Lakeview Elementarty

111 N. Chabal Street, Solon, [owa 52333
www.solon.k12.ia.us » (319) 624-3401 « fax (319) 624-4176

Solon Community Schools Pre-Kindergarten Physical Form

Name: Parent:
Age: ___ Date of Birth: Sex:
Height: Weight:
Bloaod Pressure: Allergies:
For the following , = normal; describe impairments
Skin: Bars:
Eyes:; Nose/Throat/Tonsils:
Lungs: Heart:
Abdomen: Genitalia:
Bowel Pattem: -3 Urination:
Extremities: Reflexes:
Coordination: Balance:
Did you recommend a referral? (ENT, Eye, Ortho, Urology, ect.) Yes_ No__
If yes, whatkind?

Recommendations and Comments:

Iowa code section 135.39D establishes a vision screening requirement for all children enrolled In a

pubtic elementary school.

Vision Screening: right eye left eye both eyes

House File 158 of lowa Law mandates that each child be screened for lead levels before entering
Kindergarten. Was this child tested for lead? Yes oa No

Date of screening(s) Screening Clinic

Does this child have an Iowa Department of Public Health knmunization filled out and up to date?

Yes_  No__ Ifno, explain:
*Please send a completed copy of immunizations with the child for Kindergarten enroliment

Signature: Date: (Physician,

Physician's Assistant, or Nurse Practitioner)
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IMMUNIZATION REQUIREMENTS

Appiicants enrolled or allempling lo ensoll shall have received Ihe foltowing vaccines in accordance wilh the doses and aga requirements istad balow, I, at any time, the ege of the child is

betwesn the lisled ages, the chitd must have received the number of doges in the “Tolal Doses Required” column,
Institution Age Vaccine ____Total Doses Required pr—
Lessthan4 | This Is nol a recommendad adminisiraion schedule, bul contalns the minimum requirements for partidpation in ficensed child care. Rouline vaccination
months of age ns at 2 months of age.
| Diphtheria/TelanusPerussis | 1 dose e
fmonths  [pali ) 1dose _
months of age. | Heemophius infsnzae tpo B | 1 dose s s, = w e
Pneumococeal 1 dose
| Diphtheria/Telanus/Partussis | 2 doses ===
N 2 doses ] :
mﬁ?o‘[ [} MMWB 2dneas SS——
28° [ Pneumoooceal 2 doses
_DiphthertaTetanus/Pertussis 3 doses
Zmons |- gdmes; or SR
"gﬁ?:fm otk e e 6 dose received when the applicant is 15 months of &ge or older.
* 3 dosas if the applicant seceived 1 or 2 doses before 12 months of age; or

Paeumococca! _ 2dcsesi!a 1t has not received an) reuiousdosesors:ved1doseonanar12mmlhs fa

Polio : | 3doses : S
3 doses, with the final dosa in the szrias recelved on o after 12 months of age, or 1 dose receivad when the applicantis 15
haonmpl;nf_krs infvenzee WB months of age or okder.

19 months 4 dosas; or
through 23 Pneumococcal 3 dosas if the applicant received 1 or 2 doses bafore 12 months of age; or
months of age 2 doses If the applicant has not received any previous doses or has recelved 1 dose on or after 12 months of age.
Meas glial 1 dose of measlesiiubefla-contalning vaccine received on or afier 12 months of age; or the applicant demonstrates a
losRub | positiva antibody test for measles and rubelta from a U.S. laboratory. :
Varicalla 1 dese received on or after 12 monlhs of age if the applicant was borm on or after Seplember 15, 1337, unless the appiicani
has had a reliable history of natural disease,

