Public Schools of Edison Township

ENROLLMENT CENTER

312 PIERSON AVENUE * EDISON, NEW JERSEY 08837
TELEPHONE (732) 452-4570  FAX (732) 452-4576
Monday through Friday 9:00 am - 3:00 pm

Bernard F. Bragen, Jr., Ed.D. Richard Benedict
Superintendent of Schools Manager of Enrollment/ Data Systeins/
District Homeless Liaison/Stability Lisison

ENROLLMENT REQUIREMENTS

* PARENT OR GUARDIAN MUST ENROLL A STUDENT (UNLESS STUDENT IS AN ADULT)
* STUDENT MUST LIVE IN EDISON
* STUDENT MUST BE PRESENT IN ORDER TO ENROLL OR RE-ENROLL

THE FOLLOWING DOCUMENTS SHOULD BE PRESENTED AT THE TIME OF ENROLLMENT:

PREFERRED PROOFS OF RESIDENCY:
FOUR (4) OF THE FOLLOWING PROOFS OF RESIDENCY MAY BE SUBMITTED:

Current property tax bill, deed, lease, lease renewal or signed letter from landlord, indicating residency
Current utility bill with name and address

Photo ID of parent/guardian with current address (Driver’s License, Permanent Resident Card, etc.)
Paid rent receipts or cancelled rent checks

Current automobile registration or insurance card

Bank or credit card statement

Documents pertaining to military status and assignment

Court orders, State agency agreements and other evidence of court or agency placements or directives

(Note: Alternate documentation of residency will be considered.)

PROCF OF STUDENT’S DATE OF BIRTH
Birth Certificate / Passport / Other Official Document Indicating Age

UPDATED IMMUNIZATION RECORD
Document in English, with student’s name, doctor or clinic name, and month, date & year of shots

SCHOOL RECORDS (if available) — Transfer Card / Withdrawal or Leaving Certificate / Report Card /
Letter from previous school, confirming attendance and grade level / Test Scores / IEP

PROOX OF CUSTODY, if applicable, may be requested.

FOR MORE INFORMATION, VISIT US ON THE WEB AT: http://www.edison.k12.nj.us/enrollment

2/14
RB/kk
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HS FORM #16D
PUBLIC SCHOOLS OF EDISON TOWNSHIP

EDISON, NEW JERSEY 08837
HEALTH SERVICES

REGISTRATION HEALTH HISTORY

Student’s Name: ' Date of Birth:

School: ‘ Grade:

IMMUNIZATION RECORD

Immunization Document Received - Date

Requested from parents/guardian Date

CHILDHOOD ILLNESSES, INJURIES, OPERATIONS, ORTHOPEDIC CONDITIONS:
Please give age of child when illness, injury, occurred explain:

Asthma Measles

Chicken Pox Mononucieosis
Diahetes Ear Infections _
Heart Condition Pneumonia/Bronchitis
Kidney/Bladder Condition Rheumatic Fever
Strep Infection Seizure(s) ‘
Other

Any known speech/hearing problem:
Any known Visual Problem:
Allergies or Eczema:
Behaviorai Difficulties:
Gastrointestinal Problem:
Toileting Difficulties:
Neurological Disorders:
Muscle or Bone Problems:
Other Medical Conditions:
Previous Injuries/Accident:
Sleeping Problems:
Significant or Frequent liiness:
Surgery: )
Breathing Difficulties:
Nutritional/Eating Problems:
Other difficulties:

Has the child ever had prolonged use of medication, or is any medication or therapy
being given at this time? If so, please
explain:

(over)



Physical Limitations:

Mas your child ever been confined to a hospital? If so, please explain:

Has your child ever been advised not to participate in a sport or to reduce activity?
if so, please explain:

Has your child had a loss of, or serious impairment of a paired organ such as a Kidney,
eye, lung, etc. If so, please explain:

List additional health information.

Iwe give permission for the nurse to share any health-related information with principal,
guidance counselors & teachers on a “need to know” basis for as long as my child is a
student in Edison Public Schools.

