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School Entrance Requirements

Dear Families,

The start of the new school year is always a fun and exciting time. It seems like there is so much to do to get ready for the
first day of school. I have listed below the documents that must be completed, signed, and returned prior to or on the first
day of classes:

e Birth Certificate (if not previously provided)
e Copy of a Lead Screening
o Only required for students entering pre-kindergarten.
e Copy of Official Immunization Record
0 The type of vaccine and the number of doses required for each grade level is outlined on the New
York State Immunization Requirements for School Entrance/Attendance informational sheet.

o Students without evidence of having received all required vaccinations within 14 days from the

first day of school will be prohibited from attending.
o Completed Required NYS School Health Examination Form (form enclosed)

o Healthcare Providers (-ICP)/physicians must use this form.
¢ Physicals must be completed within 12 months prior to the start of school.
e Completed Dental Health Certificate Form (form enclosed)
o This form may be used by your dentist to show proof of dental examination.
o Certificate must be completed within 12 months prior to the start of school.
e Completed Permission for Sharing Confidential Medical Information Form (form enclosed)
Completed Administration of Over-the-Counter Medication Form (form enclosed)
o After parent/guardian completes and signs the form, it must be signed by your HCP/physician in
order for your child to receive over-the-counter medication if needed.
e Completed Permission for Prescribed Medication Form (form enclosed)
o This form is to be used only for students requiring administration of prescription medications
during the school day.
o The form requires completion and signature from parent/guardian and HCP/physician.
e Completed Informed Consent for COVID-19 Testing Form (form enclosed)
o COVID-19 testing will be performed when a student is symptomatic, has been exposed, or when
required by public health.
o Parents/guardians will be notified of positive test results.
e Completed Sunscreen / Bug Spray Permission Slip Form (form enclosed)

Attendance is paramount for your child to have a successful learning experience. Parents/guardians are to notify the
school at the beginning of the school day with the reason for a child’s absence. A written excuse explaining the cause of

absence is required on the day the child retiuns to school otherwise the absence will be considered unexcused. Please
make every effort to schedule appointments and family vacations at times when school is not in session.

Thank you in advance for your cooperation. If you have any questions, please feel free to contact me at (518) 624-2221
ext, 308 or mbillings@longlakecsd.org.

Sincerely,

Michelle Billings, RN
School Nurse, School Attendance Officer



Long Lake Central School District

Health and Dental Examination Requirements

Dear Parents/Guardians,

New York State law requires a health examination for all students entering the school district
for the first time and when entering Pre-K or K, 1¢, 3¢, 5t, 70, g% and 11 grade. The
examination must be completed by a New York State licensed physician, physician assistant or
nurse practitioner within 12 months prior to the commencement of the school year.

A dental certificate which states your child has been seen by a dentist or dental hygienist is
also asked for at the same time. The school will provide you with a list of dentists and
registered dental hygienists who offer dental services on a free or reduced cost basis if you ask
for it.

e A copy of the health examination must be provided to the school within 30 days from when
your child first starts at the school, and when your child starts Pre-K or K, 15,37, 5th 7th gth
& 11 grades. If a copy is not given to the school within 30 days, the school will contact you.

e if your child has an appointment for an exam during this school year that is after the first 30
days of school, please notify the Health Office with the date.

o For your convenience, a physical exam form and dental certificate for your health care
providers is enclosed.

e Communication between private and school health staff is important for safe and effective
care at school. Your healthcare provider may not share health information with school
health staff without your signed permission. Please talk to your provider about signing their
consent form for the school at the time of your child’s appointment for the examination.

We suggest you make copies of the completed forms for your own records before sending them
to the school health office. Forms may also be faxed to the number below.

