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Dear Parent or Guardian:

We wanted to remind you for next year that New York State Law requires ALL 7" Grade
Students to have a physical examination & a Meningitis Vaccine.

For your convenience, a physical exam form and dental certificate is enclosed for your
healthcare providers. Please have your family physician complete, sign and stamp the
enclosed physical examination form and return to our office.

If they have already had a physical on or after September 6, 2021 that is acceptable and you
can send them to us now. Also, if they have had their Meningitis vaccine and you have not
sent in proof of that, please do so now.

You may mail in, email or fax (see below) your physicals & proof of the Meningitis Vaccine or
make arrangements to drop them off to Sagamore.

We will be accepting medications/medication forms, medical notes, medical supplies,

physicals, sport physicals, green cards and immunizations towards the end of the summer on:
August 22, 23, 30 and 31 from 7:30 AM -2:00 PM

We encourage you to take advantage of these drop off dates as it makes for a smoother start

to your child’s first day of classes.

Thank you for your cooperation. If you should have any questions, please feel free to contact

us.
STUDENTS A-L: STUDENTS M-Z
A.Semler J. Hummel
(asemler@sachem.edu) (jummel@sachem.edu)
631-696-8600 x 3949 631-696-8600 x 3950
Fax: 631-696-8647 Fax: 631-696-8647
Sincerely,

Sagamore Middle School Nurses
A. Semler, RN and J. Hummel, RN

www.sachem.edu



Sachem Central School District

Christopher J, Pellettieri, Ed.D. , Superintendent of Schools

Sagamore Middle School Assistant Principals
Frank Panasci, Principal
57 Division Street Donna Gregory
Hoitsville, NY 11742 (631) 696-8600 ext. 3908
(631) 696-8600 ext. 3900 EMAIL: daregory@sachem.edy
FAX (631) 732-1756
EMAIL: fpanasci@sachem.edu John Galligan, Ed.D.

{631)-696-8600 ext. 3905
EMAIL: jgaifiqan@sachem.edu

Important IMMUNIZATION Information!!!
Dear Parent or Guardian:

There have been significant changes in the New York State immunization requirements for students in grades 7 and 12, beginning in the
2016-17 school year. Children, who were previously immunized, may not meet the new requirements. The key points of the
requirements of the law and its implementation are as follows:

On October 26, 2015, Governor Cuomo signed into law Chapter 401 of the laws of 2015 which amended New York State (NYS) Public
health Law (PHL) section 2164 to require children entering or attending seventh and twelfth grades on or after September 1, 2016 to
receive an adequate dose or doses of vaccine against meningococeal disease as recommended by the Advisory Committee on
Immunization Practices (ACIP). Meningococcal meningitis is a serious disease which can lead to death within hours. Survivors may be
left with severe disabilities, including the loss of limbs, cognitive deficits, paralysis, deafhess, or seizures. In the coming year, the New
York State Department of Health (NYSDCH) will work with the New York State Education Department and other partners to draft
regulations and establish updated immunization requirements charts and other materials to help implement this new requirement. The
ACIP recommendations for meningococcal vaccine are:

e A single dose of vaccine against meningococcal serogroups A, C, W-135, and Y (MenACWY vaccine; brand names Menactra or
Menveo) should be administered to all adolescents at age 11 or 12 years.
A second (booster) dose of MenACWY vaccine should be given at age 16 years,
The booster dose is not necessary for adolescents who receive the first dose of MenACWY at 16 years of age or older,
The minimum interval between doses of MenACWY vaccine is 8 weeks.
A serogroup B meningococcal vaccine series (MenB vaccine) may be administered to adolescents and young adults 16 through
23 years of age, at the discretion of the healthcare provider. The preferred age for MenB vaccine is 16 through 18 years of age.
For additional information, please see the websites below:
NYSDOH Meningococcal Disease Fact Sheet
http://www.health.ny gov/diseases/communicable/meningococcal/fact sheet.htm
NYSDOH Childhood and Adolescent Immunizations web page:

hitp://www health ny.gov/prevention/immunization /childhood and adolscent.htl

Our records show your child is in need of the following immunization(s):

Meningococcal vaccine

Please bring this form to your child’s physician for their review. Please send proof of the required vaccination to your childs school
nurse. Thank you for your attention to this very important matter. If you have any questions, please contact your child’s building school
nurse.