My child is covered by health insurance __yes _ no

My child receives his/her health care at:

Name of health care provider or clinic

i

¥

Signature of Parent/Guardian Date

8/96, 5/98,6/99,3/03,1/05



Public Schools of Edison Township

ENROLLMENT CENTER

Bernard F. Bragen, Jr., EA.D. Richard Benedict
Superintendent of Schools Manager of Enrollinent/Data Systems/
District Homeless Liaison/Stability Liaison

PARENT/GUARDIAN CONSENT FOR RELEASE OF RECORDS

NAME OF PREVIOUS SCHOOL

ADDRESS

NAME OF STUDENT

GRADE DATE OF BIRTH

The above student has enrolled in the Edison Township Public School System. Please
send a transcript of his/her past and current grades (report card), health records,
standardized test scores, special services records and any other pertinent information
concerning this student.

Thank you.

Signature of Parent/Guardian Date

Please send records to: (name and address of new Edison school)

RB/ka
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Public Schools of Edison Township

ENROLLMENT CENTER
312 PIERSON AVENUE * EDISON, NEW JERSEY 08837
TELEPHONE (732) 4524570  FAX (732) 452-4576

Bernard F. Bragen, Jr., Ed.D. Richard Benedict

Superintendent of Schools Manager of Enrollment/ Data Systems/
District Homeless Liaison/Stability Liaison

FRAUDULENT STATEMENTS

Any false statements, answers, or declarations provided during the
enrollment process may be subject to criminal prosecution for the crime of
false swearing in violation N.J.S.A. 2C:28-2. If convicted of such crime, you

may be punished by a fine of up to $10,000.00 and/or be imprisoned for up
to eighteen (18) months.

Pursuant to N.J.S.A. 18:A:38-1 if you fraudulently allow a student to use
your residence and you are not the primary financial supporter of the
student, you will have committed a disorderly persons offense. If you are

convicted of such offense, you may be fined up to $1,000.00 and/or be
imprisoned for up to six (6) months.

The Edison Township Board of Education will prosecute to the fullest extent of
the law.

Signature of Parent/Guardian Date

RB/ml
12/9/19
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OFTICE USlE ONLY:
Gl St

Public Schools of Edison Township

312 PIERSON AVENUE * EDISON, NEW JERSEY OBR37
TreapnoNe (732) 4524948 Fax{732)452-4992

1D

SPRCIAL EDUCATION MEDICAID INITIATIVE (SEMT)
PARENTAL CONSENT FORM

Our school district is parlicipating in the Special Education Medicaid Initiative (SEM) program that allows school
distriets to bill Medicaid for services that are provided to students.

In accordance with the Family Educational Rights and Privacy Act, 34 CFR §99.30 and Section 617 of the IDEA
Part B, consent requirements in 34 CFR §300.622 require a onc-time consend before accessing public benefits.

This consent establishes that your child's personally identifiable information, such as student records or information
about services provided 1o your child, including evaluations and services as specified in my child's Individualized
Education Program (1EP) (occupational therapy, physical therapy. speech therapy, psychological counseling,
audiology, nursing and specialized transportation,) may be disclosed o Medicaid and the Department of the Treasury
for the purpose of receiving Medicaid reimbursement at the school district.

As parent/guardian of the child named below, 1 give permission to disclose information as deseribed above and }
understand and agree that Medicaid may access my child's or my public benefits or public insurance to pay for
special education or related services under Part 300 (services under the IDEA). 1 understand that the school district is
still required to provide services lo my child pursuant to his or her 18P, regardless of my Medicaid eligibility status
or willingness to consent for SEMI billing

1 understand that billing for these services by the district does not impact my ability to access these services for my
chikd outside of the schoot setting, nor will any cost be incurred by my fanily including co-pays, deductibles. loss of
eligibility or impact ou lifetime benefits,

Child's Name:

{please print)

Child’s Date of Birth: / /

Parent/ Guardian:

Date: / /

1 give consent to bill for SEMI: Yes |l No i}

This consenl ean be revoked at any time hy contacling your child’s Case Manager, or the administrator at your
child's school, in wr‘iiing,

I SEME Notice - Rev. 153

Nothing Less Than Excellence




SState of Netr Jersey

Curis CHRISTIR Dgpardent oF Human Servicns
Governor DIVISION OF MRDICAL ASSISTANCE AND HEALTH SgRvICES
PO Box 712

KiM GUADAGNO
Li. Governor

JRNNIPER VELEL
Conmilssioner

Taunrow, NJ 08625-0712

VALERIR HAnn
Direoror

August 25, 2014

Dear Parent/Caregiver:

The purpose of this letter is to lat you know about the Special Education Medicaid
Initiative (SENMI) program.  Your child may be recelving special education services in
school such as spaech therapy, occupational therapy or physical therapy under SEMI.