Sincerely,
School Nurse: Michelle Billings, RN School: Long Lake CSD
Phone #: Fax: Email:
(518)624-2221 ext, 308" {518)624-3896 mbillings@longlakecsd.org

Long Lake Central School 20 School Lane, tong Lake, NY 12847  (518)624-2221



2023-24 School Year
New York State Immunization Requirements
for School Entrance/Attendance’

NOTES:

All children must be age-appropriately immunized to attend schoo in NYS. The number of doses depends on the schedule
recommended by the Advisory Commitiee on Immunization Practices (ACIP}. Intervals between doses of vaccine must be in accordance
with the “ACIP-Recommended Child and Adolescent Immunization Schedule." Doses received before the minimurn age or intervals are
not valid and do not count toward the number of doses listed below. See footnotes for specific information for each vaccine. Children
who are enrolling in grade-less classes musi meet the immunization requirements of the grades for which they are age equivalent.

Dose requirements MUST be read with the footnotes of this schedule

Vaccines Pre- Kindergarten and Grades Grades Grade
Kindergarien 1,2,3,4and 5 6,7, 8 910 12
{Day Care, and 11
Head Start,
Nursery or
Pre-K)
5 doses
. . or 4 doses
Dlph.ther:a af'd. Tetanu§ if the 4th dose was received
toxoid-containing vaccine
. . 4 doses at 4 years or older or 3 doses
and Pertussis vaccine 3 doses

2
(DTaP/DTP/Tdap/Td) if 7 years or older and the series

was started at 1 year or older

Tetanus and Di:phtheri_é\ -
toxeid-containing vaccine -

and Pertussis vaceing - - Hot applicabte -~ .- 7 . e 1_d.°.se_
adolescent booster (_T_(_:Ia_p:)3 S - ’ ’

4 doses
Polio vaccine {IPV/OPV)* 3 doses or 3 doses

if the 3rd dose was recelved at 4 years or older

- Measles, Mumps and -+ 0

Rubella vaccine (MMR)® ~~ ofdose o R 2 d_°5§5
3 doses
Hepatitis B vaccine® 3 doses or 2 doses of adult hepatitis B vaccine (Recombivax} for children who received

the doses at least 4 months apart between the ages of 1 through 15 years

Varicella {Chickeﬁpox). ' R

Pl 1dose - : ' 2 doses
vaccine : .
2 doses
Grades or 1dose
Meningococcal conjugate Not applicable 7,891 If the dose
vaccine (MenACWY)® PR and 11: was received
1dose at 16 years
or older
Haemophilus influenzae : ] - Sl
type b conjugate vaccine - - 1tod doses : : : Not applicable
(Hiby?® - : . ] ; T .
Pneumococcal Conjugate 110 4 doses Not applicable

vaccine (PCV)°

YEw. | Department
$TATE | of Health
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Demonstrated serclogic evidence of measies, mumps or rubelia antibodies

or laboratory confirmation of these diseases is acceptable proof of immunity
to these diseases. Serologic tests for polio are acceptable proof of immunity

only if the test was performed before September 1, 2019, and all three

serotypes were positive. A positive blood test for hepatilis B surface antibody

is acceptable proof of iImmunity to hepatitis B. Demonstrated serologic
evidence of varicella antibodies, labaratory confirmation of varicella disease
or diagnosis by a physician, physician assistant or nurse practitioner that a
child has had varicella disease is acceptable proof of Immunity to varicella.

Diphtherta and tetanus toxoids and aceitular pertussis {DTaP) vaccine.
(Minimum age: & weeks)

a. Children starting the series on time should receive a 5-dose series
of DTaP vaccine at 2 months, 4 months, 6 months and at 15 through
18 months and at 4 years or older. The fourth dose may be received as
early as age 12 months, provided at least 6 menths have elapsed since
the third dose. However, the fourth dose of DTaP need not be repeated
if it was administered at least 4 menths after the third dose of DTaP. The
final dose in the series must be received on or after the fourth birthday
and at least & months after the previcus dose.

b, If the fourth dose of DTaf was administered at 4 years or older, and at
least & months after dose 3, the fifth (booster} dose of DTaP vaccine is
not reguired.

c. Children 7 years and clder who are net fully immunized with the childhood

DTaF vaccine series should receive Tdap vaccine as the first dose in the
catch-up series; if additional deses are needed, use ¥d or Tdap vaccine.
if the first dose was recejved before their first birthday, then 4 doses are
required, as long as the final dose was received &t 4 years or older. If the
first dase was received on or after the first birthday. then 3 doses are
required, as long as the final dose was received at 4 years or older.

