Saddle River School District

Wandell School
97 East Allendale Road, Saddle River, New Jersey 07458
School Fax (201) 236-8166 (201) 327-0727  Health Office fax @201)-236-2217
Mr. Louis J. Del.isio. : Mpr. Glenn N. Stokes
Interim Superintendent/ Principal Vice Principal
2017-2018

Welcome to Wandell School! The attached forms are being sent to you for completion by you
and your child’s Pediatrician, A physical, vision and dental exam is required of all students
entering Pre k, Kindergarten and new or transferring students into the Wandell School. Your
child’s immunization record is also required according to NJ State Law, Please contact the
Health Office at the school if your child will be exempt from NJ immunization requirements,

The Saddle River Board of Education requires the enclosed forms be submitted before
admittance to Wandell School. Please note the following requirements, in addition to the
regulatly scheduled immunizations;

> The Hepatitis B vaccination (a series of 3 vaccinations) requirement became effective as
of January 1, 2001.

All children entering Kindergarten need 2 doses of the MEASLES vaccine,
Haemophilis B (Hib) is required for children in pre-school. They must have had 2 doses
between ages 2-11 months. The THIRD dose is needed AFTER the first birthday.
Please return all completed forms to the Wandell School Health Office as soon as
possible,

Your child will not be permitted to start school without the necessary forms and
immunizations (Your child’s Pediatrician must SIGN and STAMP the necessary forms)

Y vV VY

Thank you so much for your attention in this very important health matter regarding the NJ state
requirements for public school attendance. Please feel free to contact me if you have any
questions, comments or concerns.

Very truly yours,

Patico Ohett g

Pafricia O’Neill RN MSN CSN

“Where Excetence Te Oun Finet ?cjﬁazz&; "



 WANDELL SCHOOL INFORMATION

STUDENT __ : . CLASSOF

ADDRESS '  PHONE
PHYSICIAN ___ * ' DR.PHONE

ALLERG[ES/MEDICAL CONDITIONS (may be included in medic alert hst given to staff)

. PARDNT]GUARDIAN H\IFORMATION (mdlcate any court orders/resfrlctlons)

MOTHER ~ ] FATHER

NAME

ADDRESS -~

HOME PHONE

.| CELL PHONE -~

EMPLOYER.

WORK PHONE

E-MAIL

PRIMARY EMERGENCY CONTACTS: (authorized to pick up child in an emergency)

CONTACT 1 CONTACT 2
NAME ‘ -

PHONE

1 CELL PHONE L B

WORK PHONE

PERMISSTIONS: (PLEASE CIRCLEj

YES NO My child’s photo/unage and name can be included in any form of media and district
mailings involving school activities.

- YES NO My child has health insurance - : - company)
" NI Family Care provides free or low cost health insurance for uninsured children and certain low income parents.
Call 800—701 0710 or visit yww.njfamilycare.org 16 apply online. Regording uninsured children: You may release
my name and address to NJ Family Care program to contact me about health insurance.
(Written consent requiréd pursuant to 20 US.C. 1232g (6)(1) and 34 CF.R. 99. 30 ().

Parant&gnature ' PrmiedName - . Date

PLEASE NOTE THAT THE WANDELL STUDENT HANDBOOK CAN BE FOUND; AT
) WWW WANDELLSCHOOL ORG, .

YES NO - I will read the Acceptable Use Policy with my chﬂd
YES NO 1will review the Student Handbook with my child.-
YES NO I wﬂl read the HarassmentflntmdatlonfBu}lymg Policy w1th my Gh]ld

" The 31gnatures below mdlcate that the above mformaﬁon i§ for this academm year

w - . ’ A
) ]

A Slgnature of Parent/GuardJan A S1gnature of Student - ' Sy " Date

. PLEASE REPORT ANY CHANGES TO TEE SCHOOL OFFICE TMMEDTATELY. . - o |




Saddle River School Districi
Wandell School
97 East Allendale Road, Saddle River, NJ 07458

School (201) 327-0727 Nurse O’Neill RN MSN CSN  Health Office Fax (201) 236-8166

Mr, Louis Delisio Glenn N, Stokes
Interim Superintendent/Principal Vice Principal

Parent/Guardian Consent for Delepate Administration of Epinephrine Auto Injector

Dear Parent/ Guardian;

The State of New Jersey has enacted a law which allows emergency administration of epinephrine to students
for anaphylaxis (P.L. 2015, ¢. 13). In addition to the current law, NJ has now included requirements that will
allow the school nurse or trained delegate to administer epinephrine to student s who, in good faith, believes the
student is having an anaphylactic reaction or any student whose parent has not:

a. provided written authorization for the administration of epinephrine (N.J.S.A. 18A:40-12.5a);

b, provided written orders from the physician or APN that the student requires epinephrine for
anaphylaxis (N.J.S.A. 18A:40-12.5b);

¢. received written notice from the BOE that the agencies and their employees or agents have no
liability as a result of an injury arising from the administration of epinephrine (N.J.S.A.
18A:4012.5¢); and

d. signed a statement releasing the BOE of liability (N.J.S.A. 18A40-12.5d).

