ks pyBLIC SCHOOLS OF NORTH CAROLINA
Sanuary 2016 W‘ Stars Board of Education | Department of Public Instructign
NORTH CAROLINA HEALTH ASSESSMENT TRANSMITTAL FORM

This Form and the information on thes form wilt be maintained on file in the schoo! atended by ¥ie student named herein
and is confidennat ang not & public Tecord.
{Approved by North Carolina Department of Publc Insfruction and Departiment of Heaith and Hurnan Services)

- PARENT to COMPLETE THIS SECTION -

Ow DO

I I el
Birthdate parorevyy:: Schoot Name:

Hizspanic of Latino Origin: E1 1 vas T2 Mo { Race:

£ 1 Other Non-white {3 2 white {7 3 Black {J 4 Amencan indian [ & Chinese
{73 & Japanese 1 7 Hawaitan [ Faipine 177 % Other Astan [F 10 Unknown

Home Address: city: © " State: " County:

Parent Information: Name of Parent, Guardian, or person standing in  Telophono(s)

ioco pareantis:
Homa:

Work:

Golt Phone:

Heailth Convcerns to ba shared with authorized paésans {school administrators, teachers, and cther school personnel whe mqblré wch
information to perform thelr assigned duties):

o " HEALTH CARE PROVIDER TO COMPLETE THIS SECTION -
iions oremibaa o s T CATEE PRROVID S RO
‘Student's allerglos, type, and response required: T T e

— B B T A T s

Health.rolated recommendations to enhance the student's schoo! performance:

Vision screaning information:
Passed viston screemng. £ ves [ o
Concerns related Yo student's wision:

Fuibebic Pranirh

ARG AL W R LR AT R R N
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January 2016 State Board of Eduration | Dapartment of Publis Instrurtion

Hearing screening information;
Passed hearing screening: U3 ves T3 No
Concerns refated to student's hoaning

Recommendations, concemns, or necds related to student's heaith and required school follow-up

School folloaw-up needed: [ Yos [ 4o

Medicat Provider Commaents:

Please attach othor applicable school haalth forms:

tmmurization record atiachaed:

Schoot medication autharization form aftached:
Diabetes care plan attached:

Asthma action plan attachoed:

Health care plans for other conditions attached-

0ooon

RES

: h Care Prof gnats Cortifica
1 certify that | perfor on the student named above, a health assessment i accordance with G.S. 130A-44D(0) that included 2 medal histary and
Physical examination with screening for vision and hearing, and If appropriate. festing Tor aneméa and tubercitosis. certefy that the information on this

fotm is accurate and complete to the best of my knowtedge.

R0

Name: Tithe:

Signature: O . Date (m/dfyyyy}
Practice/Clirdc Hame.! Practice/Chinic Address:

Practice/Clinic City. State; Zip: Phone: Fax:

Providor Stamp Hore:

Faedrlic #feecrdtry
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