. Tetanus and diphtheria toxoids and acellular pertussis (Tdap) adolescent

booster vaccine. (Minimum age for grades & thraugh 9: 10 years; minimum
age far grades 10, 11, and 12: 7 years)

a. Students 11 years or older entering grades & through 12 are required to
have ane dose of Tdap.

b. In addition to the grade & through 12 requirement, Tdap may also be
given as part of the catch-up series for students 7 years of age and
older who are not {ully immunized with the childhood DTaP series, as
described above. In school year 2023-2024, only doses of Tdap given
at age 10 years or cider will satisfy the Tdap requirement for students
in grades 6 through 9; however, doses of Tdap given at age 7 years o
older will satisfy the requirement for students in grades 10, 11, and 12.

¢. Students who are 0 years old in grade 6 and who have not yet
received a Tdap vaccine are in compliance untit they turn 11 years old.

. Inactivated polic vaccine (IPV} or oral potio vaccine {OPY). (Minimum age:

& weeks)
a. Children starting the series on time should receive a series of IPV at

2 months, 4 months and at & threugh 18 months, and at 4 years or older.

The final dose in the series must be received on or after the fourth
birthday and at ieast & months after the previous dose.

b. For students who received their fourth dose hefare age 4 and prior to
August 7, 2010, 4 doses separated by at [east 4 weeks is sufficient.

c. ifthe third dose of pefio vaccine was received at 4 years or older and at
least 6 months afier the previous dose, the fourth dose of polio vaceine

is nol required.

d. For children with a record of OPV, only trivalent OPV (tOPV) counts
toward NYS school polio vaccine requirements, Boses of GPV given
before April 1, 2016, should be counted unless specifically noted as
moncvelent, bivalent or as given during a poliovirus immunization
campaign. Doses of OPV given on or after April 1, 2016, must not
be counted,

Measles, mumps, and rubella (MMR) vaccine, {(Minimum age: 12 months)

a, The first dose of MMR vaccine must have been received on or after
the first birthday. The second dose must have been received at least
28 days (4 weeks) after the first dose to be censidered valid.

k. Measles: Cne dose is required for prekindergarten. Two doses are
required for grades Kindergarten through 12

¢, Mumps: One dose is required for prekindergarten. Twe doses are
required for grades kindergarten through 12.

d. Rubella; At least one dese is required for all grades (prekindergarten
through 12}

6. Hepatitis B vaccine

a. Dose 1 may be given at birth or anytime theresfter. Dose 2 must be

given at feast 4 weeks {28 days) after dose 1. Dose 3 must be at least

8 weeks after dose 2 AND at least 16 weeks after dose 1 AND no earlier
than age 24 weeks (when 4 doses are given, substitute "dose 4" for
“dose 3" in these calculations).

. Twao doses of adult hepatitis B vaccine (Recombivax) received at least

4 months apart at age 11 through 15 years will meet the requirement.

7, Varicella (chickenpox) vaccine. (Minimum age: 12 months)

a. The first dose of varicelia vaccine must have been received on or after

the first hirthday. The second dose must have been received at least
28 days (4 weeks) after the first dose to be considered valid.

. For children younger than 13 years, the recommended minimum interval

between doses is 3 months {if the second dose was administered
at least 4 weeks after the first dose, it can be accepted as valid); for
persons 13 years and older, the minimum interval between doses is
4 weeks.

