PHYSICAL EXAMINATION REQUIREMENTS , pege 1 of2
Health Services Department )

Superior Public Schools

"Tne Board of Education shali requlre evidence of a physical examinafion by a physiclan, physician assistant, or an advanced practice registerad nurse
within six months prior 1o the ertrance of a child into the beginner grade and the seventh grads, or In the casa of a transfer from out-of-state to any
other grade of the local schoal; provided no such examination shall be required of any child whase parent or guardian shall abject thersto inwriting," A
complete visual svaluation Is required at the entry grade (kindergarten, or grade of transfar from out of state). A vision professional may also complets
the raquired visual evaluation, Walver forms are available in sach school health office, School Law 79-214 (3), Physlcal axaminations are recommended

at the third and terth grade In addition to the required examinations.

Each student participating in intarschalastic athlatics Is required to have a complete physical examination (Nebraska Schoo! Activities Association
requirement} ta be glven afier May 1 of each year. This certifies that the athlete is qualified for the entira school year, May 1 through the following closing

day of sehaal, or the current scheol year.
Far participation in intsrscholastlc athletics, please complete other side.

Name School Crade
Address Zip Age sex M OF
Physician
PHYSICAL FINDINGS
Height Walght -
Blood Prossiire Pulse :?)ED::?L. Normal Abnermal Findings
) . . pearan
Urinalysis Eyes/aars/noseithroat H
Hamoglobin/Het Lead Tymph nodes u
Audiometric Screening Repoit, if given Heart {note murmir 1F present] =
500 1000 2000 4000 Pulses (inc. Femaral)
RE Lungs N
LE ' Abdomen
: ) ) Skin
Immunlzatlons given during today's visit: e "
MUSCULOSKELETAL
Cote Otdap [Td Opolie [CIMMR  CHie Mook
OHeps varicetia  [other (iist) Spine
(Please attach copy of immunization record on fils) Shouldat/arm Cl
Significant findings/Chronic Heslth Problems {please review heaith history) Wristhand
Elbow/forearm
PASS FAIL RECOMMEND FURTHER Hip/thigh
EVALUATION fsee comments below) | _Knea
Anblyepla l.ag/ankle 0
Strabismua Foot
Internal Eye Health " .
Extornal Eye Heslth Evtdence of Scoliosis no_ L 1vyes
Vistial Aculty Evidence of Harnla L1 1o ,..E yas
Stgmata of Marfan's Syngrome L ng yas

20feat: Right 20/ Laft 20/ Bwith H without glasses
16 Inches: Right 20/ Laft 20/ with without glasses

Required medication on a dally or episadic routine

Please check classification
CJRegular:  Student may participate in the regular program of physical education, recraation, intramurals, athletics or related activities without undue

Fak or Injury.

[:]Aclapted: Student has a condition which might risk sustaining injury from particlpation In the regular program or needs a spacial adapted program
as Indicated by the consulting physlcian, Resxamine each year.

CJExempt: Student has a severe handicap which might risk sustaining injury from participation in the regular or adaptad programs. These students
shauld be re-examined for possible reclassification at the erd of the exemption period.

Please check certification
[ ICertified: Student has passed the physical examination successfully and is physically able to participate in interscholastic athletics.

Activites student should not participate In
Recommendations:

Your signature below indicates completion of physical exam and review of health history.

Date Signed . M.D.

Examining Physiclan (Signsture Required)

Clinic/Practice Name {please print}
Physlclan Addrass ! Physiclan Phone

Aaturn to School Health Office




DENTAL EXAMINATION

Is oral hygiene adequate? Number of fillings present:

Number of restorations needed: Date(s) restorations to be completed:
Recommendations:

Signature DDS Date:

SCHOOL VISION EVALUATION

This form may be utilized by a Vision Specialist
A School Vision Evaluation is required within six months prior to entering Nebraska Schools for the first time
(Kindergarten or student transferring from Out of State).

Name: ' Date:

Student Status {check one): Beginner Grade _ Transfer from Out of State

Required Tests*

Pass Fail

Amblyopia a a

Strabismus o O

Internat Eye Health O o O

External Eye Health 0 a

Visual Acuity .
Right eye @ distance (20 ft.): 20/ aided/unaided
Left eye @ distance (20 ft.): 20/ aided/unaided
Right eye @ near (16 in.): 20/ aided/unaided
Left eye @ near (16in.): 20/ aided/unaided

*A vision evaluation consisting of these required tests meets the legal requirements for the State of "
Nebraska but is not a complete eye examination such as most eye doctors perform

COMMENTS/RECOMMENDATIONS:

Evaluation performed by

_ (Signature) '
Office Phone Number: Date:

03/10