For more information regarding the new law, please go to

http:/fwww.nileg.state,nj.us/2014/Bills/P1L.15/13 . HTM or send an email to

schoolhealthservices@doe state.nj.us Please feel free to contact me with any comments, questions or concerns
regarding the New Epinephrine Requirements for Schools. :

T approve having delegate(s) assigned for my child. T understand that a list of my student’s delegates is
available for review in the Health Office.

I decline delegate administration of epinephrine for my child.

Parent/Guardian Name (PRINTED) Signature . Date




Saddle River School District

Wandell School

97 East Allendale Road, Saddle River, New Jersey 07458
School Phone (201) 327-0727 School Fax (201) 236-8166
Health Office Fax (201) 236-2217
Mr. Louis J. DelLisio. Mr. Glenn N. Stokes

Interim Superintendent/ Principal Vice Principal

CONSENT FOR RELEASE OF MEDICAT INFORMATION
Dear Parents/ Guardians;
With regard to the health, safety and well being of your child, please take note of the following information;

» It is sometimes necessary for the school nurse to contact your child’s Pediatrician or Health Care
Provider to discuss medical information.

> All of your child’s medical records are kept secure, stored in a locked file cabinet and maintained in the
health office, separate from their other personnel records.

» There may be situations whereby medical information may be shared with the school staff in order to
provide your child with the necessary, supportive care they made need.

» In order to discuss your child’s medical information, as stated in the above notations, it is necessary to
keep a signed and dated medical release of information on file.

$ Please read the information below then print, sign and date on the lines provided at the bottom of the -
page.

» Please return this form to the Wandell School Health office before the start of the new school year.
I hereby authorize and give consent to Patricia O’Neill RN MSN CSN School Nurse at Wandell Elementary

School to discuss the information recorded in my child’s health record as stated in the above mentioned
scenarios.

Child’s Name (Printed) - DbOB Grade

Name (Printed) Signature ; Date

5/2017




Saddie River School District Wandell School
97 East Allendale Road, Saddle River, New Jersey 07458

Health Office 201-327-0727 Health Office Fax (201)-236-2217
M. Louis j. DelLisio Myr. Glenn N. Stokes
Interim Superintendent/ Principal Vice Principal

Patricia O’'Neill RN MSN CSN

*MEDICATION PERMISSION FORM INSTRUCTIONS**

In order for the school nurse to administer any medication to your child;

¥ Your child’s doctor must compiete the form at the bottom of this page for...

» Any medication that would be required for a limited time, such as antibiotics, antihistamines, ete.

» Any over-the-counter medication given when needed throughout the year, such as Tylenol,
Advil, cough medicine, eye drops, eic.

» Any asthma medication must retumed with THIS FORM & ASTHMA ACTION PLAN

> All prescription medications (Ritalin, Epipen, etc.} Must have this form completed inciuding
medications required to be given according to the FOOD ALLERGY ACTION PLAN.

»  All medications MUST be provided by parents in its;
1.) Original unopened container
2.) Pharmacy label with the child’s *Name *Medication *Dose *Route and *Time to be given®
3.} #*Tt is recommended that 2 Epipens are provided for the school in the original unopened box**

Thank you for your cooperation with this extremely important health care need.
Very truly yours,

Patricia R, O"Neill RN MSN CSN
Wandell School Nurse

I request the school nurse to administer the medication prescribed by me for the period from:

to for {student’s name)

*#This medication will be supplied by the parents/guardian in its **original confainer®*
**The medication container will have the **child’s name, medication dose, route, and time(s) to be given**

Rx,
Sig.
1. Purpose of medication:
2. Adverse sympioms to look for:

Please check the appropriate box if you wish your child to receive:

0 Tylenol: age-appropriate dose for fever/pain/headache

0 Motrin: age-appropriate dose for fever/pain/headache
Doctor’s Signature Doctor’s Name (Printed) or STAMP Date
Parent/Guardian Signature (Required) Parent/Guardian Name (Printed) Date

**No medication will be given until the completed form with both
Doctor and Parent!/ Guardian signatures are returned**

Whene Exeellence 76 Oar Finst Priority
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Saddle River School District Wandell School
Health Office 201-327-0727 x212 Nurse O’Nelll RN MSN CSN Health Office Fax (201)-236-2217

Medication # 1...T request the school nurse to administer the medication prescribed by me for the period from:

0 for (student’s name)

£=This medication witl be supplied by the parentsiguardian in its **original container**

#=The medication container will have the **child’s name, medication dose, route, and time(s) to be given**
Rx,

Sig.