Further information on the new revisions can be found at: www.health.ny. gov/immunization

If your child is not compliant with NYS Guidelines required they will be excluded from school starting on September 6"‘ 2022,

000 »

Child’s name:

Immunization/date:

Other recent immunizations/dates:

Physician’s Signature: Physician’s Stamp:




REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
{F AN AREA IS NOT ASSESSED INDICATE NOT DONE

Note: NYSED requires a physical exam for new entrants and students in Grades Pre-K or K, 1, 3, 5, 7, 9 & 11; annually for
interscholastic sparts; and working papers as needed; or as required by the Committee on Speclal Education {CSE) or
Committee on Pre-School Special education (CPSE),

STUDENT INFORMATION
Name Se OM OF (DOB:
School: Grade: Exara Date:

HEALTH HISTORY

Allergies £INo Type:
OYes, indicate type | [1 Medication/Treatment Order Attached O Anaphylaxis Care Plan Attached
Asthma [CINo [ Intermittent [ Persistent &3 Other:
D Yes, indicate type ] Medication/Treatment Order Attached [ Asthma Care Plan Attached
Sefzures [INo Type: Date of [ast seizure:
L3 Yes, indicate type | 7 Medication/Treatment Order Attached [ Sefzure Care Plan Attached
Dlabetes [ No Type: BJ1 0O 2
O Yes, indicate type | O Medication/Treatment Order Attached [ Diabetes Medical Mgmt. Plan Attached

Risk Factors for Dlabetes or Pre-Diabetes: Consider screening for T2DM if BMi% > 85% and has 2 or more risk fizctors:
Family Hx T2DM, Ethnicity, Sx Insulin Resistance, Gestational Hx of Mother, and/or pre~diabetes,

BMI kg/m2
Percentile {(Weight Status Category); [ <5th [Q5thagh [I50%.84% [Jgsthggth [Josthogh [Jggtands
Hyperlipidemia: OONo [IYes [0 NotDone Hypertension: O No [JYes O Not Done
PHYSICAL EXAMINATION/ASSESSMENT
Height: Weight: BP: Pulse: Respirations:
. List Other Pertinent Medical Concerns
Laboratory Testing Positive} Negative Date {e.g. concusslon, mental health, one functloning organ}
TB-PRN | O
Sickle Cell Screen-PRN O O
Lead Level Required Grades Pre-K&.K Date
ClTestDone [ Lead Elevated »5 pg/dl

O system Review and Abnormal Findings Listed Below

O HEENT O Lymph nodes L1 Abdomen [T Extremities 1 Speach

3 Dental [ Cardlovascular [J Back/Spine (3 skin [ Social Emational

1 Neck O Lungs O Genitourinary [ Neurological [ Musculoskeletal

O Assessment/Abnormalities Noted/Recormendations: Diagnases/Problems (list) ICB-10 Code™
[ Additional Informatfon Attached *Required only for students with an IEP recelving Medicaid
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Name: ' DOB:

SCREENINGS
Viston {w/correction if prascribed) Right Left Referral Not Done
Distance Acuity 20/ 20/ dYes O No [
iNear Visian Aculty 20/ 20/ 0
Color Perception Screening Cleass (O Fall 0
Notes .
Hearing Passing Indicates student can hear 20dB at all frequencles: 500, 1000, 2000, 3000, 4000 NotD
Hz; for grades 7 & 11 also test at 6000 & 8000 Hz. otLone
Pure Tona Screening Right [J Pass [JFall | Left 3 Pass 1 Fail | Referral FlYes CINo a
Notes
Scoliosls Screen Boys in grade 9, and Girls in Nagative Positive Referral Not Done
grades5&7 O a ClYes [INo O

