
BERNARDS TOWNSHIP PUBLIC SCHOOLS 
HEALTH HISTORY 

(To be completed by Parent(s)/Guardian) 

 
Student Name:__________________________________________________________ 

Last                                                                 First 

Please review the conditions listed below and indicate any that apply with a check ( √  ) Provide further information in the comment 
section, as to medications for the condition, healthcare provider, last episode, symptoms etc.  For all checked items. 

 
√ CONDITION COMMENTS 

  
√ 

 
CONDITION 

 
COMMENTS 

 
 ADD/ADHD    Hearing Problem  

 Allergies    Heart Problem  

        Food    Hepatitis  

        Medication    Hypertension  

        Bee Sting    Kidney/Urinary Problem  

        Environmental    Leukemia  

        Anaphylactic Reaction    Lyme Disease  

        Latex    Mononucleosis  

 Anemia    Neuromuscular Disease  

 Asthma / Bronchitis    Orthopedic Problem  

 Bowel Problem    Operations / Conditions requiring 
hospitalization 

 

 Cancer    Rheumatic Fever  

 Chicken Pox    Scoliosis  

 Chronic / Recurrent Illness    Sickle Cell Anemia  

 Convulsions/Seizures    Skin Condition  

 Diabetes    Speech Communication Problem  

 Ear Infections    Strep Infections  

 Eating Disorders    Sustained illness past 3 months  

 Emotional / Psychiatric Problems    Substance Abuse (alcohol, drugs)  

 Fainting    Toothache, Dental problem  

 Fracture / Dislocation / Sprain    Tumor  

 Frequent colds/sore throat    Vision Problem  

 Frequent Headaches      

 Frequent stomach aches      

 
List any other concerns you may have about your child’s health, development, learning, behavior or home 
situation, which might affect their performance__________________________________________________ 
 
Parent/Guardian Signature:________________________________________  Date: ________ / ________ / _______ 



 
BERNARDS TOWNSHIP PUBLIC SCHOOLS  

NURSE’S OFFICE 

Health Related Entrance Requirements 

Student Name:________________________________________ Date of Birth: ________/________/________ Sex: __________    
                                  Last                  First 
Father’s Name:______________________________________   Mother’s Name :_______________________________________ 

Address:_____________________________________________________________  Phone Number:________________________ 

Place of Birth:________________________________   Entering School From:_________________________________________ 
                                     City  /  State  /  Country 
Siblings:  Name _____________________________Age:______  Name: __________________________________Age:_________ 

  Name _____________________________Age:_______ Name: __________________________________Age:_________ 

 
Failure to provide your school nurse with acceptable documentation pertaining to these entrance requirements will 
prevent your child from entering school. 

ENTRANCE REQUIREMENTS 
Physical examination completed between September 1 of the year your child is entering school and September 1 of the previous year. 

Immunizations  
DTP (Diphtheria, Tetanus Toxoid and Pertussis) 

Age 1-6 years - 4 doses, with one dose given on or after the fourth birthday, OR any 5 doses 
                               Age 7 or Older - 3 doses of Td or a combination of DTP, DtaP, and Td. 

Poliovirus Vaccine 
Age 1 – 6 years - 3 doses, with one dose given on or after the 4th birthday, OR any 4 doses 
Age 7 – 17 years - 3 doses, either OPV or IPV separately or in combination 

 Measles 
2 doses of a measles containing vaccine. First dose given on or after the first birthday  (If before first birthday reimmunization is 
required). Intervals between first and second measles/MMR/MR cannot be less than one month.  Laboratory evidence of 
immunity is also acceptable.  

Rubella 
1 dose OR laboratory evidence of immunity.  First dose given on or after the first birthday.  (If before first birthday  
reimmunization is required). 

Mumps  
 1 dose OR laboratory evidence of immunity. First dose given on or after the first birthday.  (If before first birthday  
reimmunization is required). 

Hepatitis B Virus Vaccine 
3 doses (age 1- 15)  OR 2 doses Adult Formulation (age 11- 15)  OR laboratory evidence of immunity. 

 Varicella (Chicken Pox) Vaccine 
  1 dose given on or after their first birthday. 

Mantoux Test (PPD) Students from another state transferring into grades K-5 must provide proof of a PPD administered at age 4 or  
after.   Students transferring from another state into grades 6-12 must provide proof of a PPD administered within the previous  
six months of admission.  Students in all grades entering the Bernards Township School District from another country must  
provide proof of a PPD administered within the previous six months of admission.                          

 
Medication Policy 

Bernards Township Public Schools Policy 5330 requires that any medication including over the counter medications (except Tylenol, if approved in 
writing on the emergency card) requires a completed Request to Administer Medication Form that contains the following information: 
 Parental Permission 
 Physician’s Order- Diagnosis, Medication, Dosage, Route, Time, Side Effects, Length of treatment, Activity restrictions 
 Medication must be delivered in the original labeled bottle to the school nurse by parent/guardian.   Students may not bring medications to 

school on  their person or in his/her backpack. 
 
I am in receipt of information regarding the registration requirements and medication policy.  ______________________________ 
                           Parent / Guardian Signature 
Registration packet provided by:_____________________________________________      _____ / _____ / _____ 

Signature of school representative 
  



Grade Entering:_________ 

Bernards Township Public Schools 
Physical Examination 

(To be completed by Physician) 
 

Student Name:________________________________________________  Date of Birth: ________  / _________  / ________ 
 
Vaccine Type MO/ DAY /YR MO/ DAY/ YR MO/ DAY/ YR MO/ DAY/ YR MO/ DAY/ YR MO/ DAY/ YR 
Diptheria, Tetanus, Pertussis 
(Please Specify Type, Td, DT        
Polio- (Please Indicate) 
 

IPV / OPV IPV / OPV IPV / OPV IPV / OPV IPV / OPV IPV / OPV 

Measles, Mumps, Rubella -
MMR       
Measles    Measles 

Serology 
Date: Titer: 

Rubella    Rubella 
Serology 

Date: Titer: 

Mumps    Mumps 
Serology 

Date: Titer: 

Haemophilus B (HIB)       

Hepatitis B      
      3 Dose    or   2 Dose 

   Hepatitis 
Serology 

Date: Titer: 

Varivax  Prevnar  Other   

Mantoux TB Test Date Given: ______/______ /_____     Date Read: ______/______ /______  Result: ______MM 

 
DATE OF EXAM:  ______ / ________ / ________       Ht:____________    Wt: ___________    B/P: ___________ 

Allergies:_______________________________________ Medications:____________________________________ 

Significant Medical / Surgical History:______________________________________________________________ 

Vision (without glasses):  Rt.: 20 / ________ Lt.:  20 / _________                Hearing :  Rt.:________  Lt.:_________ 

 Normal Abnormal Comments  Normal Abnormal Comments 

Ears (otoscopic)    Genito-Urinary    
Eyes    Orthopedic    
Lymph Glands    Structural    
Thyroid    Posture    
Nose    Feet    
Throat     Skin    
Teeth / Mouth    Nutrition    
Heart     Nervous System    
Lungs    Speech    
Abdomen    Other    
Hernia    General 

A
   

           
Any Limitations To:              Classroom Activities    Yes_____  No_____       Comments_______________________________    

       Physical Education       Yes_____  No_____       Comments ______________________________ 

                    Competitive Athletics  Yes______ No_____         Comments ______________________________ 

Give details of Management of Significant Illnesses:____________________________________________________________  

   
                 STAMP    
(MUST BE PRESENT FOR THIS TO BE VALID) 

 
     Examining Practitioner:_____________________________________________ 

 
Physical Examination Form 9/03 
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