8 Meningotoecal conjugate ACWY vaccine {(MenACWY), (Minimum age for
grades 7 through 10: 10 years; minimum age for grades 11 and 12: 6 weeks).

a. One dose of meningococcal conjugate vaccine (Menactra, Menvec or

MenQuadfi) is required for students entering grades 7, 8, 9, 10 and 11.

. For students in grade 12, if the first dose of meningococcal conjugate

vaccine was received at 16 years or older, the secend (booster) dose is
not required.

. The second dose must have been received at 16 years or older.

The minimum intervat between doses is 8 weeks.

9. Haemonpbhilus influenzae type b (Hib} conjugale vaccine. (Minimum age:
6 weeks)

a. Children starting the series on time shoulkd receive Hib vaccine at

2 months, 4 months, 6 months and at 12 through 15 menths. Children
clder than 18 manths must get caught up according te the ACiP catch-up
sehedule. The final dose must be received on or after 12 menths.,

. If 2 doses of vaccine were received before age 12 months, only 3 doses

are required with dose 3 at 12 through 15 meonths and at least 8 weeks
after dose 2,

. 1f dase 1was received at age 12 through 14 menths, only 2 doses are

required with dose 2 at least 8 weeks after dose 1.

. If dose 1was received at 15 months or older, anly 1 dose is required.
. Hib vaccine is not required for children 5 years or oider.

For further information, refer to the CDC Catch-Up Guidance for Healthy
Children 4 Months through 4 Years of Age.

10. Pneumoceoccal conjugate vaccine {PCV) {Minimum age: 6 weeks)

&. Children starting the series on time sheuld receive PCV vaccine at

2 months, 4 months, & months and at 12 through 5 menths. Children
older than 15 months must get caught up according to the ACIP catch-up
schedule. The final dose must be received on or after 12 months.

. Unvaccinated children ages 7 through 11 months are required to receive

2 doses, at least 4 weeks apart, followed by a third dose at 12 through
15 months.

. Unvaccinated children ages 12 through 23 months are required to

receive 2 doses of vaccine at least 8 weeks apart.

. If one dose of vaccine was received at 24 months or older, no further

dosas are required.

. PCV is not reguired for children 5 years or older.

For further information. refer to the CDC Catch-Up Guidance for Healthy
Children 4 Months through 4 Years of Age.

For further information, contact:

New York State Department of Health
Bureau of Immunization
Room 649, Cerning Tower ESP

Albany, NY 12237
(518) 4734437

New York City Department of Health and Mental Mygiene
Program Support Unit, Bureau of Immunization,
42-09 28th Street, 5th floor
Leng Island City, NY 11101

(347) 396-2433

New York State Department of Health/Bureau of Immunization

heaith ny. govimmurnization 0623



REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM

TO BE COMPLETED BY PRIVATE HEALTHCARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
" Note: NYSED requires a physncal exam for new entrants and students in Grades Pre-Kor K, 1, 3,5, 7,9 & 11; annualiy for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or

~ Committee on Pre-School Special Education (CPSE).
STUDENT INFORMATION

ﬁame:. R o Affirmed Name (lfapphcabfe) DOB
Sex A55|gned at Birth: O Female | IVIaEe Gender Identity: [l Fema!e O male O Nonblnar\/ OX
School: Grade 1Exam Date:

5 !

HEALTH HISTORY
If yes to any diagnoses be[ow check all that apply and provide addltlonal information.

‘Type
O Allergies : o )
O Medication/Treatment Order Attached _ L] Anaphylaxis Care Plan Attached .
‘00 Intermittent [ Persistent O Other:
I Asthma i
. Medication/Treatment Order Attached  [J Asthma Care Plan Attached
iType: Date of last seizure:
(1 Seizures ? .
. O Medication/Treatment Order Attached [ Seizure Care Plan Attached
Type: 1 0O 2
L] Diabetes o
[1 Medication/Treatment Order Attached [J Diabetes Medical Mgmt. Plan Attached

Risk Factors for Diabetes or Pre-Diabetes: Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors:Family Hx
T2DM, Ethnicity, Sx Insulin Resistance, Gestational Hx of Mother, and/or pre-diabetes.

