Yosemite Unified School District

Coarsegold School - 45426 Road 415 Coarsegold, CA 93614 - Phone (559) 683-6263 - FAX (559) 683-2625
Rivergold School - 31800 Road 400 Coarsegold CA 93614 - Phone (559) 658-7655 - FAX (559) 658-7244

www.yosemiteusd.com

School Entry into 1st through 8th Grade
Medical Requirements Checklist

This is the checklist for health information that you will need to provide to Yosemite Unified School District for
enrollment of your child at Coarsegold or Rivergold Elementary Schools. All completed forms and records need
to be brought to the elementary school where your child will be enrolled.

1. Immunizations: Copy of original records provided to school (if you bring the original
records we will copy them for you):
5 DTP (4 doses meet requirement if at least one was given on or after the 4th birthday)
4 Polio (3 doses meet requirement if at least one was given on or after the 4th birthday)
3 Hepatitis B
2 MMR (first MMR on or after 1st birthday)
1 Varicella (the 2nd varicella is recommended but not required)
Tdap (6th through 8th grade only, required for 7th grade entry)

1. TB Skin Test or Risk assessment screening dated within one year if prior enrollment was
in a school district outside of Madera County. (Must be an original record or copy of the
original record.)

3. "Report of Health Examination (CHDP exam) for School Entry' Form (1st grade
requirement only) (Dated on or after 08/01/21)
Form completed by parent/guardian and doctor and signed by
both
or
Waiver signed by parent/guardian

4. "Oral Health Assessment” Form (requirement for first entry into public school including
Transitional Kindergarten, Kindergarten or 1st grade only)
Form completed by parent/guardian and dentist/hygienist and signed by
both
or
Waiver signed by parent/guardian and Section 1 completed by
parent

5. "Annual Student Health History 2022 - 2023 Form" located on our website under
“enrollment”. If you have health concerns for your student, contact the District School Nurse as
soon as possible including the week prior to the first day of school.

Completed and signed by parent/guardian

If you have any other questions, please contact the school's Health Aide.

1 Revised 03/2022 LK
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California Department of Education
Page 1 of

Oral Health Assessment Form
California law (Education Code Section 49452.8) states your child

must have a

dental check-up by May 31 of his/her first year in public school. A California licensed dental professional operating within
his scope of practice must perform the check-up and fill out Section 2 of this form. If your child had a dental check-up in
the 12 months before he/she started school, ask your dentist to fill out Section 2. If you are unable to get a dental check-

up for your child, fill out Section 3.

Section 1: Child’s Information (Filled out by parent or guardian)

Child's First Name: Last Name: Middle Initial: | Child’s birth date:
Address: Apt.:
City: ZIP code:
School Name: Teacher: Grade: Child’s Sex:
o Male o Female

Parent/Guardian Name: Child’s race/ethnicity:

o White o Black/African American o Hispanic/Latino o Asian

o Native American o Multi-racial o Other
p Native Hawaiian/Pacific Islander o Unknown

Section 2: Oral Health Data Collection (Filled out by a California licensed dental professional)

_IMPORTANT NOTE: Consider each box separately. Mark each box.

Assessment Caries Experience Visible Decay | Treatment Urgency:
Date: (Visible decay and/or Present: o No obvious problem found
fillings present) o Early dental care recommended (caries without pain or infection;
or child would benefit from sealants or further evaluation)
o Yes o No oYes 0NO | o gent care needed (pain, infection, swelling or soft tissue lesions) |

Licensed Dental Professional Signature CA License Number

Date

Section 3: Waiver of Oral Health Assessment Requirement
To be filled out by parent or guardian asking to be excused from this requirement

Please excuse my child from the dental check-up because: (Check the box that best describes the reason)

o | am unable to find a dental office that will take my child’s dental insurance plan.
My child’s dental insurance plan is:

o Medi-Cal/Denti-Cal o Healthy Families o Healthy Kids a Other

o None

a | cannot afford a dental check-up for my child.

o | do not want my child to receive a dental check-up.
Optional; other reasons my child could not get a dental check-up:

If asking to be excused from this requirement: »

Signature of parent or guardian

Date
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Annual Student Health History 2022-2023

Name: Grade: ___Teacher Date:

Yes No Allergies (hives/rash — breathing problems) to (circle): Food Insects Environment Medication Other
Please list the items your student is known to be allergic to

Yes No Will your student need medication at school for allergies? List medications needed at school on back.*

Yes No Anaphylaxis (documented life threatening allergic reaction) to: Food Insects Environment Medication
Please list the items that cause your student to have anaphylaxis

Yes No Wilt your student need an Epinephrine Auto Injector (e.g. Epi-pen) at school?
Yes No Will your student need other medication at school for anaphylaxis? List medications needed on back.*

Yes No Asthma Mild Moderate  Severe Triggered by:
Yes No Will your student require any medications/inhaler at school? List medications needed at school on back.*

Yes No Bone or joint problems. Describe
Note: Any physical restrictions will require a note from your student’s physician/health care provider.

Yes No Diabetes 0O Type 1 O Type 2 If ‘yes’ Parent/Guardian please call for an appointment with the School Nurse.

Yes No Will your student require medication at school? List medications needed at school on back.*
Yes No Epilepsy/Seizures Date of last seizure Number of seizures occurring in the past year
Yes No Will your student require any seizure control medications at schoal? List medications needed on back.*

Yes No Headaches or Migraines How frequently are headaches occurring?
Yes No Will your student require any headache control medication at school? List medications needed on back.*

Yes No Hearing Loss Right Left Both Does your student need preferential seating?
Yes No Wears a hearing aid? Your student had his/her last hearing evaluation when?