1. Purpose of medication:

2, Adverse symptoms to look for:
Please check the appropriate box if you wish your child fo receive:

0 Tylenol: age-appropriate dose for fever/paiivheadache

O Motrin: age-appropriate dose for fever/pain‘headache
Poctor’s Signature Pocior's Name {Printed) or STAMP Date
Parent/Guardian Signature (Required) Parent/Guardian Name (Printed) Date

Medication #2...1 request the school nurse to administer the medication prescribed by me for the period from:

to for {student’s name)

#*This medication will be supplied by the parentsiguardian in its **griginal container®*
**The medication container will have the ¥¥child’s name, medication dose, route, and time(s) to be given®*

Rx.
Sig.
3, Purpose of medication:
4. Adverse symptoms to look for;

Please check the appropriate box if you wish your child to receive:

fl Tylenol: age-appropriate dose for fever/pain‘headache

ul Motrin: age-appropriate dose for fever/pain/headache
Doctor’s Signature Doctor’s Name (Printed) or STAMP - Date
Parent/Guardian Signature (Required) Parent/Guardian Name (Printed) Date

Medication #3...1 request the school nurse to administer the medication prescribed by me for the period from:

i for (student’s name)

**This medication will be supplicd by the parents/guardian in its **original container®*
**The medication container will have the **child’s name. medication dose, route, and time(s) to be given**

Rx.
Sig.
5. Purpose of medication:
6. Adverse symptoms to look for:

Please check the appropriate box if you wish your child to receive: )

] Tylenol: age-appropriate dose for fever/pain/headache

0 Motrin: age-appropriate dose for fever/painheadache
Doctor’s Sigaature Doctor's Name (Printed) or STAMP Date
Parent/Guardian Signature (Required) Parent/Guardian Name (Printed) Date

32017
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Stute of Nefur Jergey

DEPARTMENT OF EDUCATION

 HEALTH HISTORY UPDATE QUESTIONNAIRE

Name of School

To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose
physical examination was completed more than 90 days prior to the first day of official practice shall provide a
health history update guestionnaire completed and signed by the student’s parent or guardian.

Student . Age Grade
Date of Last Physical Examination : Sport

Since the last pre-participation physical examination, has your son/daughter:
1. Been medically advised not to participate in a sport? Yes No

If yes, describe in detail

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? Yes No
If yes, explain in detail

3. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes No
If yes, describe in detail

4. Fainted or “blacked out?” Yes No
If yes, was this during or immediately after exercise?

5. Experienced chest pains, shoriness of breath or “racing heart?” Yes No
If yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? Yes No

7. Been hospitalized or had to go to the emergency room? Yes No
If yes, explain in detail

8. Since the last physical examination, has there been a sudden death in the family or has any member of the family
under age 50 had a heart attack or “heart trouble?” Yes -

9. Started or stopped taking any over-the-counter or prescribed medications? Yes No

If yes, name of medication(s)

Date: Signature of parent/guardian
PLEASE RETURN COMPLETED FROM TO THE SCHOOL NURSES’S OFFICE E14-00284




Endorsed by:  American Academy of Pediafrics, New Jersey Chapfer
UNIVERSAL New Jersey Academy of Family Physicians

CHILD HEALTH RECORD New Jersey Depariment of Health and Senior Services
: S IONIE TOIBE COMEIETEDIRY:PAR i : : :

