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Grade Date of Birth
Student Medical Report

As part of our effort to ensure a safe and healthy learning community, a Student Medical Report (SMR) is
required for all new students and returning students entering grades 1, 6 and 9. The information you provide
will alert staff to any special requirements or restrictions needed for school activities. This packet should be
completed and returned by the end of the first week of school.

The Student Medical History is completed online by parents in the school’'s PowerSchool system. If there
are special concerns related to any iliness, please note this. If your student needs to have medications at
school, please complete a Medication Administration Permission form found on the school’s website.

The Immunization Record (page 2) provides a list of immunizations required by our school as recommended
by the World Health Organization.

The Student Physical Exam (pages 3&4) must be completed by a medical practitioner. The school accepts
medical exams which were completed within 1 year prior to admission. No laboratory tests are required
unless the medical practitioner deems it necessary.

Please note that if student health forms are not returned in the required time frame, students may be asked to
stay home until they are completed. If you have any questions about school health requirements or would like
information regarding hospitals and clinics that provide physical exams, please contact the school nurse.
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Immunization Record Emigihic® CUES7|5
1. Attach a copy of original vaccination records.

B EREICREENME YT 715 A2S RS FUAL.

2. If records are not in English, complete this form as well.

WREHICRAREY , FeATEE. 712 220 Y20| ot A2 of2o| oUHE 7| ZHE s FHAI2.
3. When your child receives new immunizations, send a copy of the new records to school.

HREEMT RS  BEZEEIMCRISIMREFR. MER ogETS 3

20|= 7| & AL S stu o HES) FHAL.

Required Vaccinations WEEH ZT0UES

Vaccine Name

Date Given (YYYY/MM/DD) & BHi ( £/A/8 )

Hepatitis B
ZitEE B¢ Y

Polio - OPV (oral)

*3 doses required

/N LAREERE AR for IPV, 4 doses for
Polio - IPV (injected) OPV. or mixed

/N LRREBRE E5Y vaccine

2 OFOFH| (FEAFE)

DTP or Td/Tdap

diphtheria, tetanus, pertussis

FLENR, BAAIX, B

C|E[m|(C| = | 2| o ot &, 2 &)

* 5 doses for grades 1-8. If 4th dose was at age 4 or older, then 5th dose is not needed for grades 1-8.
* Students must have a booster dose of Td/Tdap after age 10 and before Grade 9. See below for further

information.

HIB - H.Influenza type B
B BU A RKIE MATER

b 2HRA AIZ2AR

* 1 dose required for Pre-K &
Kindergarten only

PCV - Pneumococcal
fkEERE HE T

* 1 dose required for Pre-K &
Kindergarten only

MMR (choose type)
o Measles fffZ

o Rubella Xz

e Mumps JBRR%

e MMR (3-in1)

FRBEIX, 59,272,857

* A total of 2 doses measles, 2
doses mumps, and 1 dose rubella
required before Grade 1

Varicella — chicken pox

KE+=F

* 1 dose required for Pre-K to Grade 8

Recommended Vaccinations il

MERE TFHLHS

Hepatitis A FREUFFK A &7t

[o:]
[=|

Japanese Encephalitis 2B

Uy

Rabies T Am &Y

BCG —tuberculosis =N&

ZE

Other Vaccinations H&

B J|EYRS

Meningococcal (circle type)
TATHRER AT

A A/C C ACYW (MPva)

A A/C C ACYW (MPva)

A A/C C ACYW (MPva)

A A/C C ACYW (MPva)

Other B 7/Ef

Other & 7/E}:

** The tetanus booster for teenagers (Tdap or TD) is not available in mainland China.
Please make plans to obtain this vaccine while traveling outside China.
“ELR, APEXMEA G FEOFEIRRIRAXEE (Tdap 8 Td). BiHIHEZFHEREXMEE.
=Z0 M= Mo eSS0 ItHE FIHS (Tdap E£= TD) 0| S7FELICEL

a3 UE A B2 33 olelel CHE X[ YoM 2| of oY HF

A HY FUNL.
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Student Physical Examination Z4&isig® sHAHZ A

e Physician or medical practitioner completes this section. HE4SERKILTT 2| AH7t =
+ No diagnostic or laboratory testing needed unless physician has a specific concern.
MAEEERY , SNELTHSHmEIRERE /Ao SEs 22{7F glo™ MG = MM HAIJL BRSHX| %3,

Date of exam {2 H AAL: BP IM/E &2 HR /D= ot
Height 85 7I: Weight (A& 22 | Normal Abnormal | Notes or follow-up needed

IR 8¢ | RE HIEY | EEEIAHS/REaTEN AU/ E/EX

Neurological: seizures, concussion, headaches, etc
TREZERGE. o), A=, B &

MEA: & /Mg 7§ &

Musculoskeletal: scoliosis, disabilities, etc.
B8 BFIZ, 5 223A: HFZ05 MY

Skin & scalp FZRk , Skik m¥ & &

Eyes: visual acuity, color iREE: 0, B 5 =418, 44 & Left = %t Right 75

Ears: acuity, aids B&&: 0517, /028 . 247 & &2 Left &£ &t Right &5

Speech &&= 20

Nose, throat, mouth, teeth B, ¥z, I , 7Fi5
3, 7Y, 7Z, X0t

Glands, thyroid SR , ERIRER LHEH|M, ZHakN

Heart: irregular pulse, murmur, dysrhythmia, etc.
IO CFETFF, DS, LEXE

. = = o = —
N ERYH Y JES £FY S

Anemia (signs/symptoms)

BRI (MEEK ) B8 B2/39)

Lungs: asthma, SOB with activity, restrictions, etc.

i i, jZm PR T, B F )