DiphtheriaTetanus/Pertussis 4 dogss
Polio . ; 3 doses

e 3 doses, with the final dose in lhe series recelved on or after 12 months of age; or 1 dose recelved when the applicant is 15
| haemophiusinfuenzae 49 B | monthg of age or oder. Hib vacgineis notindicaled for parsons 60 months of age o oider.
4 doses if the applicant received 3 doses before 12 months of age; or
24 months 3 doses if e applicant received 2 doses befora 12 months of age; or
S8 oldar Pneumococeal 2 doses if the applicant received 1 dose before 12 months of age or received 1 dose between 12 and 23 menths of age; or
1 dose if no doses had been received prior to 24 months of age.
i Pneumococcal vaceing is not indicated for persons 60 months of age or older.
Measles/Ruballa? 1 dose of measles/ubella-containing vaccing received on or afler 12 months of age; or the applicant demonsirates a
Sy __| peaitive antitody test for measles and rubella from a U.S. laboratory, o
1 dose received on of after 12 months of age if the applicent was bon on or after Seplember 15, 1997, unless the applicant

Vericslia hos hadarwablewol nakural disease.
3 doses, with at least 1 dose of diphtheriaftetanus/pertussis-confaining vaccing received on or sfler 4 years of age if the

spplicant was born on or before Seplamber 15, 20002; or

4 doses, with at lsasl 1 dose of diphtheriafetenus/pertussis-conalning vaccing receved an of after 4 years of aga if the
DiphihariafTelanus/ applicant was botn afier Seplember 15, 2000, but befora September 15, 20032 or

Pertussis4 5 § doses with at least 1 dose of diphtheriaftelanus/pertussis-containing vaccine received on or after 4 yoars of age if the
applicant was bom on or altar Seplember 15, 2003% 3, and

1 time dose of letanus/ diphtheriafacellular pertussis-containing vaccine (Tdap) for applicants in grades 7 and above, if bom
on or after September 15, 2000; regardless of the interval since the |ast istansifiphtheria containing vaccine.

3 doses, with at least 1 dose received on of afler 4 years of age if [he applicant was born on or before Seplember 15, 2003,

Licensed Child Care Center

4 years of age

andoider | Polio” x
. 4 doses, with at least 1 dosa recaived on or after 4 years of age if the applicant was bom after Seplsmber 15, 20039
2 doses of measles/fubella-containing vaccine; the first dosa shalt have been received on or after 12 months of age; the
Measles/Rubellal second dose shall have besn received no less than 28 days after the first dose; of the applicant demonsirates a posilive
_ antdody test for measles and rubslla from a U.S. laboratory. .
Hepatilis B i 3 doses if the appicant was bom on or aftar July 1, 1994,

1 dose received on or afler 12 months of age ifthe applicant was bom on or afler September 15, 1997, bul bora before
ia Septamber 15, 2003, unfass the applicant has had a refiable history of nalural disease; or
Varice 2 doses received on of after 12 months of age if the applicant was bom on or after September 15, 2003, unlsss the

applicanthas a refiable history of natural disease.?

Elementary or Secondary
School (K-12)

¥ Mumps vecciae may be inchuded in measiesiubela -contzining vaccins,

# DToP is notindicated orparsons 7 years of age or alder, thereiore, a tetanus-and diphtheia-containing vaccing should be used,

¥ The 5™ dose of DTaP ks netnacessary if th 4* dose was adminislersd on ar after 4 yaars of ae.

4 Applicants 7 frouh 18 years of age who received thel 1% dosa of diphherdattanus/perlussis-contining vaccine bafore 12 months of age should recelve 9 lotal of 4 doses, with ona of those doses sdminfslered on or aler 4 yoars
ofage

5 Apphcants. T through 18 yasrs of ags who recelved Biedr 14 dose of diphtheraetanusipertussis-containing veocing at 12 monihs of age o older shoukd recelve  total of 3 doses, with one-of those doses administered on or afer 4
yoats of aga.

4 M an applicent recelved an oll-inactivaled pollovius (IPV) or all-oral pokcvines (OPV) series, a 4* dosa i3 notnecassary Hf e 39 dose was administered on or after 4 years of ege.