“Child's Name (Last) (First) Gendar
Cdmale [ Female / !
Does Child Have Health Insurance? If Yes, Name of Child's Health Insurance Carrier
CYes [(iNo
Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phone Number
Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phone Number
1 give my consent for my child’s Health Care Provider and Child Care Provider/School Nurse fo discuss the information on this form.
Signature/Date This form may be released to WIC.
N
e TOBE.COMRIETEDIBY HEALTH/CARE PROVIDER o
Date of Physical Examination: Results of physical examination normal? [ves INe
Abnormalities Moted: Weight (must be faken
: within 30 days for WIC})
Helght (must be taken
within 30 days for WIC)
Head Circumference
(i <2 Years)
Blood Pressure
{if >3 Years)
[ immunization Record Attached
|
MMUNIZATIONS [7] Date Next Immiunization Due:
MEDICAL CONDITIONS
Chronic Medicat Conditions/Related Surgeries 1 None Comments
+ List medical conditionsfongoing surgical [] Special Care Plan
CONCEIns: Altached
Msdications/Trealments E None o Comments
« List medicationsireatments: Special Care Plan
Aftached
Limitations o Physical Activity S g;gal Care Plan Comments
« List limitations/special considerations: Attached
Spedial Equipment Needs E g;;‘;al Care Plan Comments
+ Listitems necessary for daily aclivities Attached
Allergies/Sensitivities L None Commenis
« List aflergies: [ Special Care Plan
Attached
Special DletVvitamin & Mineral Supplements E g;g;a! Care Plan Comments
s+ List dietary specifications: Attached
Behavioral Issues/Mental Health Diagnosis E None | Comments
« List behavioral/mental heallh issuesfconcems: Special Care Plan
Attached
Emergency Plans ] None Comments
« List emergency plan that might be needed and { [] Speciai Care Plan
the sign/symptoms to watch for:  ~ Altached
PREVENTIVE HEALTH SCREENINGS
Type Screening Date Performed Record Value Type Screening Date Performed Note if Abnormal
Hgb/Hct Hearing
Lead: [ Capillary [ Venous Vision
TB (mm of Induration) . Dental
Other: Developmental
Other: Scoliosis
D ! have examined the above student and reviewed hisfther health history. It is my opinion thal he/she is medically cleared fo
participate fully In all child care/school activities, including physical education and competitive confact sports, unless nofed above.
Name of Health Care Provider (Print) Health Care Provider Stamp:
Signature/Date '

CH-14 SEP 08 Distribution; Qriginal-Child Care Provider Copy-Parent/Guardian  Copy-Hsalth Care Provider,




Instructions for Completing the Universal Child Health Record (CH-14)

Section 1 - Parent

Please have the parent/guardian complete the top section and
sign the consent for the child care provider/school nurse fo
discuss any information on this form with the health care
provider,

The WIC box neads to be checked only if this form is being
sent to the WIC office. WIC is a supplemental nutrition
pregram for Women, Infants and Children that provides
nudritious foods, nuirition counseling, health care referrals and
breast feeding support to income eligible families. For more
information about WIC in your area call 1-800-328-3838.

Section 2 - Health Care Provider

1. Please enter the date of the physical exam that is being
used to complete the form. Nofe significant abnormalities
especially if the child needs treatment for that abnormality
(e.a. creams for eczema, asthma medications for
wheezing eic.)

. Weight - Please note pounds vs. kilograms. If the
form is being used for WIC, the weight must have
been taken within the last 30 days.

«  Height - Please note inches vs, centimeters. If the
form is being used for WIC, the height must have
bean taken within the last 30 days.

. Head Circumference - Only enter if the child is less
than 2 years,

. Blood Pressure - Only enter if the child is 3 years
or older.

2. Immunization - A copy of an immunization record may
be copied and attached. If you need a blank form on
which fo enter the immunization dates, you can reguest a
supply of Personal Immunization Record (IMM-8) cards
from the New Jersey Deparment of Health and Senior
Services, immunization Program at 609-588-7512.

. The Immunization record must be attached for the
form to be valid.

. “Date next immunization is due® is optional but helps
child care providers to assure that children in their
care are up-to-date with immunizations.

3. Medical Conditions - Please list any ongoing medical
conditions that might impact the child's health and well
being in the child care or school setting.

a. Note any significant medical conditions or major
surgical history. If the child has a complex
medicai condition, a special care plan should be
completed and attached for any of the medical
issue blocks that follow. A generic care plan
(CH-15) can be downloaded at
www.state ni.usfhealth/forms/ch-15.dot or pdf. Hard
copies of the CH-15 can be requested from the

Division of Family Health Services at 609-292-5666.

b. Medications - List any ongoing medications.
Include any medications given at home if they might
impact the child's health while in child care (seizure,
cardiac or asthma medications, etc.). Short-term
medications such as antibiotics do not need to be
listed on this form. Long-term antibiotics such as
antibiotics for urinary tract infections or sickle cell
prophylaxis should be included.

PRN Medications are medications given only as
needed and should have guidelines as to specific
factors that should trigger medication administration.

CH-14 {Instructions}
SEP 08

Please be specific about what over-the-counter
(OTC) medications you recommend, and include
information for the parent and child care provider as
fo dosage, roufe, frequency, and possible side
effects. Many child care providers may require
separaie permissions sfips for prescription and OTC
medications.

