OOE POLICY # 36

ATTACHMENT 6

New Jersey Department of Children and Families (DCF)
Office of Education

DCF Regional School, __________________ Campus
ADMISSION MEDICAL EXAMINATION FORM

Name:_____________________________________    DOB:

Gender:____________________________  Date of Exam:

Diagnosis:
Primary Diagnosis:



Secondary Diagnosis:

HISTORY:

1.
Please indicate the etiology of any developmental delay:

2.
Indicate any past communicable diseases/serious illnesses:

3.
Previous hospitalizations/surgery:

4.
Required Immunizations:

	VACCINE
	1ST DOSE
	2ND DOSE
	3RD DOSE
	4TH DOSE
	5TH DOSE

	Diphtheria, Tetanus, Pertussis (DTP)
	
	
	
	
	

	Polio
	
	
	
	
	

	Measles
	
	
	
	
	

	Rubella
	
	
	
	
	

	Mumps
	
	
	
	
	

	HIB
	
	
	
	
	

	Hepatitis B
	
	
	
	
	

	Varicella (Chicken Pox)
	
	
	
	
	

	Pneumococcal Conjugate
	
	
	
	
	

	Influenza
	
	
	
	
	

	Meningococcal
	
	
	
	
	


REQUIRED TEST:  (only when highlighted)
Mantoux Test____  or chest x-ray____    Result____________  Date_________

OTHER CURRENT MEDICAL CONDITIONS/NEEDS:

1.
Seizures:  ____Yes
____No   

Frequency and Type:

2.
Special Dietary Needs: 
____Yes    ____No    Attach prescriptions

Dysphagia:   ___Yes    ___No  

Recommended food and liquid consistency:

3.
Allergies, sensitivities (food, drugs, other):

4.
Other, please specify:

MEDICATION:


Name:
   Name:


Dosage:
   Dosage:


Frequency:
   Frequency:


Name:
   Name:


Dosage:
   Dosage:


Frequency:
   Frequency:

CLINICAL EXAMINATION:

1.
Height__________          Weight__________          Pulse__________


Resp.__________           B.P.____________          Temp.__________
2.
Head_______________________________________________________

3.
Sensory (Indicate any impairment and extent)


Eyes     Vision    (glasses, etc.)


Hearing  (aids, etc.)

4.
Nose

5.
Oralpharyngeal

6.
Tonsils/Adenoids   

7.
Teeth and Gums

8.
Neck

9.
Breast and Axillae

10.
Respiratory System

11.
Cardiovascular System

12.
Gastro-Intestinal System

13.
Genito-Urinary System

14.
Muscular/Skeletal System


If orthotics are recommended, please attach prescription:


Scoliosis:   ____Yes    ____No   


Are there any conditions which would prevent this student from standing or weightbearing?   ____Yes    ____No  

If yes, please explain:

15.
Neurological System

ADDITIONAL INFORMATION:

Please indicate any limitations/restrictions regarding physical activities, positioning, physical therapy, occupational therapy:

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Please attach prescriptions for each medication, special diet, adaptive device(s), etc.  Any medication to be administered in school requires a separate prescription.  The prescription must state student’s name, medication, dosage, time of administration, and route of administration.


Physician’s Signature:_________________________________
PLEASE PRINT OR TYPE CLEARLY

Physician’s Name:_________________________
Date:_________________

Address: ___________________________    Phone: (______)______________


___________________________
PLEASE RETURN COMPLETED FORM TO:

Name:

Address:_____________________________
City:

State:_______________________________
Zip:
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1