BMI kg/m2

Percentile (Weight Status Category): O<sth  [O5h-4g9h  [Jsot-ggth 8594t [J9st-9gh  [J99%hand >
Hyperlipidemia: [OYes [ NotDone Hypertension: [1Yes [I NotDone

" PHYSICAL EXAMINATION/ASSESSMENT

Heaght Weight: BP: Pulse Respirations:

] _ — e e e s o
LabomtorvT&stmg Positive | % Negatwe ! Date Required for PreK & K - Date

18-PRI | . O TestD O Lead Elevated >5 pg/dL

PPN e e SN Y — s

Sickle CeEiScreen PRN Loooo - estione ead Elevated 25 pg/

] System Review Within Normal Limits
[J Abnormal Fmd:ngs List Other Pertinent Medical Concerns Below (e.g., concussion, mental health, one functioning organ)

{7 HEENT 0 Lymph nodes [0 Abdomen (] Extremities wEI Speech

U Dental '3 Cardiovascular 0 Back/Spine/Neck {1 Skin :[J Social Emotional

J Mental Health | J Lungs [ Genitourinary O Neurological D Musculoskeletal

[1] Assessment/Abnormalities Noted/Recommendations: | Diagnoses/Problems {list) ICO-10 Code*
[ Additional Information Attached E*Required only for students with an |EP receiving Medicaid

5/2023 Page 1of 2



Name: Affirmed Narme (if applicable): DOB:

SCREENINGS
Vision & Hearing Screemngs Required for PreK orkK, 1,3,57, & 11

Vision Screening | With Correction OYes T No I Right Left ! Referral Not Done
Distance Acuity | 20/ 20/ o .. ElYes S
NearVisionAcuity ) Tl 24 Oves O
Co[orPerceptionScreemng [J Pass D Fail B B WWW”T o
Nores e S e e
-_He;;mg Séreenmg Pass:ngmdlcates student can hear 20dB at allfrequenues 500, 1000 2000 3000 4000 | 7i:iet”l)70ne 7
Hz; forgrades 7 & 11alsotestat 6000 & 8000 Hz. - .. L IR R
Pure Tone Screening _ Right 03 Pass [ Fail - Left [J pass [ Eail _ Referral I:E Yes I
ores Bl 2 N TS S e

| N'egeti'\'.r'e' | Posntlve o Referral Not Done
Scoliosis Screening: Boys grade9 Girls grades S & 7 1 R _B S - [j T OYes ' D

FOR PARTECIPAT!ON IN PHYSICAL EDUCATION/SPORTS*/PLAYGROUND/WORK

O *Famlly cardfac h|story revrewed - requlred for Dommlck Murray Sudden Card:ac Arrest Preventlon Act

E] Student may particrpate in alf actlvzt:es wnhout restr:ctions
If Restrictions Apply — Complete the information below

[ student is restricted from participation in:
] Contact Sports: Basketball, Competitive Cheerleading, Diving, Downhill Skiing, Field Hockey, Football, Gymnastics, lce
Hockey, Lacrosse, Soccer, and Wrestling.

(] Limited Contact Sports: Basehall, Fencing, Softball, and Volleyball.
[J Non-Contact Sports: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimming, Tennis, and Track & Field.

{1 Other Restrictions:

Developmental Stage for Athletic Placement Process ONLY required for students in Grades 7 & 8 who wish to play at the
high school interscholastic sports level OR Grades 9-12 who wish to play at the modified interscholastic sports level.