¢. Limitations to physical activity - Plzase be as
spacific as possible and include dates of limitation
as appropriate. Any limitation to field trips should be
noted. Note any special considerations such as
avolding sun exposure or exposure fo allergens.
Potential severe reaction to insect stings should be
noted. Special considerations such as back-only
sleeping for infants should be noted.

d. Special Equipment — Enter if the child wears
glasses, orthodontic devices, orthotics, or other
special equipment. Children with complex
equipment needs should have a care plan.

e. Allergies/Sensitivities - Children with  life-
threatening allergies should have a special care
plan. Severe allergic reactions to animals or foods
(wheerzing efc.) should be noted. Pediatric asthma
action plans can be obtained from The Pediatric
Asthma Coalition of New Jersey at www.pacnj.org
or by phone at 808-687-9340.

f.  Special Diets - Any special diet andfor supplements
that are medically indicated should be included.
Exclusive breastfeeding should be noted.

g. Behavioral/Mental Health issues — Please nole
any significant behavioral problems or mental health
diagnoses such as autism, breath holding, or
ADHD.

h. Emergency Plans - May require a special care plan
if interventions are complex. Be specific about
slgns and symptoms to watch for. Use simple
language and avoid the use of complex medical
terms.

Screening - This section is required for school, WIC,

Head Start, child care settings, and some other

programs. This section can provide valuable data for

public heath personne! to track children's health. Please
enter the date that the test was performed. Note if the
test was abnormal or place an "N" if it was normal.

. For lead screening state if the blood sample was
capillary or "venous and the value of the test
performed.

+  For PPD enter millimeters of induration, and the
date listed should be the date read. If a chest x-ray
was done, record resuits.

. Scoliosis screenings are done biennially in the
public schools beginning at age 10.

This form may be used for clearance for sports or
physical education. As such, please check the box above
the signature line and make any appropriate notations in
the Limitation to Physical Activities block.

Please sign and date the form with the date the form was

completed {note the date of the exam, if different)

. Print the health care provider's name.

« « Stamp with health care site's name, address and
phone number.




Name Grade Teacher

TO BE COMPLETED BY PHYSICIAN

A. New Students ~ Complete information for all immunizations mustbe submitted,
Please indicate month, day, and year for each immunization,
Returmng Students Please note date of last booster and any other immunization that has been given in the
last year,

VACCINE
TYPE

DISEASE
Mo/Year

Primary Serfes

Boosters

1" Dose,

Mo/Day/Yr.

2" Dose
Mo/Day/¥r

3" Dose
Mo/Day/yr

Mo/D ay/¥r

Mo/Day/¥r

Mo/Day/¥Yr

DPT and/or Td

Polio

Measles

Rubella

Mumps

Chicken Pox

HIB

Hepatitis B

Other

B. Mantoux Tubercnlin Test (not Tine and other mbercuhn tests) is requxred for any student new to Wandell from a high
TB incidence country _

E Tuberculin Tests

Date - Type/Lot No. Reaction (mm jnduration)
If positive, was chest z-ray taken? Date Result
What medication, if any?- Dosage
C. Lab Screening Tests
Type Date Result Date Result
Het/Hgb ' :
Hct/Hgb
TEM
U/A
Lead Level .
Other ' . _ ,




