ST. JOSEPH REGIONAL ELEMENTARY SCHOOL

133 N. THIRD STREET

HAMMONTON, NJ

609-704-2400

TO:

ELEMENTARY PARENTS

FROM:
SR. BETTY JEAN TAKACS, M.P.F.

RE:

PHYSICALS

Kindly be advised that physicals are necessary for:

a. all new students of any grade

b. students entering Grades K, 5 and 7 for the upcoming school year
c. students of Grades K-3 and students who do not plan to participate in school sports may use the regular school physical form available in the school office and in the new student registration packets.
d. students of Grades 4-8 who plan to participate in a definite school sport (including cheerleading) must complete the Pre-Participation Physical Evaluation form, Health History Update Questionnaire, Sudden Cardiac Death Sign Off sheet and the Concussion and Head Injury Fact Sheet (located on the school website).
Please forward these physicals, if you have not already done so, by

August 28, 2015 to:



Attention:
Sr. Betty Jean Takacs, M.P.F.





St. Joseph Regional Elementary School





133 North Third Street





Hammonton, NJ  08037

Many thanks!

ST. JOSEPH REGIONAL ELEMENTARY SCHOOL

This form is required by St. Joseph School before any student can attend school or participate in sports.

This form may be duplicated.

NAME: _____________________________________________________

DATE:
_________________

SCHOOL: ____________________________________________________
GRADE: _______________

AGE: _____________________  DATE OF BIRTH: ______________________
SEX: __________________

FAMILY PHYSICIAN INFORMATION:

NAME:    ______________________________________________________

ADDRESS: ____________________________________________________ PHONE ___________________

HEALTH HISTORY BY PARENT OR GUARDIAN:





Yes

No





Yes

No

Chronic/Recurrent Illness?

_____

_____
Problems with Blood Pressure

*Hospitalization?


_____

_____

Heart or Murmurs?

_____

_____

*Surgery Other Than Tonsils?
_____

_____
Hernia?




_____

_____

Injuries Treated by Physician?
_____

_____
Recurrent Skin Disease?


_____

_____

*Organs Missing?

_____

_____
Problems with Liver, Spleen, Kidney?
_____

_____

Heat Exhaustion/Stroke?

_____

_____
Bone/Joint Injury?


_____

_____

Dizziness, Fainting, Convulsion



Sprain/Dislocation/Break?


_____

_____


Headaches and/or Fatigue
_____

_____
Injury that Caused a Missed

*Knocked Out?


_____

_____

Practice/Event


_____

_____

*Concussion?


_____

_____
Allergy to Medications/Insect Bites?
_____

_____

Wears Glasses or Contacts?
_____

_____
Asthma and/or Hives?


_____

_____

Hearing Defects?


_____

_____
History of Family Members Having

Dental Appliance-Bridge/Braces/




Sudden Death?


_____

_____


Cap/Plate?

_____

_____
*Other?




_____

_____

Cough/Pain


_____

_____
Tetanus Booster in the Last 10 Years?
_____

_____

Name of Current Medication and Reason __________________________________________________________________

*Please Explain: __________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Parent/Guardian Notes: ___________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

In case of injury, I hereby give my consent for medical treatment by the attending emergency physician.

Parent’s Signature ___________________________________________________Date ___________________

Nurse’s Notes ______________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

REVERSE SIDE MUST BE COMPLETED BY PHYSICIAN

Physical Examination by Physician:

Date of Exam: _____________________
Vitals:
Height _____________  Weight ______________  BP _______________  Scoliosis ______________





Normal
Abnormal




Normal
Abnormal

1. General


_____

_____

7. Heart


_____

_____

2. Head


_____

_____

8. Abdomen


_____

_____

3. Eyes



_____

_____

9. Male Genitalia

_____

_____

4. Ear, Nose, Throat

_____

_____

10. Skin


_____

_____

5. Neurological

_____

_____

11. Extremities

_____

_____

6. Chest


_____

_____

12. Muscular/Skeletal

_____

_____

Summary of Comments: ____________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Sports Participation Approved:

Yes __________
No __________

Physician’s Signature: ___________________________________________

