
St. Croix 
Catholic 
School SCHOOL HEALTH EXAMINATION 

Parent/Guardian Complete this top portion: School Name ________________________ 

OM OF Birth Date _____________ 

(Last) (First) (Middle) 

Parent/Guardian Name(s) ___________________________ Home Phone ________________ 

Signfficant Past HeaHh History or presentillness: _________________________________________ 

Health History 
Yes No Remarks Yes No Remarks 

Chronic Recurrent Illness 
Serious Injury (bone, 
joint, head) 
Hospitalizations/ER visits 
Asthma 
Diabetes 
Seizures 

Headaches 
Vision Impairment 
Hearing Impairment 
Kidneys 

I Fainting 
Recurrent Skin Problem 
Other 

Physical Health Examination (examining practitioner to complete this section): 

Vision: R 20/ L20/___ Corrected: Yes 0 No 0 Hearing: L 

Subjective questions (for 7th grade) Pass _____ Fail If Fail: Audiometry R__ L ____ 

Height in. Weight Ibs. %BMI ____ Blood Pressure __-'____ 

Allergies _______________________ Current 

Normal Abnormal Remarks Normal Abnormal Remarks 

I 

I 


Eye i 

cover test 
corneal reflection I 

ENT 
Dental 
Heart 
Lungs 
Abdomen I 

Genitourinary 
Skin 
Extremities 
Musculoskeletal 
Spine/scoliosis 
Nutritional status 
Emotional status 

.. 

! 

Limitations: ______________________________Sports/Physical Education approved? __yes __no 

For ih Grade: Competitive inter school sports approved? __yes __no Limitations: Exam 
Health Care Provider Print 

Clinic Phone Faxrr________________ 

I"'\\ICC --"Hr? RF!vi~F!rl1?1I17 Sr.hnnIH""lthF""min"tinn 

i 



Pupil Immunization Record 

Birthdate _______ 

Minnesota Statutes Section 121A.15 requires children enrolled in a Minnesota school to be immunized 
against certain diseases, allowing for specified exceptions. This form is designed to provide the school with 
information re(luired by the law. 

Enter the MONTH, DAY, and YEAR for all vaccines the pupil received. DO NOT USE (v") or (X). 
boxes are recommended but not required bv law. 

Type of Vaccine 	 1 st Dose I2nd Dose I3rd Dose 14th Dose 15th Dose 

Mo/DayfYr Mo/DaylYr Mo/DaylYr Mo/DayfYr Mo/DayfYr 


Hepatitis B is required for kindergarten and 7th grade. 
Varicella vaccine or disease history is required for kindergarten and 7th grade. 
PCV and Hib vaccines are recommended only for children through age 4 years. 

Note for school personnel: Be sure to initial and date any new information that you add to this form 
after the parent/guardian submits it. A/so, record combination vaccines (e.g., DTaP+Hib, Hib+HBV) in 
each applicable space. 

Indicate immunization status and source of above Information by choosing one of the 
following: 

o 	 I certify that this student has received all immunizations required by law. 

Signature of parent/guardian or physician/public clinic 	 Date 

o 	 I certify that this student has received at least one dose of vaccine for diphtheria, tetanus, and 
pertussis (if age-appropriate), polio, hepatitis B (K + fh), van'cella (K + fh), measles, mumps, and 
rubella and will complete hislher diphtheria, tetanus, pertussis, hepatitis B, andlor polio vaccine 
series within the next 8 months. The dates on which the remaining doses are to be given are: 

Signature of physician/public clinic 	 Date 

Medical exemption: No student is required to receive an immunization if they have a medical 
contraindication, history of disease, or laboratory evidence of immunity. For a student to receive a 
medical exemption, a physician must sign this statement: 

I certify the immunization(s) listed below are contraindicated for medical reasons, laboratory 
evidence of immunity, or that adequate immunity exists due to a history of disease that was either 
laboratory confirmed, or in the case of varicella, medically diagnosed or adequately described to 
me by the parent to indicate past varicella infection. 

Exempted immunization(s): 

For varicella disease only: Year of disease ______ 

Signature of physician 	 Date 

Conscientious exemption: No student is required to have an immunization which is contrary to 
the conscientiously held beliefs of his/her parent or guardian. However, not following vaccine 
recommendations may endanger the health or life of the student or others they come in contact with. 
To receive this exemption, a parent or legal guardian must complete and sign the following statement 
and have it notarized: 

I certify by notarization that immunization for my child is contrary to my conscientiously held 
beliefs. Indicate vaccine(s): 

Signature of parent or legal guardian Date 

Subscribed and sworn to before me this day of 20___ 

Signature of notary 

Additional exemptions 
th• Children less than 7 years of a~e: The 5 dose of DTaP/DTP/DT (similarly, the 4th dose of polio 

vaccine) is not necessary if the 4 DTaPIDTP/DT (3n:! dose of polio) was administered after the 4th 
birthday. 

• Children 7 years of age and older: A history of 3 doses of DTaP/DTP/DTITdITdap and 3 doses of 
polio vaccine meets the minimum requirements of the law. 

• Students in grades 7·12: A Td or Tdap booster at age 11 years or later is not required for students 
in grades 7-12 whose most recent Td was given after their 7'" birthday but before their 11th birthday. 
Instead, it will be required 10 years after the date of the most recent dose. 

• Students 11·15 years of age: A 3n:! dose of hepatitis B vaccine is not required for those students 
who provide documentation of the alternative 2-dose schedule. 

• Students 10 years or older: May receive Tdap to fulfill the Td requirement for students in grades 7-12. 
• Students 18 years of age or older: Do not need polio vaccine. 

Immunization Program 
P.O. Box 64975 

St. Paul, MN 55164-0975 
651-201-5503 or 1-800-657-3970 

www.health.state.mn.uS/immunize 
(1/2010) 1C#140-0155 

Student Number _______ 

FOR SCHOOL USE ONLY 

( ) Complete; booster required in _____ 

( ) In process; 8 mos. Expires ______ 

( ) Medical exemption 

( ) Conscientious objection 


www.health.state.mn.uS/immunize