MINIMAL IMMUNIZATION REQUIREMENTS FOR SCHOOL ATTENDANCE IN NEW JERSEY

N.J.A.C. 8:57-4: Immunization of Pupils in School

DISEASE(S) MEETS IMMUNIZATION REQUIREMENTS COMMENTS
{AGE 1-6 YEARSY: 4 doses, with one dose given An p N § ; .
y child entering pre-school, pre-Kindergarten, or Kindergarten needs a
on or after the 4th birthday, OR any & doses. minimum of four doses. Puplls afler the seventh birthday should receive adult
DTaP (AGE 7'? Y%ARS}‘ 3 dgses '%f.lePr 3‘?"3TP type Td. DTP/Hib vaccine and DTaP also valid DTP doses.
previcusly administered combination of , t id ; et )
DTaP, and DT to equal 3 doses, Laboratory evidence of immunity is also acceptable
. For pupils entering Grade 6 on or after 9-1-08 and born on or alter 1-1-97.
Td GRADE 6 {or comparable age level for spacial ! :
ap education programs): 1 dose z\ozr;ld does not need a Tdap dose until FIVE years after the last DTP/DTaP or Td
(AGE 1-6 YEARS): 3 doses, with one dose given gt;igggﬁgﬁvlastgg;oltl:b\{:Wne {IPV) or Orat Polio Vaccine (OPV) separately or in
POLIO on or after the 4th birthday, OR any 4 doses. 8 plabie. . .
(AGE 7 or OLDERY: Any 3 doses Polio vaccine is not required of pupils 18 years of 2ge or older.
ARy . Laboratory evidence of immunity is also acceptable,
If born before 1-1-90, 1 dose of a live Measles- Any child over 15 months of age entering chiid care, pre-school, or pre-
containing vaccine of: or after the first birthday. Kindergarten needs a minimum of 1 dose of measles vaccine.
If born on or after 1-1-90, 2 doses of a live Any child entering Kindergarten needs 2 doses.
Measies-containing vaccine on or after the first Previously unvaccinated students entering college after 9-1-95 need 2 doses of
MEASLES birthday. measlas-containing vaccine or any combination contalning live measles virus
If entering a college or university after 9-1-95 and administered after 1968. Documentalion of 2 pror doses is acceptable.
previously unvaccinated, 2 doses of a live Laboratory evidence of immunity Is also acceplabls.
Measles-containing vaccine on or afler the first Intervals between first and second measles/MMR/MR doses cannot be less than 1
birthday. month.
Any child over 15 months of age entering child care, pre-school, or pre-
. i y - " Kindergarten needs 1 dose of rubella and mumps vaccine,
RUBELLA ;f?;sl?\g’ﬁir[:fbﬁl‘;‘ﬁg; containing vaccine on or Any child entering Kindergarten needs 1 dose each.
and 1d flive Rubell ¥ aini . Each student entering college for the first time after $-1-85 neads 1 dose of rubella
MUMPS , 05;0 p lvfb':h: a-containing vaceine on or and mumps vaccine or any comblnation containing live rubella and mumps vius
after the: first bithoay. administered after 1968,
Laboratory evidence of immunity is also acceptabls.
All children 19 months of ags and older enrolled into a child carefpre-school center
after 9-1-04 or children born on or after 1-1-98 entering a school for the first me
VARICELLA 1 dose on or after the first birthday. in Kindergarten or Grade 1 need 1 dose of varicella vaccine.
Laboratory evidence of immunity, physiclan’s statement or a parental statement of
previcus varicella disease Is also acceptable,
(I\gandated only for children enrolled in child care, pre-school, or pre-Kindergarten.
HAEMOPHILUS AGE 2-11 MONTHS)™: 2 d Minimum of 2 doses of Hib vaccing is needed if belween the ages of 2-11
INFLUENZAE B | OF 211 ) o Joses menths.
{Hib) {AGE 12-59 MONTHS)": 1 dose @ Minimum of 1 dose of Hib vaccine is needed afier the first birthday.
DTP/HIb and Hib/Hep B alse valid Hib doses.
M If a chitd 1s between 11-15 years of age and has not received 3 prior doses of
HEPATITIS B (K-GRADE 12): 3 dosss or 2 doses :1?21?;3502 then the child is eligible to receive 2-dose Hepatitis B Adolescent
Laboratory evidence of immunity is also acceplable.
) Mandated only for children enrolled in ¢chitd care, pre-school, or pre-Kindergarten.
PNEUMO- (AGE 2-11 MONTHS)": 2 doses ™ Minimum of 2 doses of Pnaumococeal vaceine Is needed if between the ages of
COCCAL {AGE 12-69 MONTHS)?: 1 dose 2-11 months.
) Minlmum of 1 dose of Pneumococcal vaccine is neaded after the first binthday.
gg:gr;%;;mn E{gs(ﬁrfgg’spea&? ble age fovelfor  { ( pqp pupits entering Grads 6 on or after 9-1-08 and born on or after 1-1-97.
MENINGQ- (Entesin a?ﬁy sar colle g6 or Universily ) Previously unvaccinated studenis entering a four-year college or university after
COCCAL ering it 8-1-04 and who reside In a campus dormitory, nead 1 doss of maningecoccal
praviously unvaccinated and residing in a campus D i B
domitory): 1 dose @ vaccine. Documentation of one prior dose Is acceptable.
For children enrolled in child care, pre-school or pre-Kindergarten on or after
INFLUENZA {AGES 6-58 MONTHS): 1 dose ANNUALLY 9-1-08.
1 dose o be given between September 1 and December 31 of each year.