! Itbath OPY and IPV were admintslered a5 part of the seriss, & total of 4 dosea are required, regardiass of Bva applicant's curren] age.

¥ Adeinister 2 dosas of varicatta vaccing, atleast 3 mon®is aper, to eppicants less fhan 13 years of age. Do mol ropzat the 2+ dose if adminisiered 29 days or greater from the 1¢ dose. Adminkster 2 doses of vadcalla vaccine lo
snnlicants 17 wadre nf 9 ar alder of laacl 4 wesbe anart The evinimaim Inensol habason tha $4 and 2 dnao afusiealla tr s annticant 17 vaare Af ane ar nddor fe 28 dave



lowa Department of Public Heaith
Promoting and Protecting the Health of lowans

Thomas Newton, MPP, REHS Chester J, Culver Patty Judge
Director Governor Lt. Governor

BLOOD LEAD TESTING REQUIRED BEFORE SCHOOL ENTRY
Do lowa children need to have a blood lead test before they start kindergarten?
Yes, beginning in the fall of 2008, all lowa children must have proof of

a blood lead test before starting kindergarten, or as soon after that as the
parents are notified that the child needs a test.

&

My child was already tested for lead poisoning at the age of 2 years. Is another test
needed? Do I need to take a copy of my child’s blood lead test to the school?

No, if the lowa Department of Public Health (IDPH) has a record of the fest,
your child does not need another test. (Physicians and laboratories report all
tests to IDPH.) IDPH will let you and the school know if they do not have

a record of the test.

Medicaid and hawk-i will both pay for a blood lead test. Many insurance
plans also pay for this test. If you do not have a way to pay for this iest, the
Iowa Department of Public Health will have some funds to pay for it.

Is there a religious exemption for the blood lead testing requirement?

have notarized. You need to file this form with the school. The form will soon
be available from the Jowa Department of Public Health, schools, and local

. ) Yes, there is a religious exemption. There is a form that you must fill out and
Z- ] health departments.

Will my child be kept out of school if they have not had a blood lead test?

Your child will not be kept out of school. However, childhood lead poisoning

is a serious problem in Iowa, It causes learning disabilities and could affect your
child’s school performance, so we strongly recommend that your child be tested
for lead poisoning.

o




OTHER INFORMATION ABOUT CHILDHOOD LEAD POISONING

How often should your child be tested for lead poisoning?

It’s important to get their blood lead ievel tested at least once a year until they are six years old. Many
children have normal blood lead levels at 6-12 months of age. However, these same children may
become lead-poisoned when they are older and more active.

How do children become lead-poisoned?

Children become lead-poisoned if they:

¥
-~

o Putlead-based paint chips in their mouths. ‘ 5,
¢ Put dusty or dirty hands, toys, bottles, or pacifiers in their mouths. e, |
¢ Chew on surfaces painted with lead-based paint. == _._..____ =t }\E‘i
¢ Play in ditt or a sandbox near an old building or where an = éé- ki
T e

old building was torn down.
* Breathe in dust from lead-based paint that is being sanded,
scraped, or removed with a heat gun.

' Lead poisoning is usually caused by lead-based paint found in homes built before
. 1960. About 60% of the homes in Iowa, both in urban and rural areas, were built
before 1960.

How common is lead poisoning?
Lead poisoning affects 1 in 14 Iowa children. This is four times the national average.

Could your child be lead-poisoned?

Yes — most children with lead poisoning do not look sick. Lead-poisoned children may:

Be easily excited. : IH-

Have problems paying attention.
Complain of stomach aches and headaches.
Be more tired than usual.

Lead-poisoned children may have learning problems when they start school.

Children with very high lead levels may have severe brain damage or even die.
The only way to tell if your child is lead-poisoned is to have their blood tested.

Where can I get more information?

For more information about lead poisoning and how you can protect your children,
contact one of the following agencies:

lowa Department of Public Health
1 (800) 972-2026
(515) 281-3479
or your local city or county
health depariment or housing agency



lowa Department of Public Health
CERTIFICATE OF DENTAL SCREENING
This certificate Is not valid unless all fields are complete.