Yes No Heart Problems Diagnosis
Yes No Will your student require medication at school? List medications needed at school on back.*
Note: Any physical restrictions will require a note from your student’s physician/health care provider.

Yes No Speech Problems Presently seeing a therapist? Yes No How Long?

Yes No Vision problems Please describe Date of last eye exam
Yes No Wears glasses/contacts? 0O Far vision only O Reading only O Wears glasses at all times

Other (Check all that apply and provide details on back of this form)

___ Breathing problems ___ Eating problems __ Dental problems ___ADD/ADHD

__ Neurological problems ____ Bladder problems ___ Bowel problems ___ Requires catheterization
___ Skin problems ____ Blood disorder __Fears ___ Blood pressure problems
__ Frequent nose bleeds ____Behavioral problems ~ ____ Other -

Yes No My student has an existing medical condition that prevents him/her from receiving Epinephrine
medication for severe life-threatening allergies (known as “anaphylaxis”). I will provide medical
documentation from my child’s physician which identifies the medical condition preventing the
use of Epinephrine. (This references law SB 1266 requiring schools to provide stock Epinephrine to
treat anaphylaxis.)

Please Complete Backside of Form Also



OTHER HEALTH CONCERNS

6. Long Term PE Excuse (greater than 3 days) must be provided in writing by your student’s physician/health care
provider. Written note must include a) the reason for the excuse, and b) what the student can, or cannot do (e.qg. may

self-
pace, may not run, no PE, etc.). This note is delivered to the Health Office.

7. Unlimited Restroom Use or Special Procedures Regarding Restroom Use request must be provided in writing by
your student’s physician/health care provider. The request must include the reason for the request or the diagnosis. This
note is delivered to the Health Office.

8. Special Meals and/or Dietary Accommodations requires the completion of Child Nutrition Programs Form CNP-925
(available on the YUSD website or from your school’s Health Aide). This form requires parent/quardian AND the
student’s physician/health care provider's signatures.

IF YOUR STUDENT WILL BE TAKING MEDICATION AT SCHOOL, THEN A “"MEDICATION At
SCHOOL FORM™ IS NEEDED. YOU MAY GET THIS FROM YOUR SCHOOL HEALTH AIDE.

Any other health concerns:

Field Trip/Sports Emergency Information 2022-23 School Year

Home Room Grade

Student's Last Name First Name Middle initial Date of Birth
Street Address (Home) (not P.O. Box)
City State Zip Code Home Phone #
Parent/Guardian Work phone #s Other phone #s accessible during field trip
Emergency Contact (other than parent for time during field trip) Phone # . Relationship
Emergency Contact (other than parent for time during field trip) Phone # Relationship
Name of Health Insurance Company Policy #
Family/Child's Physician Phone #

Signature of Parent/Guardian Date

Printed Name of Parent/Guardian

Yes No I would like to talk to the School Nurse. Parent’s telephone number




Uoljeonp3 o Juswuedag elulojieD
9107 18quwiaoaq pasiAey 'SH wio 4

3R] UBIPJRND) 10 JUaled JO o1meudis

'uonyes2dooo 1ok 10y nok yuey] 13yoea) s,pIIyo oK 0} WIOY STY} WINIAI USY) 40[aq paplacad saoeds ayy ul wio) s1uy a3ep pue udis ssea|d

(sympe soyjo Aue Jo ‘siuaiedpuesd ‘sueipiens ‘syuared)
¢ewoy a1 ui synpe Aq uaods uaijo 1sow si sfendue| yiym

4PIIYD NOA 1A Bunjeads uogm

asn Ajyuenbay 3sow (suerprens Jo syuared o) no op 28enue| yoty g

¢ewioy e yeads Aj3usnbaiy 3sow pliyo Inok seop sfendue| Yo 'z

¢1e) 03 uedaq 18Iy SYS/aY UayA UIes] pPIIYd Inok pip e8en3uel yorupy |

'DISSISSE
s1 Aouspojoud ysy3ug s 3uspnis InoK 210J2q UOHVRLIOD Jsanbal Aew noA ‘Asains sFenue| swoy sty Buneidwios spei s1 J0413 U J] "paamsueun

uonsanb Aue aAeaj 10U Op asea|d 'papiacid soeds oy ur Ajdde jewp (s)a3en3uel oy Jo (s)aureu sy )i ‘0onsanb yoes 104 'ajqissod se A|aleinose se
MO[aq palst| suolissnb Inoj sy Jo yors 03 puodsal 353 "sjuswalinbal asay) yim FutArduwiod ur paysanbai s1 uoneiedoos Jnok ‘suelpiend Jo siuased sy

REMINER
pue swesgord [euonensut ayenbape aptaoid 0) [0040s () J0J JSPIO Ul [BIJUISSS SI UOLBULIOJUL SLY T "P21sa) 89 pinoys ysijSug ut Kouaroyyoud s juapnis

J1BUIUIWIR)AP UL JSISSE (|1 ASAIns aFen3ue] awoy 3] 0] $asu0dsal a4, JUspnIs 42es JO SWoy Y3 Ul usyods (s)eBendue| oy Juiuiwisiep yim suiSaq
sa004d ay 1 ‘syuspnis jo Aoustoijoid s8enue| ysij3ug sy ssasse 01 S[OOYIS 103IIP YoIym sjuswalinbal [eFa] sUIBIU00 apo)) uoywonp BluIojl e 2y |

3
S

'SUBIPIBND) PUE SIUdIEJ 0} SUOII0AI(]

LB Jeyoes ] '|oAS7 opel) JUapNIS Jo 88y

(BN UBAID) puo2ss) (BWEN UBAID 1sd1d) (sweN Ajlwe / sweuing)

JUBPNIS JO BUWEN

AIAENS ADVNONYT INOH
Jol}sI( 100YIS PN WSSO