AGE APPROPRIATE VACCINATIONS (FOR LICENSED CHILD CARE CENTERS/PRE-SCHOOLS)

CHILD'S AGE NUMBER OF DOSES CHILD SHOULD HAVE (8Y AGE}:

2-3 Months 1 dose DTaP, 1 dose Polio, 1 dose Hib, 1 dose PCV7

4-5 Months 2 doses DTaP, 2 doses Pollo, 2 doses Hib, 2 doses PCV7

6-7 Months 3 dosas DTaP, 2 doses Polio, 2-3 doses Hib, 2-3 doses PCV7, 1 dose Influenza

8-11 Months 3 doses DTaP, 2 doses Polio, 2-3 doses Hib, 2-3 doses PCV7, 1 dose Influenza

12-14 Monlhs 3 doses DTaP, 2 doses Pollo, 1 dose Hib, 2-3 doses PCV7, 1 dose Influenza

15-17 Months 3 doses DTaP, 2 doses Pollo, 1 dose MMR, 1 dose Hib, 1 dose PCV7, 1 dose influenza

18 Months-4 Years 4 doses DTaP, 3 dosas Pofio, 1 dose MMR, 1 dosa Hib, 1 dose Varicefla, 1 dose PCVY7, 1 dose influenza

PROVISIONAL ADMISSION:

Provisional admission allows a child 1o entei/attend school but must have a minimum of one dose of each of the required vaccines. Pupils must be actively in the
process of compleling the series. If a pupil is <5 ysars of age, they have 17 months to complete the immunization requirements. If a pupil Is 5 years of age and
older, they have 12 months fo complete the immunization requirements.

GRACE PERIODS:

» 4-day grace period: All vaccines doses administered less than or equal to four days before elther the specified minimum age or dose spacing interval shall be
counted as valid and shall not require revaccination in order lo enter or remain in & school, pre-school or child care fadility.

 30-day grace period: Those children transferring info a New Jersey school, pre-school, or child care center from out of statelout of countey may ba allowed a 30-
day grace period in order o obtain past imeunization documentation before provisional status shall begin.
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Téle: (201) 327-0727

L3

Child’s Name

97 East Allendale Road -

' ‘Saddle River, New Jetsey 07458

‘Dental Examination Record

Fax: {201) 236-8166

Nuomber of Cavities

. Number Treated .

Gums

Recommendations

Date of Examination

Doctor’s Name

Addreasé

Telephone Number

. Fax Numbe:g' '

Doctor’s Signature




-

-

. D7 East Allendale Road  © ° Fax (201) 236-8166
" Saddle River, New Jersey 07458 ,

‘

feler {201) B2T-0727

Yision Examination Record

© Child’s Name

Distance . Near ‘Distajlca"‘ Near

Viston without correction 0D, i . " 0.5,

Viston with correction . 0D . ____.0S.

. - Miiscle Balance

Binocular Viston o Npar _

Ear

. FusionDepth

. Eve Diseasé ox Defect

DIAGNOSIS:

P

Recommendattons
P . E
5 - ’

L] -

" Shounld wear gla:sses? K When?

Re-examination - ' l Date?

Other ‘ o

. TYX
T OXYFE
| #}{‘_5\{56?
XEYOEYTFYO

Date of Examination

[ 90

Doctor’s Name . o ' "

Address 7 . ) : .

* - Telephone Numbeyr . .
Fax Nomber : : . o




‘Saddle River School District
Wandell Elementary School
97 E. Allendale Rd.
Saddle River, NJ 07458

e PLEASE READ THE NJDOE FACT SHEETS
e SIGN OFF BELOW -
e RETURN SIGNED FORMS TO THE SCHOOL HEALTH OFFICE

Sports related Concussion and Head [njury Fact Sheet and Parent/Guardian Acknowledgement
Form

[/We acknowledge that we read and reviewed the Sports and Concussion and Head Injury Fact
Sheet, '

Student Signature

Parent/Guardian Signature

Date

Sports-Related Eye Injuries Educational Fact Sheet For Parents

1We acknowledge that we have read and reviewed the Sports-Related Eye Injuries Educational
Fact Sheet.

Student Signature:
Parent/Guardian Signature

Date_
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What are the signs and symptoms
of a concussion?
-- Youcan't see a ton;ussiéfz; Sigﬁé_ahd'_.ﬁ,ymptoms of -
"~ concussion can show up right after an injury or may not
-appear or be noticed until hours or days after the injury.
- tls important to watch for changes in how your child or
: teen is actmg or feeimg, if symptoms are getting worse,

: -or':f s/he just deesntfeelnght Most concussaons occur
_w;thout loss of conscmusness

o If_yt_:ur child ,Or' teen r'éports oné qi’ more of the'symptoms of

"~ concussion listed below; or if you notice the symptoms
yourself, seek medical-attention right away. Children and

- teens are:among those at. g_i'éatést risk for concussion.

