m Part ll: To be completed by physician and returned by July 1. Please respond to every line.

Student’s name

Height Weight

Blood Pressure / Pulse

Eves: R 20/ L 20/ Pupils equal Yes No

Ears Hearing R+ L+

Nose

Mouth

Throat

Skin

Lymph nodes

Heart

Lungs

Abdomen:

Liver

Spleen

Hernia

Genitalia

Neurologic

Musculoskeletal:

Scoliosis

General assessment of muscular strength and flexibility

Required laboratory tests:

Urinalysis (required yearly)

PPD (a baseline PPD within the past five years is required for all students)

Date: / Result:

month/year

PHYSICIAN’S STATEMENT

| certify that | have on this date examined this student and find him physically able to compete in all supervised
sports and activities except:

Comments

Date Signed

Physician

Physician’s name, address, and telephone number (please print):




WOODBERRY FOREST SCHOOL
CERTIFICATION OF IMMUNIZATION

To be completed by a physician, registered nurse, or health department official for admission to Woodberry
Forest School — form must be signed and dated by the Medical Provider or Health Department Official in
the appropriate box.

Student’s Name: Date of Birth: L1 | |
Last First Middle Mo. Day Year
IMMUNIZATION RECORD COMPLETE DATES (month, day, year) OF VACCINE DOSES GIVEN
Diphtheria, Tetanus, Pertussis (DTP, DTaP) 1 2 3 4 5
Diphtheria, Tetanus (DT) or Td (given after 7 years of age) 1 2 3 4 5
Tdap booster (6th grade entry) 1
Poliomyelitis (IPV or OPV) 1 2 3 4
Measles, Mumps, Rubella (MMR vaccine) 1 2
Measles (Rubeola) 1 2 Serological Confirmation of Measles Immunity
Rubella 1 2 Serological Confirmation of Measles Immunity
Mumps 1 2
Hepatitis B Vaccine (HBV) 1 2 3
Varicella Vaccine 1 2 Date of Varicella Disease OR Serological Confirmation of
Varicella Immunity:
Meningococcal Vaccine 1
Other 1 2 3 4 5
Other 1 2 3 4 5

MEDICAL EXEMPTION: As specified in the Code of Virginia § 22.1-271.2, C(ii), | certify that administration of the vaccine(s) designated below would be detrimental to this
student’s health. The vaccine(s) is (are) specifically contraindicated because (please specify):

DTP/DTaP: [__|; DT/Td: [__|; OPV/IPV:[__]; Hib: [__]; HBV: [__]; Measles: [__]; Mumps: [__|; Rubella: [__]; Varicella: [__]
This contraindication is permanent [___|, or temporary [___| and expected to preclude immunization until: Date (Mo., Day, Year): || | |
Signature of MEDICAL PROVIDER or HEALTH DEPARTMENT OFFICIAL: Date (Mo., Day, Year): || | |

| certify that this student is ADEQUATELY OR AGE APPROPRIATELY IMMUNIZED in accordance with the MINIMUM requirements for attending school prescribed by the
State Board of Health'’s Regulations for the Immunization of School Children. (For information or questions on immunization regulations, please call your local health department or
the Virginia Department of Health, Division of Inmunization, at 1-800-568-1929.)

Signature of MEDICAL PROVIDER or HEALTH DEPARTMENT OFFICIAL: Date (Mo., Day, Year): || | |
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