RETURN COMPLETED FORM TO CHILD'S SCHOOL.

Student Information (please print)

Student Last Name: Student First Name: Birth Date (M/D/YYYY):
Parent or Guardian Name: Telephone {home or mobile):
Street Address: City: County:
Name of Elementary or High School: Grade Level: Gender:
[ Male ] Female

Screening Information (health care provider must complete this section)

Date of Dental Screening:

Treatment Needs (check ONE only based on screening results, prior to treatment services provided):

(] No Obvious Problems — the child’s hard and soft tissues appear to be visually healthy and there
is no apparent reason for the child to be seen before the next routine dental checkup.

[0 Requires Dental Care - tooth decay" or a white spot lesion? is suspected in one or more teeth, or
gum infection® is suspected.

[[] Requires Urgent Dental Care — obvious tooth decay is present in one or more teeth, there is
evidence of injury or severe infection, or the child is experiencing pain.

? Tooth decay; A visible cavity or hole in a tooth with brown or black coloration, or a retained root.

* White spot lesion: A demineralized area of a toath, usually appearing as a chalky, white spot or white line near the
gumline. A white spot lesion is considered an early indicator of tooth decay, especially in primary (baby) teeth.

3 Gum infection: Gum (gingival) tissue is red, bleeding, or swolien.

Screening Provider (check ONE only):
[JpDs/DMD [JRDH [JMD/DO [[] PA [[] RN/ARNP (High school screen must be provided by DDS/DMD or RDH)

Provider Name: (piease print) Phone:

Provider Business Address:

Signature and Credentials
of Provider or Recorder™; PDate:

*Recorder: An authorized provider (DDS/DMD, RDH, MD/DO, PA, or RN/ARNP) may transfer information onto this form from another
health document. The other health document should be attached to this form.

A screening does not replace an exam by a dentist.
Children should have a complete examination by a dentist at least once a year.
RETURN COMPLETED FORM TO CHILD’S SCHOOL.

lowa Department of Public Health ¢ Oral Health Center

515-242-6383 » 866-528-4020 « htlp./idph.iowa.gov/ohds/oral-health-center

A designee of the local board of health or lowa Department of Public Health may review this certificate for survey purposes.



lowa Department of Public Health
CERTIFICATE OF VISION SCREENING

RETURN COMPLETED FORM TO CHILD’S SCHOOL.

Student Information (please print)

Student Last Name: Student First Name: Birth Date (M/D/YYYY):
Parent/Guardian Telephone Number: Student Address:
Zip Code:

Screening Information (vision screening provider must complete this section or parents may attach a
copy of vision screening resuits given to them by a provider.)

Date of Vislon Screening:

Results (visual acuity):

Right Eye Left Eye
Overall Result (Please select one): Referral to eye health professional (Please select one);
Pass or Fail Yes or No

o O O O

Screening Provider. . —

Provider Business Name/Source of Screening: (please print) .

Provider Name: (please print) Phone;

Signature and Credentials
of Provider: Date:

A parent or guardian of a child who is to be enrolled in a public or accredited nonpublic elementary school
shall ensure the child is screened for vision impairment at least once before enrollment in Kindergarten angd
again before enroliment in the 3" grade.

To be valid, a minimum of one child vision screening shall be performed no earlier than one year prior to the
date of enroliment in Kindergarten and no later than six months after the date of the child's enroliment in
Kindergarten.

To be valid, a minimum of one child vision screening shall be performed no earlier than one year prior to the
date of enrollment in 3" grade and no later than six months after the date of the child’s enroliment in 3 grade.

RETURN COMPLETED FORM TO CHILD'S SCHOOL.

fowa Department of Public Health » Bureau of Family Health
FAX 515-242-6013 » B66-383-3826 « www.idph.stale.ia.us