W . M4 Z&5 & 2528 M S

Abdomen, digestion B§ZB , iEft =25, 43t

Genitourinary ZEFEER Hl A Al

General health habits: sleep, dental care, diet, weight

BEREIIR: M2, THRE, K87, B5F, I

ULl A £ #F KO/ 4O HF

Mental/behavioral health: psychiatric dx, developmental
level, ADHD, psychosomatic, etc. ¥, 1528, TR
& . LIEgm XBFEE, ZanE , & B, TH,

HEHZ  FHAOSIEIE BEFE ADHD, X2 95 5

Physician-guided action/care plan must be attached for: asthma, diabetes, and allergies requiring an epi-pen.
XU |, HERRIS OSSR B EREEFIER | ATERBIPFAE | 5 L EINESA0 T

O A, Gl 02|30 ofO-HE HR R 5= Y E7|= SuoM 22| E U6 2lAte] B Al M7t R E[00F LT,
Immunizations reviewed and met minimal requirements QO Yes 2 0| QO No & OfLR
EEEISREE ER  HAUHEZD 2400 o YE B0 SFEJASLICH
Recommendation for Physical Education E4EXTF2SINABHERER MS=20f Chot 2[Ate| 1 .
This child may participate in P.E. and athletic programs without restriction O Yes £ 0l
O No & OiL| 2
=P AZX WAL HTheo] BojE = AELICH

ZFERB AR USSR ERMEIME 0 42 2 A

rin

Ho

Recommendation for follow-up diagnostic testing [FEESHTHIERIER =5 TITH A HE:

For concerns needing clarification, please attach pertinent records to this form. i1 EEHENEEH—EEE , BE
IR EEXER. . =7 AS EF 0] SA0| 23 7|E2 R FUAL

**IMPORTANT: Tuberculosis screening on the 2nd page must be completed as well.
IR B—EEESRM F—REZFEER. S Ho|X[o] ZHMAMEE YEA eHdd] FHAIL.
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Tuberculosis Screening &ixisEx 28 HA
(Physician or medical practitioner completes this section HHE4SEREILE 2| A7t £Hd)

Student Name 424 0| S: Yes® | NoX% Fo;nments
o oL | EEER &4

Has the student had any of these symptoms recently?

=IO, ZFES TEIERID? &40 22 o|H S48 EQl HO| U&7t
e Unexplained fever for more than a week [REARBERIAKE 1 ELA L

0|7<0| Ol)\l-Ol O_IO| (=] OI- /\ O'i '— GI

e Unexplained weight Ioss J?.TBHE]’J BE 202 ¥
«  Cough lasting over 3 weeks =/NEHRLAEAIZI 3
e Coughing up blood ZIl 2%
e Night sweats, chills T , TEE Of7h &gt 23

o= NEsdL
x|
[

Within the last 12 months, has the student been around anyone with
tuberculosis or the above symptoms?

EEERN 12 MAZA, AFLERERE B SR EESAULERIA ?
X|'eh 12 742 O[LHofl, el o] Ao AFRAL ¢ SH2 22 AR X0 AAE
Xo| Y&L| 72

Within the last 12 months, has he/she traveled for more than a week to high-
risk areas, which may include:

FEIEN 12 NAZA, FEREEI I EHL EEmEA X Rz ? o
Al'ch 12 702 ofLhof, sH44o| CHEa 22 N9 X|fof LFY 0|4 oW K|
AL 72

o Rural or northwest China FERIARFEFAILIEX 5= s5Z0|L S48
+ Indonesia ENEfEFRIL Q= H|A|ot
o Philippines FEEE Zz|®
o  African continent JEMNARE otzZz2|7t LS
« IndiaEIE o=
If the student answers “yes” to any of the above risk factors, the school recommends further testing:
MRFEHHABKAERRE 8"  FRENH TH—HNE:

SHY0| 2l 210] CH3l "of" 2t Eot 2, StuE F7tAFEE dAlE A FAYLICE

¢ Mantoux (PPD) skin test: for students who have not received the BCG vaccination
FZBRMRE (Mantoux/PPD) : FRFIRARFINT-RAMEERIZFSE PPD L2 H AL BCG T2 otX| %2 Mg
¢ IGRA/Quantiferon/T-Spot blood test: for those with BCG vaccination or who do not want the skin test
&M (1GRA/Quantiferon/T-Spot): FATF T R MEEINF AR AR RN FE
o WA AH(IGRA/Quantiferon/T-Spot): BCG O B2 B2 st £= D2 HALE 2| b= ehd&
e Chest x-ray: only if other forms of testing are unavailable or contraindicated
BER X6 (NRFARERHTHMMEERBRETA 85 A2 0] ZAL: CHE HEjo| AAE & + AU SXE 82
If the student has ever had a positive TB skin test, blood test or chest x-ray, please record treatment received.
SNid 2 PPD RZidt, , TB MG IERIN A EERETVEIRMR , BT BRE Tk, X , BRINX—%)

219 410] 954 PPD LI ZA, 2% 50| ZAL £ B OfAR0| ZAE B2 H0| Tk Hel ZIHE 7|E8) FHAI2.

If further testing or treatment is recommended, please indicate the date, type, and result: dREFEINH—FRE
FoalT  EFIEMA B, EEMNER: FUHHAEI ATEEJACHE IR fH, Z0E TIES FHAIL:

In my opinion, this student is free of communicable disease and may enter school. 0 Yes £ Ol

BIARZFETAHIERMARS , AN, e Megol glon st 2ay 4 et QO No & OfL|L
Physician’s Signature EAET oAt MY:
Printed Name BE4£H#HE /AL 4

Phone EEIE H3lHs:

Hospital or Clinic Stamp
EfraigfhiER He7l2 =

Email Address HFFEEHE OlH Y =4