SIGNS ANT SYMPTOMS OF A CONCUSSION

'SIGNS OBSERVED BY  * SYMPTOMS REPORTED BY YOUR CHILD OR
PARENTS OR GUARDIANS it Dkt

Thinking/Remembering: Emotional:

* Appears dazed or stunned ¢ Difficulty thinking clearly « Irritable

*  Isconfused abf)ut events s Difficulty concentrating or ¢ Sad

*  Answers quest_{ons slowly remembering +  More emoticnal than usual
+ Repeats questions s Feeling more slowed down ¢ Nervous

« Can't recall events priorto s Feeling sluggish, hazy, fogay, or grogay

the hit, bump, or fall Sleep*:
+ Can'trecall events after the Physical: R Drc-awsy
{"t' bump, or fall o Headache or "pressure” in head o Sleeps fess than usual
* LOses tc)qn:]c;ousness « Nausea or vomiting s Sleeps more than usual
(even brie y}_ . ¢ Balance problems or dizziness + Has trouble faliing asleep
¢ Shows behavior or personality > Fatigue or feeling tired
changes « Blurry or double vision *0nly ask about sleep symptoms if
s Forgets class schedule or +  Sensitivity to light or noise the injury occurred on a prior day.

assignments

¢ Numbness or tingling
¢ Does not “fee right”

geConcuisiion. Para cbterior yna copia electrénka de esta hala dé nformackén en espanid, porfavor sitel wwikde gov/Concusston,

4. S DF.‘PARTMENT oF HE:ALTH AND. HUMAN s:zmnc:nzs
CENTERS FOH DISEASE CONTROL AND PREVENT!ON




Howean he[p my th[d return to
-——schanl safely &fter/e. cancussmn?

He!p your chitd or teen get neaded suppmt when L
o _retummg to school after a concussion. Talk with
-your child's teachers, school fiirse, coach, speech-
' Ianguagé'bathoiogisf or coun'selor-about your -

- .-;Chlld s concuss!on and symptoms Your chifd may

icannot retum to recreahon and sports nght away,
Lor cannot keep up with schoofwork Your child may
f.aiéu feei isolated from peers aﬂd social networks.
" Talk often with your child about these issues and
. offer yout suppert and encouragement As your
o _ch;ld s symptoms decrease, the extra help or
i support can be removed gradualiy Children and
S teens who retum fo school after a concuss;on

o ,_'may need tor

. ;Take rest breaks as needed

"¢ Spend fewer hours at schooi

- "Bégiven more timé to take tests or

' e 'comptete a551gnments,

o Receive help with schooiwork and/or
:_-"Reduce tire spent readmg, wnting, oron
he computer;

o!




Partlmpatlng in sports and recreational activities is an 1mportant part of a healthy, physmally active lifestyl
children. Unfortunately, injuries can, and do, occur. -Children are at particular risk for sustaining a sports-rel
eye injury and most of these injuries can be prevented Every year, more than 30,000 children sustain seri
sports-related eye injuries. Every 13 minutes, ai emergency room in the United States treats a sports -relate
eye injury.! Accordmg to the National Eye Ins tute, the sports with the highest rate of eye injuries a
baseball/softball ice hockey, racquet sports and b sketball foIIOWed by fencmg, Iacrosse pamtbal[ and boxi

e made of polycarbonate lenses, a strong,
re much stronger than regular lenses.3

of protective eyewe §




If a child sustains an eye injury, it is recommended that he/she receive
immediate treatment from a licensed HCP {e.g., eye doctor) to
reduce the risk of serious damage, including blindness. It is also
ecommended that the child, along with his/her parent or guardian,
eek guidance from the HCP regarding the appropriate amount of
ime to wait before returning to sports competition or practice after
sustaining an eye injury. The school nurse and the child's teachers
‘should also be notified when a child sustains an eye injury. A parent
or guardian should also provide the school nurse with a physician’s note
detailing the nature of the eye injury, any diagnosis, medical orders for

the return to school, as well as any prescription(s) and/or treatment(s} necessary to promote
healing, and the safe resumption of normal activities, including sports and recreational activities.

According to the American Family Physician Journal, there are several guidelines that
shou!d be followed when students return to play after sustaining an eye injury. For
example, students who have sustained significant ocular
injury should receive a full examination and clearance
by an ophthalmologist or optometrist. In addition,
students should not return to play until the period of
time recommended by their HCP has elapsed. For more
minor eye injuries, the athletic trainer may determine that
it is safe for a student to resume play based on the nature of the injury, and how the
student feels. No matter what degree of eye injury is sustained, it is recommended that
students wear protective eyewear when returning to play and immediately report any concerns with their vision
to their coach and/or the athletic trainer.

Additional information on eye safety can be found at http://isee.nei.nih.gov and
hitp://www.nei.nih.gov/sports.

*Bedinghaus, Troy, 0.D., Sports Eye Injuries, http://vision,about.cam/od/emargencyeyecare/s/$Sports_njuries.htm, December 27, 2013,