TannerStage: OO (30 Dl Chiv [ v

[J Other Accommadations*: Provide Details (e g brace insulin pump, prosthetlc sports goggles etc)

*Check with the athletic governing body if prior approval/form completion is required for use of the device at athletic competitions.
MEDICATIONS

O Order Form for medlcat|on(s) needed at sch001 attached

© COMMUNICABLE DISEASE ~ IMMUNIZATIONS |

D Conflrmed free of communlcabie dlsease dunng exam E! Record Attached E:I Reported in NYSIIS
HEA%.THCARE PROVIDER
Healthcare Provider Signature‘

Provider Name: (please prmt)

Prowder Add ress

Phone: - ' Fax:

Please Return '¥h|s Form to Your Child’s School Health Office When Completed.
5/2023 Page2of 2




Dental Health Certificate

Parent/Guardian: New York State law (Chapter 281) permits schools to request an oral health assessment at the same time a health
examination is required. Your child may have a dental check-up during this school year to assess hisfher fitness to attend school. Please
complete Section 1 and take the form to your registered dentist or registered dental hygienist for an assessment. If your child had a dental
check-up before hefshe started the school, ask your dentist/dental hygienist to fill out Section 2. Return the completed form to the school's
medical director or school nurse as soon as possible.

Section 1. To be completed by Parent or Guardian (Please Print)

Child’s Name: Last First Niddie
Birth Date: I J; Sex: [ Male Wili this be your child's first oral health assessment? OYes [ONo
Konlh Oay Year D Female
oX
School: Name Grade

Have you noticed any problem in the mouth that interferes with your child's ability to chew, speak or focus on school activities? [1Yes [ No

| understand that by signing this form 1 am consenting for the ¢hild named above to receive a basic oral health assessment, | understand this
assessment is only a limited means of evaluation to assess the student's dental health, and | would need to secure the services of a dentist in order for
my child to receive a complete dental examination with x-rays if necessary to maintain good oral health.

| also understand that receiving this preliminary oral health assessment does not establish any new, ongeoing or continuing doctor-patient relationship.
Further, | will not hold the dentist or those performing this assessment responsible for the conseguences or results should | choose NOT to follow the
recommendations listed below.

Parent’s Signature Date

Section 2. To be completed by the Dentist/ Dental Hygienist

I. The dental health condition of on (date of assessment) The
date of the assessment needs to be within 12 months of the start of the school year in which it is requested. Check one:

[ Yes, The student listed above is in fit condition of dental health to permit his/her attendance at the public schools.

[] No, The student listed above is not in fit condition of dental health to permit his/her attendance at the public schools.

NOTE: Not in fit condition of dental health means, that a condition exists that interferes with a student’s ability to chew, speak or focus
on school activities including pain, swelling or infection related to clinical evidence of open cavities. The designation of not in fit
condition of dental health to permit attendance at the public school does not preclude the student from attending school.

Dentist’s/ Dental Hygienist’s name and address

{please print or stamp) Dentist's/Dental Hygienist's Signature

Optional Sections - If you agree fo release this information to your child's school, please initial here.

ll. Oral Health Status (check all that apply).
O Yes O No Caries Experience/Restoration History — Has the child ever had a cavity {treated or untreated)? [A filling (temporary/permanent) OR a
tooth that is missing because it was extracted as a result of caries OR an open cavity].

[l Yes [ No Untreated Caries — Does this child have an open cavity? [At least ¥z mm of tooth structure loss at the enamel surface. Brown to dark-
brown coforation of the walls of the lesion. These criteria apply to pits and fissure cavitated lesions as well as those on smooth tooth surfaces.
If retained root, assume that the whole tooth was destroyed by caries. Broken or chipped teeth, plus teeth with temporary fillings, are
considered sound unless a cavitated lesion is also present].

{1Yes O No Dental Sealants Present
Other problems (Specify):

lI. Treatment Needs (check all that apply)

1

No obvious problem. Routine dentat care is recommended. Visit your dentist regularly.

Cr

May need denta! care. Please schedule an appointment with your dentist as scon as possible for an evaluation.

