SCHOOL ADMINSTRATIVE UNIT 83 
SCHOOL HEALTH SERVICES

Name of Pupil_____________________________________   School _____________________
Has been examined on ____________________________________with the findings as follows:

                                                                               (Date)

Essentially Negative and No Restrictions_____________________________________________

The following information should be entered on pupil's School Health Record:

______________________________________________________________________________

Any known defects _____________________________________________________________       

Allergies______________________________________________________________________

Special Medications_____________________________________________________________

Reason for Medications __________________________________________________________

Restrictions____________________________________________________________________

Recommendations_______________________________________________________________

---------------------------------------------------------------------------------------------------------------------

IMMUNIZATION RECORD

	
 
	
	MONTH/DAY/YEAR

	 
	 
	1
	2
	3
	4
	5

	 OTP, DT DTAP, Td
	 
	
	
	
	
	

	 POLIO - ORAL TRIV. / IPV
	 
	
	
	
	
	

	 TUBERCULIN TEST only done if at risk
	 
	
	
	
	
	

	 M.M.R. #1, M.M.R. #2
	 
	
	
	
	
	

	 HIB 
	 
	
	
	
	
	

	 HEB B – series of 3
	
	
	
	
	
	

	 VARICELLA (Chicken Pox)
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


I hereby certify that this pupil has received the above immunizations and a complete medical examination according to New Hampshire State Law.

Date________________________    Signed __________________________________________

                                                                                               Licensed Physician

