Tl PUBLIC SCHOOLS OF NORTH CAROLINA

FORMULARIO DE EVALUACION DE. SALUD'Y TRANSMISION DE CAROLINA DEL NORTE

Este formulario y lainfornacichen: seshe forrillario seran arcHivados &n |2 esclels a |a gue-asistid o estudiante v es
-oonfidendal y. no un registia pliklic,
(Aprchado por & Depar @mrentoide Insvu:am Fibica de Cardling def Ner g e Depararentn de Salud y Sepvicios HUmManos)

. LOS'PADRES DEBEN COMPLE TéﬁR‘.E-SIﬁSEEEID M-
Nombee del Estud ante;”

{noEllicn) {Primes Norrbra) (Segurda narmbre)
Fecha de Nacimiento cuge v Nombre de la Escuela:
Direccicn: Ciudadk: Estado: Condado.
Informacidn del Padre; Nomilve del Padre, Apnderadio, U otra persona Teléfono{s)
en lugar de los padres: Faai
asal
Trabdim:
Telefoo.celu ar:

Las condiciohes de salud para ser.tompartidas con lag personas autorizadas’ (atinlmsn'ach'es de la escoela, maestros, y ofro pérsonial
escdar oue requiera dicha Il"lfl:l‘l'l'lﬂl:ll]r'l para reafizar sLS° ‘tareas asngmdas}

HEALTH CARE PROVIDER TO COMPLETE THIS SEBTIEIN

Me-:icahnns prescribed for smdent

Student’s allergies, type, and response recuired:

Spedal dietinstrocions:

Heal th-rel ated recomm endations te enhance the student’s scheol performance:

Juision screening information:
Passed vision soreenifg [ es CIMo
Zoners related to student’s vision:

Faadsliv: Fbeeaitdy
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Hearing screering information:.
Passed Fearing soreerning: ¥ [ Mo
Concerrs related tostudent’s hearing:

-‘Recommendations, concerns, o eeds related to student’s tiealth and recpiired schod follow-up:

School follow-up needed: [ ¥es [I'No

Medical Provider Comierits:

Please at_tath_nﬂ*ler a_pplil:a_hle sc;hnnl"h_ﬂqlﬂn'fnrms:

Immerkization reoord attached: E
Schocl medication autharization firm attached: I:l.
Diabstis care plan attached: 0O
Asthima action plah attached: 0

Hedlthicare dans for other: conditions: attached:

Health Care Professional’s Certificat
1 certify that T performed; onthe studert narna:] above, a haalﬁ"l -assessmentin acaordance with .S, 1304 44EI|{E:|) thatinduded armedical history and

|:h~,f5|cal exarmiration with-screening for. visionand heafing; andif appropate, testlr'g for aremia and wberculesis. T cerufy that the'information on this
form’is accurate and complete 1o the beést bf ry knowledge,

Marme: Tite:
Sgrature; Date fnfdfyyy):
Diate of Exam (if Different):
Y acios LA C Mame: PracticefCiinic Address;
Practics/Clinic City: Ctate T Prare: Fax;

Provider Stamp Here:

Poadadtar fyariehy
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