Immediate dental care is required. Please schedule an appointment immediately with your dentist to avoid problems.

|




¢ Long Lake

Permission for Sharing Confidential Medical Information
Among Professionals About A Minor Student

Please review the below and initial as appropriate.

I/ We, the undersigned, as parent(s) / guardian(s) of , & student in

Long Lake CSD for the

school year:

/ Do not authorize the transfer of personal confidential health information about the
student to be shared at all with any school personnel.

/ Do authorize the transfer of personal confidential health information about the
student to be shared among the following personnel as initialed if it is deemed
important and helpful to the health of the student and/or the public health of the
school. Any category of personnel not checked and initialed shall not be
allowed access to such information.

/

B T

All of the following

Student's private physician

School physician (if different from the private physician)
School nurse/PA

Superintendent

Other administrative personnel
Faculty

Faculty aides and assistants

Physical education/coaching personnel
Bus Drivers

Food service personnel

Janitorial personnel

Emergency Contacts

Other:

In addition to the above, I specifically direct the following person(s) or category(ies) of personnel to
NOT be allowed access to such intonation.

Parent/Guardian 1’s Name (please print) Parent/Guardian 2°s Name (please print)
Signature Signature
Date Date



 Long Lakg

CEMYSAL ACHDOL DinTR

Administration of Over-the-Counter Medication
Standing Order

Not uncommonly there have been instances when the school has not been able to reach a
parent/legal guardian to obtain permission to administer minor pain relievers/fever reducers
and other non-prescription topical or oral medication to a student in a timely fashion. In order
to expedite treatment of Long Lake Central School students when they are experiencing minor
discomfort, the following permission/order will allow the School Nurse or Nurse substitute to
administer over-the-counter medication (as listed below) without obtaining parental/legal
guardian permission at that specific time. Of course, follow-up contact will be attempted by
phone or by written note sent home with the student. Please initial next to each medication
with which you are comfortable and sign the form. You will then need to have your child’s
Health Care Provider sign off on the form also.

g s s st o ool s e ol ofe s oo s e ofe sl e el ol o s sl e ok e sl sl s ok e e i R sk sk sk o ok e s ofe e e she e el e sk e ol e o s s 3 o o S sl o e sl e sk

The School Nurse or Nurse Substitute has my permission to administer the following
medication(s) to my child as deemed necessary or
advisable after appropriate assessment for the school year.

Acetaminophen (Tylenol)

Antacid (Tums)

Calamine Lotion

Diphenhydramine (Benadryl)
Hydrocortisone Cream 1%

Ibuprofen (Advil, Motrin)

Orajel

Saline Eye Wash

Topical Antibiotic Ointment (Neosporin)

Parent / Guardian Name (please print):

Parent / Guardian Signature: Date:

Health Care Provider (please print):

Health Care Provider Signature: Date:




LONG LAKE CENTRAL SCHOOL DISTRICT 7513F
PERMISSION FOR PRESCRIBED MEDICATION

IITO BE COMPLETED BY SCHOOL PERSONNELI

School: School Year; Date form received:
[/we acknowledge receipt of this Physician's Statement und Parent Authorization:

Student Name: Student age: Date of Birth
Grade: Homeroom/Classroom:

" TO BE COMPLETED BY PHYSICIAN OR AUTHORIZED PROVIDEﬂJ

Name of medication:

Reason for medication:
Form of medication treatment;
[ ]Tablet/capsule [ ]Liquid []Inhaler [ ]Injection [ ]Nebulizer [ ]Other
Instructions (Schedule and dose to be given at school):

Start: { ] Date form received [ ] Other, as specified:
Stop: [ ] End of school year [ ] Other date/duration:
[ ] For episodic/emergency events only

Restrictions and/or important side effects; [ ] No restrictions
[ ] Yes. Please describe:

Special storage requirements: [ ] None [ ] Refrigerate
Other:

Physician's Signature
Date Phone Address

For Self-Administration ONLY For Self-Administration ONLY For Self-Administration ONLY

Pursuant to KRS 158.832 to KRS 138.836 _______ school permits a student 1o possess and self-adhminister
asthma or anaphylaxis medication at school and at school-related finctions upon completion of the Jollowing information
| by the parent/guardian and the student's physician and waiver of liability by the parent/guardian.

