OOE POLICY #45

ATTACHMENT 5

New Jersey Department of Children and Families or
Department of Human Services
(Name and Address of Education Program)
Education Supervisor: _____________________________________
Telephone: _________________________________ 
Fax: ________________________________________
Medical Examination Report 

New Jersey Law (18A:40A-12) requires the immediate (within 24 hours) medical examination of any student thought to be under the influence of alcohol and/or dangerous substances.  This medical examination must be performed by a physician licensed to practice medicine or osteopathy.  The purpose of this medical examination is to provide appropriate health care for the student and to determine whether the student is under the influence of alcohol or other drugs, other than anabolic steroids. (N.J.A.C. 6A:16-4.3).  

Upon completion, please provide a copy of this Report to the student’s parent/guardian and to the above-named Education Supervisor (or to the school staff person, if present). 
Examination Statement

I have examined:  _______________________________________________ on _______________________ .
(Name of Student) 




(Date of Exam)

I have also obtained a urine specimen under direct supervision for a complete Urine Drug Screen (UDS), including alcohol and a full drug spectrum.  The UDS will include an original lab-certified result and a statement that chain of custody protocol was established and performed.
The following recommendations are being made:

 FORMCHECKBOX 

Urine Drug Screen results are attached.  Student may return to school.
 FORMCHECKBOX 

Urine Drug Screen results are attached.  Student may not return to school.

 FORMCHECKBOX 

Urine Drug Screen results will be furnished when available.  Student may return to school pending results of the UDS. 

 FORMCHECKBOX 

Urine Drug Screen results will be furnished when available.  Student may not return to school; Student may be under the influence of alcohol and/or other drugs that interfere with his/her mental or physical ability to perform in school. 

Other results of the assessment performed today:___________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________      _____________________________________________ 
(Signature of Physician)





 (Date)


Please Print or Type: 
Physician’s Name:

Address: 



Telephone:






