Here ate three things you should know about SEMI:

1. Your school district may be eligible to recseive feders! money through the SEMI
pragrarm which helps to pay for special education services.

2. A schoot district may receive SEMI money only i a consent form is signed by the
parant,

3. Signing the consent form will have no effect on your child's Medicald health
covarage for services culside of school,

if you do not sign the consent form, i will not affect the services your child receives in
school since the district is required to provide a free and appropriate public education,
including 2l services llsted in your chiid's Individualized Education Plan (IEP).

The SEM! program is an important source of funding for the school districts. We
appreciate your assistance in this program and hope that you will consider the
importance of signing the parent consent form and submitting it fo your district.

Please feel free to contact your district’s special education department if you have any
guastions.

Sincerely,

Vo b~

Yalerie Harr
Director

New Jersey Is An Egual Opportunity Employer o Printed on Recyoled Papar and Recyelable




Public Schools of Edison Township

ENROLLMENT CENTER
312 PIERSON AVENUE * EDISON, NEW JERSEY 08837
TELEPHONE (732) 452-4570  FAX (732) 452-45776

Bernard Y. Bragen, Jr., Ed.D. Richard Benedict
Superintendent of Schools Manager of Enrollment/Data Systems/
District Homeless Liaison/Stability Liaison

NEW STUDENT PHYSICAL EXAMINATION

School: Enrollment Date:

Grade:

Dear Parent / Guardian of

Your child has been enrolled as a new student in the Edison Public Schools. State
regulations N.J.A.C. 6A:16-2.2 and district policy 5141.3 require you to submit
documentation of a physical examination for your child. The physical examination
documentation must be submitted to the school nurse by

Your child will be excluded from school if this requirement is not met.

The physical exam must be signed by a U.S. licensed physician, Advanced Practice
Nurse or Physician's Assistant, and must include the physician’s address and
telephone number. The physical exam must have been conducted within 365 days of
your child's Edison school entry date.

If you do not have health insurance, you may call the Edison Health Department to
make an appointment for a physical exam. Please call 732-248-7285 for location,
directions, cost and further information. This service is available ONLY to families
who do not have health insurance.

Please be sure to take the attached physical form to be completed by the health
department staff or your child’'s physician, and return it to the nurse at your child’s
school by the date noted above.

Thank you for your prompt attention to this important matter. If you have questions
about this physical examination requirement or the due date, please contact your
child’'s school nurse.

RB/ka
3/11
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PREPARTICIFATION PHYSICAL EVALUATION HS F01RM# T4A
HISTORY FORM Page

(Noter This form Is to be filded out by the patiant aid parem pilar b soalng the physieian. The physlcien shouid kesp g copy of this form in the chart,)
Dite of Exam '

Name : Dais of hirdh
Sex Age Grads ________ School Sport(s)

Magdiuines and Allergias: Pleass list ail of the prescriplion and over-the-gounisr medisines and supplements (harbel and nutiilional) that you are surrantly taking

Do you have any ailergles? B Yes O Mo [fyes, please dentify specific alergy below,
1 Medicines 1 Pollens 0 Food 0 Stlnglng insects

Explaln "as" answers bslow, Circle questlons you don't Kisow the answars to,

Al lesToRs 45 : ik :
1. Has = docior avar Gonied o7 rostictad U parﬂclpalitm In gpasts for 2. Do ynu cmfah whesze, or have dfﬁlcult‘,' Dfaaihtnﬂ duitng o
any reasen? ] aiter sxerclgs?
2. Doyou have any ongelng medicat conditlons? If st, pleass Wenfiy 27, Have yau ever ugad an Inhaler or taken esthma medicing?
below: O Astbma [ Anemla O Dlebeles [3 Infections 28, 18 {hers anvene in your Tamily who has asthme?
Gier: 28, Were you bom wilhout o are you missing & Kidray, an eye,  testicl
3. Have vou ever spant the night In the hespital? {malas), vaur splesn, or any other organ?
4, Have yal ever hao surgery? 430, Do you have groin paan of a paindul bulga or harnla In the groln area?t
ERRTIEALTH DUESTLONS ARl e o s 41, Havo you had Infactinus monanucleasis {mono} wihln the last month?
5, Have you ever passed out or nearly passed out OURING o ) 32, Do you have any rashes, argssura sores, or othar skin problemat
AFTER exerclse? ‘ - 33. Hava you hiad a herpes or MR3A.skln lifacilon?
2 Eﬁ;’;ﬁ‘ﬁ:‘;“; ggggs?cumfnrt‘ pain, lightaess, or presure i your 24, Have you ever. had = head Inury or concusslon?