This student has been instructed on self-administration of this medication: to be completed for asthmatic, diabetic or

severe allergic reaction (anaphylaxis) ONLY

[ INo [ ] Supervision Required [ 1Supervision not required

This student may carry this medication: [ ]No [ ]Yes

1 Please indicate if you have provided additional information:

[ ]On the back side of this form [ } As an attachment

Signature:
Physician or Authorized Provider

,HTO BE COMPLETED BY PARENT/GUARDIAN]|

I give permission for (name of child) to receive the above stated medication at school
according to standard school policy. [ release the School Board and its employees from any
claims or liability connected with its reliance on this permission. (Parents/guardians to bring the medication in its
original container.)

Date: Signature: Relationship:
Home phone: Work phone: Emergency phone:




-HAMILTON COUNTY PUBLIC HEALTH NURSING SERVICE

Carriann Grexa-Allen, DNP, RN, CIC
Director of Patient Services
Carmiann.grexaalien.heph ns@frontier.com

Erica Mahoney, DPT
Director of Public Health
grica.mahaney.hephns@frontier.com

b . : Certified Home Heallh Agency: (518} 648-6141
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SARS-CoV-2 Test
Provider: David G. Welch, MD  NPI#:1801877376

. Patient information:

[ast Name: ' First Name: _ Mi:
DOB: Age: ' Phone:

Home Address: | i

City: State: Zip: ' County:

School Information:
O Aftend School O Work at School [ Volunteers at School

Level: Check all that apply: :
O Elementary U Middte School O Secondary

Informed Consent for COVID-19 Testing

a) |authorize this COVID-18 testing unit to conduct callecting and testing for COVID-19 through a nasal
swab, as ordered by an authorized medical provider or public health official.

b} 1authcrize my test results to be disclosed to the county, state, or to any other govemment entity as may
be required by law.

¢) lacknowledge that a positive test result in an indication that | must continue to self-isolate in an efiort to
avoid infecting others.

d} lunderstand that | am not creating a patient relationship with Hamilton County Public Health by
participating in testing. | understand the testing unit is not acting as my medical provider, Testing does not
replace treatment by my medical provider, | assume complete and full responsibility to take appropriate
action with regards to my test results, [ agree | will seek medical advice, care and treatment from my
medical provider if | have questions or concerns or fi my condition worsens.

e) |understand that, as with any medial test, there is a potential for false positive or false negative test
results. .

f) 1, undersigned, have been informed about the test purpose, procedures, possible benefits and risks. |
have been given the opportunity to ask questions before | sign, and 1 have been fold that | can ask other
questions at any time. [ voluntarily agree to testing for COVID-19.

Pareni/Guardian Name:

Relationship to Patient:

Parent/Guardian Signature:
Date:

The Hamilton County Public Health Nursing Service Is committed o providing preventative and restorative health services fo the residents and guests of Hamilfon County.
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CENTRAL SCHOOL DISTRICT

Sunscreen / Bug Spray Permission Slip

I hereby give permission for my child, ,to
wear sunscreen and/or bug spray as deemed appropriate. [ understand that I will provide
sunscreen and/or bug spray with my child’s name on the bottle. I may apply sunscreen
and/or bug spray on my child before they come to school and will inform the teacher if this
is the case. The teachers have my permission to reapply sunscreen and/or bug spray as
needed throughout the day.

Please allow my child to apply his/her own sunscreen and/or bug spray as needed.

Please apply sunscreen and/or bug spray on my child as needed.

Parent / Guardian Signature Date

Parent / Guardian Name (Please Print)



