like to discuss with the health care provider? (If
yes, writs them on page 4 of this form.)

I hereby certify that to the best of my knowledge all of the information is true and complete, | give my consent for an exchange of
health information between the school nurse and health care providers.

Sig natufe of parent / guardian / emancipated student

Date

Adapted in part from the Pro-participation Physical Evalustion History Fornr, ©2010 American Aéademy of Family Physiclans, American Academy of Pedigrics, American College of
Sporis Mediclne, American Medical Soclety for Sports Medicine, American Orthopaedic Soclety for Sports Mediclng, and American Ostaopathic Academy of Sports Madicine.



" Page'2 of 4. PHYSICAL EXAM

CHEGK ONE

Physlcal exarm for grade: _ ‘ 7 g .
*ABNORMAL FINDINGS / RECOMMENDATIONS / REFERRALS

NORMAL,
*ABNORMAL
DEFER

kil el 110 oOther
0 ,
Helght:  { ) Inches
Weight:  { } pounds
ML ( )
BMI-for-Age Percenfile; ( ) %
F.’ulsé: ( . }
Blood Pressure: ( ! )
Hair/Scalp
Skin
EyésNision Corrected []
EérslHearing

Nose and Thrbat

Teeth and Ginglva

Lymph Glands

Heart

Lungs

Aﬁdomen

Genitourinary

Neuromuscular System

Extremitias

Spine (Scoliosls)

Other

Parent/guardian presant during exam: Yes [ No ]
Physical exam performed at: Personal Health Care Provider's Offlce [1 School 1 bate of
axam, 20 .

Print name of examiner

Print examiner’s office address. Phone

Signature of examiner, MDD O . DO PAC O CRNP ]



Page 1 of 2

- Allegheny County Health Department |
Lead Testing Record

To be filled out by parent or guardian

Student first and last name: |

Bithdate:  ~ /  /

Address: - City:

State: PA Zipcode: -

Parent or guardian name:

To be filled out by health care provider

Date of most recent lead test: { /

X

Signature (PLEASE CIRCLE - physician, certified reglstered nurse practitioner, phys:man
assistant, health’ department staff)

Date: /- /

If exemption is requested, please fill out back of form.

Other acceptable proof of testing: any written statement by the child’s health care provider.




Page 20f2 _ Complete only if exemption is requested

Allegh_eny Coilnty Health Depé_\rtmeht
Statement of Exemption to _Lead_Tesfing Régulation

To be filled out by parent or guardian

Student first and last name:

Birthdate: / /

Address: - y City:

State: PA  Zip code: .

Parent or guardian name:.

Religious or Strong Morall Ethical Conviction Exempion

State your reason/s for re'quésting this exemption (required):

Signed ‘ : ' " Date / ]
(Parent or guardian)

To be filled out by heaith care provider

Medical Exemption

The physical condition of the above-named child is such that blood lead testing méy be
detrimental to his/her health.

Signed | Date [
(Physician) '




H514.027

COMMONWEALTH OF PENNSYLVANIA

_ 'DEPARTMENT OF HEALTH
. PRIVATE DENTIST REPORT
OF DENTAL EXAMINATION OF A PUPIL OF SCHOOL AGE
NAME OF SCHOOL DATE 20
NAME OF CHILD AGE SEX GRADE- | SECTION/ROOM
M| 1
Last First Middle M F
- ADDRESS
No. and Straet City or Post Office Borough or Township County State- Zip
REPORT OF EXAMINATION |
TOOTH CHART
RIGHT LEFT
1234|5678l al10]1|12]13]1a]1]16
UPPER Blc| o lelFrlag|uli|.y ‘ Upper
@2 | a1 |30 | 29 | 28 | 27 | 28 | 25 | 24 | 23 | 22 | 21 | 20 | 18 | 18 | 97
LOWER Tis|RrR|a|P|lo|N|M|L]|K Lower
UFPER . Upper
LOWER Lower
is The Child Under Treatment Yes [] No [
Treatment Completed Yes [} No I

Date of Dental Examination

Signature of Dental Examiner

Address

Print Name of Dental Exarhiner