35, Hava you gvar had a hit or blow le the head that caused comfuslon,

t. Dozs your haarl ever race ar skip heals drsgular baais) during exerclse? prolzngad Peadachs, or femory protlams?

&, Has a doctor evertoid vou that you have any hsari problems? If so,

35, Do Yyou have a history of selzure disorer?
check: all that apply: . -
I} Highbioud pressers O Aheart murmus 37, Do you have naadaehes with exercise?
3 High cholestsrel [T A haart nfecilen 38, Have you evar had numbness, tingling, or weakness in your arms ar
71 Kawasak} dissase iher: lags after Gatng flt or falfng?
9, Has a doctor aver ordared a test for your haarl? (Fur example, EGGJEI‘G 39, Have you evsr been Unabie to move Your ims or legs afar being hi;
yehocardiogram) or falling?
10, Do you get lighthezdad or feel more short of treath than expectad 40, Have you ever become [ whlle xarelsing In the heat?
during axerslse? 41, Do vou gat frequent mustle cramps when sxersising?
11, Hava you ever had an unaxplalned sgizie? | N 42, D you or sermacna in your family have slekle call.tralf o7 disense?
12 Do you at mure lired or short of breath mure qulcKly than your frlepds 43. Havs you had any problems with your syes o vision?

. Have you had any sye Injurles?
. Do ol waar glasses of contact lenses?

12, Has any famlly membar or ralallve died 51 heart problams or nad an

waxpestad or unexplalnad surddsn death beforn ags 50 (neluding o you waer protectiva eyswear, such s goggles or a face shisld?
tirowning, unasplainet car acoldent, or sudden Infant death syndromef? . Do you warmy about your weight?

14, ‘Does anyane In your family have hyperiiopble cardiomyopathy, Marfan . Are yau tnying 10 or hes anyons recommenifed that you galn or
syndroms, archythmogentc right venirieutar cerdlomyspathy, loag 0T lose welght? ]
8yndrome, short AT syndrome, Brugada spndrie, ur catechoteminergls 48. Are you on 2 speckal diet o du you aveid cerlaln types f foods?

‘polyriorphlc ventrloular fachyeardla?
15, Doss anyenz In your family have a heart prablem, pacemaker. o

50, Have you ever had an sailng diserder?

mplaated delthiilaier? 61, Do you have any concerns that you would fike to discuss with a doctor?
16, Has aryone In your famifly had ungxplained fainling ]unaxpiained 23
L $8iz4res, or neardmwn ng? §2. Have you ever had & menstnsl period?

5. Kow uld were yol when you had vour st menstua petlod?

| 1?. Hmre yau gyer had an In}ury 10 & bane, muscls, ligarment, or tendan Bd, How many perots have o et I ths fasl 12 mnnths?
that caused you to mlss a praciica or a gama?

18. Have you ever had any Broken or fraciurad hones or dislocated jolnts?

19, Have you aver had an injury that required ¥-rays, MRY, CT acan,
L Injegtions, fherapy, a brags, a cagt, ar cniches?

20, Hava you sver had a stress frachira?

21, Have you ever been told that you have or have vou had an %-ray for nack
“nstasilily or attantoaxial nstabllily? (Down syndrome or dwarfism}

22, Do you rogularly use a bracae, arthailns, or other asslative dovice?

23, Do yau have a hone, mussie, ot jolnt injury thai bothers you?

24, Doany of your lolats basome palndul, swolien, feel warm, or jook red?
25, Do you have any hisiory of juverile artirils or sonnective fissus disease?

Explain *yes® answers here

| herahy siaie that, tn the hest of my knowledge, my answers to the above quaestions are complete and correct,

of athiele Slgnaluze of parent/guardian ] Dala

@©2070 American Auadomy of Family Paysicians, American Academy of Fadialtrics, American Coliegs of Sparts Madicine, American Medlca! Soclely for Sparts Mediclie, Amarican Orthopaedic
Sociply for Sports Med!aine, and Amerigen Osteopaihiz Avadsimy 6f Spors tediing. Permission Is gramtad to reprint for noncommercll, aducational purpesss with acknowledgment
HERSG3

S-26BUIY
New Jersey Depariment of Education 2014; Pursuant io P,L2OIS, ¢.71



s —

“Hignaiute of athlzte Slgralers o} parentiyuardlan

B PREPARTICIPATION PHYSICAL EVALUATION HS FORM# 14A
THE ATHLETE WITH SPECIAL. NEEDS: Page 2
SUPPLEMENTAL HISTORY FORM '

Date of Bxam
Hame Date of birlh
Sex Age Grade School Sport(s} -

1, Type of disabllity

2. Dete ol disak(lity

3. Classiflcation {if available)
q

§

. Cause of disability {birlh, diseasa, accident/trauma, cthar)
Lzt e sperts you are interssted bn playing

&, Do you ragularly use a brace, asslstive dovice, or prosihetic?
7. Do you uss any epecial brace or esslsiive devics for spons?
8. Do you have any rshes, pressure seray, or any other skin prablems?
9, Do you have a haaring loss? Do you use a haearing &id?
10, Do you have a visual impatrment?
1t. Do you Uss any speclal devices lor bowsl or bladder uncfion?
12, Co you have burning ar diseosnfert when urlnating?
13, -Have you had autonemie dysrallexa?
14, ava you ever baen dlagnossd with & heat-raiated thypartharmla) or cold-relaled (hypotherm!z) Hnass?
18, Do you have muscle spasticly?
16, Do you have frecuent salzures that cannot be controlied hy medicatian?
Explain “yes" anzwers lere

om

Plgase indicate if you fave ever had 2ny of the following.

Attanloaxial instahllly
¥-ray evaluation for atlanteaxtal inctabillty

Distecatod joirts (moro than one)

£asy bleeding

Entarged spleea

Hepatitls

Ostaopenla or osieoporosis

Diffleutty controlling bowei

Hilficutty sonteolling blailder

Numbness or fitgling In arms or hands

Numbness or fingling o legs of leet -
Weakness in &rmé ar hands

Waakness in legs er fest

facent change In guortination

Regent change in ablliky o watk

Spina ifida

Lalex aiiergy

Explain "yas” answers hore

| horeby state tiat, o the best of my krowladgs, my answers to tho above questions are complate and correct,

Dele

©2010 American Academy of Fanlly Phvslcians, American Academfy of Pedinirics, Amerlean College of Sports Modising, American Medlcal Socigly for Sporis Medicing, American Orihopaedlc
Soclaty fr Sperts Medicle, and Amedcan Celeopatiic Acadsmy of Sparts Medieing. Permlesion Is grantat! to rearint for noncommerciai, sducalivitl puposes Wi acknowledgmant

New Jarsey Dapartment of Education 2014; Pursuanl fo PL2013, ¢.71



HS FORME 14A

B PREPARTICIFATION PHYSICAL EVALUATION Page 3

PHYSICAL EXAMINATION FORM

Name Dats of birth

PHYSIGIAR REMINDERS

1. Conslder add)tonal nuestions an mere senslive [ssues
* Do you feel stressed! out or uader a lot of pressure?
* 7o you Aver ezl sed, hopeleas, depreased, or anxieus? ,
* Du you fesl safe at your home or restdsnce? Date of Exam:
* Have you avar lied cigaretles, chewing febacco, snuff, or tip?
* Dutlng the pasl 30 days, #h! yau use chewlng thaces, snuif, or tip?
* Dayeu drink weohel er use any other drugs?
® Have you aver takan anaballe sterehls or usad gay othar pertormance supplemani?
* Have you ver taken any supnlements fo help you galn or lose welght or Improva your performance?
* Do you waai  9eat balt, uas & helmal, end use condoms?
2. Conslder reviewlng qusstions on cardlovasoular symptoms {musstions §-14),

FEXARINATION 5

Walght O Maele [J Femae
Viglon R 20/

RORR

L 20/ Corected [IY LI N

RRTAMAT FINDINGS,

Appearance

+ Marfan stigmata (kyphoscallesls, high-arehed palass, Dachis excavatum, archnodaclyly,
anm span > halgh, byparlastty, myopia, MVF, aorito Insufficlenty}

Eyes/ears/nose/throat

v Puplls equal

+ Haarlng

Lymph nodes

Haart?

+ Munmars {auscultrtion standing, suping, +/- Valsalva)

* Localizi of pain of tnaximal impuise Ehi)

Pulsss

« Simuitanecus femoral and radial pulses

Lungs

Abdomen

Genitourinary (malas oniy¥t

| Skin
= HBV, testona stiggastive of MRSA, tnga corporis
logice

Shoulder/am
Elbow/forgarm
Wrist/hand/fingers
Hip/thigh

Kneg

Legfankla
Footines

Frncilanal
« Duck-walk, aingie leg hop

“Lansltler ECO, schacardtogram, and seferral 1 cardictogy for ataarimal pardlac history o; exam,
*Consldler G exem I In private seting, Havlg thirg park present s recammended,

*Consider cagnitive evaiuzilon or basaling neuropsychialric estitn IF & histary of skynifisant roncussion.
L1 Clearad for all spmils withaut restristion

O Cigared for all sporls without testriction with recommendations for further svalugtion or treatmant for

sl

E1 Mot clearsd
3 Pending further evatuation
- O For any sports
O For certain sparts
Reason

Recommendalions

I have examined e zhovs-named studonl and compleled e preparticipation physical svalualion. The alhlele toes not pissanl apparent clinicai contraindlcallons o practice ang
partisipate In N gpors) as oublined above, A copy of the Phystoal axam Is oa recortt ln my ofiloa znd van be made avallable to the sthao! al the raquast of he parents, If condliong

arlse afiar the athisle bas been eleared joz parficipalion, 2 physleian mayrestind the elearancs urill 1he problem fe rosolved snd the poientlal conseguances ars aomplefsly axplalned

to the 2ihleie (and parenis/guardlans).

Namie of physlclen, advanced practive rurse (APM), physician assistent {PA) (print/type) Date

Address Phone
Slgnature of physlctan, AP, PA

©2010 Amsrican Academy of Fantly Physlcians, Amarican Academy of Pedlairics, American Collena of Sporls Medicine, Amarican Medical Soclety for Sports Madicina, Amailean Gritopasdic
Snclaly for Sports Medicing, and American Osigapathis Academy of Sporls Madicine. Permission fs granted te reprint for moncommersial, aducational puiposes with acknowladgment,
VEMS03

028810410
Naw Jersey Depertment of Frucslion 2014; Pursuant to BL201S, .71



HS FORM# 14A
PREPARTICIPATION PHYSICAL EVALUATION Page 4

CLEARANCE FORM

Name Sex DM DIF Age__ . Dateofbiih

EEN

3 Clearad for akt sports without restriction

O Cleared for 2l spocts withoit restriction with recommenciations for further evaluation o treatment for

0O Rot cleared
) Pending further evaluation

[ For any spoits

O For certain sporls

Reason

Recommendations

ENMERGENCY INFORMATION
Allargias

Other information

i
i
|

i have examined the above-named student and completed the preparticipation physical evaiuation. The athlats does noi present apparant
clinical contraindications to prastice and participate in the sport{s) as outlined above. A copy of the physical exam is on record kn my office
and san be made available 1o the school at the request of the parents. If condltions arlge atter the athlete has heen cleared for parficipation,
the physician may rescind the clearance unfil the groblem i resolvad and the potential consequences are completely explained to the sthlete
{and parents/guardians). Dat of Exam:

Mama of prysician, advancad praciice nuiree (APN), physidan assistant (PA} Date

Address Phone

Signatura of physiclan, APN, PA
Compieted Gardiac Assessmant Professiunal Development Medide

Dala Signalure‘

2 0 American Academy of Faimily Physiclans, Amedzan Academy of Pediairics, Americar Collage of Sparls Medicing, Amerlcan Medlcal Soclely for Sports Madicing, Amarfean Orihopaedic
Sochaty for Spurts Medicins, end Amodean Dstsopathic Academy af Sporls Mediclue, Permiissicn Js granted to reprint fat nonconmarcial, echicafiona! purposes with asknowledgment.
Mew Jereay Depariment of Education 2014; Passuant t PL2013, ¢ Fal



EDISON TOWNSHIP BOARD OF EDUCATION HS Form #14G
EDISON, NEW JERSEY 083837
SEASON: __ Fall _ Winter _. Spring
SPORT:

HEALTH HISTORY UPDATE FOR INTERSCHOLASTIC &/ or INTRAMURAL PARTICIPATION

T'o participate on a school-sponsored interscholastic or iniramural athletic team or squad, each student whose physical
sxamination was completed more ihan 99 days prior to the first dey of official practice MUST provids & health history update
guestionniaire (HS Form #14G) of medical issues exparienced since last medical examination,

Must be completed and signed by the student’s parent or guardian,
PRINT CLEARLY IN INK:

F

Student: Grade/Section: Student ID#:
[Last, First, Middle Infial]
Address: Home Phone: { J
Cell Phona: { ) , . Date of last Physicai Examination: / / Male; Female;
—_%Smce:mqe_i_ast physical éxamin:dtic;n, h‘a:sn -vbu—r child-‘EﬁF"E'F&léf:JCED the fallowing (plezse explain in detall any “YES” answers): ‘

1. Been medically advised not to participate in = sport? Yes No
2. Sustained a concussion, been Unconscious or lost meamory frem a blow to the head? Yes Mo
3. Broken a bons or sprained/strainad/dislocated any muscle or joints? ' Yes No
4. Fainted or “blacked out?” Yes No
5. Experienced chest paing, shoriness of breath or "racing haari?” Yes No
6. Has there been a recent history of fatigue and unusual fredness? Yes No
7. Been hospitalized or had o go fo the BMErgency reom? ' Yes No

8. Since the last physical examination, has there bean a sudden death in the family or has any member of the

family under age 50 had a heart attack or *heart trouble?” Yes  No

|
9. Started or stoppad faking any over-the-courter or prescribed medications? Yes No
DATE " SIGNATURE of Parent/Guardian PRINTED Name Paren/Guardian

ANY CHANGES IN STATUS MAY NEED CLEARANCE BY YOUR MEDICAL PROVIDER

FLEASE RETURN THIS FORM TO THE SCHOOL NURSE BY THE FOLLOWING DUE DATES:
August 1st Fall Sperts
Novernber 1% Winter Sports
February 15" Spring Sports

IMPORTANT: Forms returned AFTER due date, MIAY NOT be cleared to participate PRIOR TO 157 practice séssion






HS FORM #15

PUBLIC SCHOOLS OF EDISON TOWNSHIP
EDISON, NEW JERSEY. 08837
HEALTH SERVICES

DENTAL HEALTH FORM

Dear Parant/Guardian:

An important part of your child's total well-being Is the care of the testh and prevention of decay,
In order to promote positive dental health mainienance at an early age, we are asking you to
have your family dentist complete the dental form below and refum it to the school. This dental
form then becomes an assential part of your child's school and hea lin records.

The condition of a child's teeth often affacts not only attendance at school but alse performance
including speach development, in school. Statistics demonstrate that many children have not
achieved as well as their capabilities indicate because of discomfort and pain due to cavities
and discomfort, pain and ilness from teeth that are abscessed. :

All parents are interested in the scholastic achievement, health and weifare of thelr ghildren. In
arder to improve the dental health of the children of our township, especially those who will bs
entering kindergarten in September, you are urged fo arrange for dental examination of your
child's teeth by your family dentist without appreciable delay. The preventive measure of
. determining tooth defects and decay and obtaining early correctiva treatment will help protect
permanent teeth and assist in their proper development.

Foliowing the dental examination, please ask your dentist to complete the attached form and
return it fo school 2s soon as pessible,

Raspactfully,

School Nurse : Schoo Fhone

TO BE COMPLETED BY FAMILY DENTIST

D.0.B.,

| have axamined

Please chack one; Patient under freatment.

Dental treatment completed.

No treatment necessary,

Remarks:

Signature of Dentist

Datz