RECOMMENDATIONS FOR PARTICIPATION IN PHYSICAL EDUCATION/SPORTS/PLAYGROUND/WORK

[ Student may participate [n all activities without resteictions,
O student is restricted from participation in:
I23 Contact Sports: Basketball, Competitive Cheerleading, Diving, Downhill Skilng, Fleld Hockey, Football, Gymnastics, Ice
Heockey, Lacrosse, Saccer, and Wrastling,
[ Limited Contact Sports; Baseball, Fencing, Softhall, and Volleyball,
[I Non-Contact Sports: Archery, Badiminton, Bowling, Cross-Country, Golf, Riflery, Swimraing, Tennis, and Track & Feld,
O other Restrictions:

Developmental Stage for Athletic Placement Progess @NLY required for students in Grades 7 & 8 who wish to play at
the high school interscholastic sports level OR Grades 9-12 who wish to play at the modifiad interscholastic sports level,

TanunerStage: O1 00 COw Ow Ov Age of First Menses {If applicakle) ;

O Qther Accommaodations*: {e.g. Brace, orthotlcs, insulin pump, prostectic, sports goggle, ete.) Use additional space
below to explain.  *Check with athletic governing body if prior approval/form completion required for use of device at
athletlc competitions.

MEDICATIONS

I order Farm for Medication(s] Needed at School Attached

IMMUNIZATIONS
O Record Attached [ Reported in NYS(IS
HEALTH CARE PROVIDER
Medical Provider Signature:
Provider Name: {please print)
Provider Address:
Phone: Fax

Please Return This Form To Your Child’s School When Completed.
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Sachem Central School District

STUDENT HEALTH HISTORY UPDATE

. DOB: Age: Gender:
Name:

Grade: OMOF
Parent/Guardian; Home Phone: Date:
{person completing this fornm)} Cell Phone:
Has your child ever: If Yes, please explain and Include date;

Had an ongoing medical condition

Seen a medical speclalist

Had allergles:

Ofacd Oenvironmental Oinsect Omedication Dother

Been hospitalization

Had an operation

Had an Injury requiring an Emergency Room visit

Missad 5 days of schaol In a row due ta illness/injury

Had a bone/muscle injury

Passed out, had a cancussion or serious head Injury

Had a convulsion/seizure

Had a vision problem or condition

[ glasses O contacts

Had a heating problem or condition

[ hearing aid [ cochlear implant

Worn dental bridge, braces or mouthpiece

0o|E |0l o| o ool 0| ol o) o|o|o| o) F
njo|$|00i0|0jojo|oja|o|o|ojo|0| 5

Have any family members under the age of 50 ever: If Yes, please specify:
Had a heart attack
Had other serious health probtems
CHECK ALL THAT APPLY TO YOUR CHILD:
O ADHD [ GI Conditions {ulcer, reflux, IBS) O Scoliosis
L3 Asthma/trouble breathing O Headaches/migraines [ single Organ (Cikidney, Otesticle)
O Autlsm/Asperger [ Heart Conditions [ skin Condition
0 Dentat injuries I High Blood Pressure 0O Speech Condition
O Diabetes 1 Mental Health Condition . Urinary Condition

1 Ear Infections

(deprassion, eating disorder, anxiaty,
0CD, ODD, ete.}

CURRENT MEDICATIONS { YES { NO Please list name, dose, time(s)
Given at school [ A |
Taken at home O | O
ASSISTIVE EQUIPMENT | YES | NO Please check all that apply
During or outside of school | (J | L1 | Clerutches Clwalker Llwheeichair Clother:
TREATIVIENTS YES | NO
During or outslde of school 0 O | Dinsulin/blood glucose monitoring  Dlinhaler/nebuiizer/peak flow monitoring
Ospecia) diet

Is there any condition that would prevent your child from participating In physical education?

B No [Yes:

Please list any additional concerns: (use back of sheet if necessary)

Parent/Guardian Signature:

Date;




’ Sachem Central School District Athletic Participation Form {APF)
Two Page Form Both pages must be completed.

Student Name:

DOB:

School Name: I

Age:

Grade(check): O 708 Do H1w0 O11[3122

Level {check): [] Madifled £ Fresh O3 IV I Varsity

Sport: |

Limitations: [I Yes ElNo

Date of last health exam: I

Date form completed: |

Health History To Be Completed By Parent/Guarlan, Provide Detalls To Any Yes Answers On Back. Any medications to
be taken at practice and/or athletic event will require the proper paperwork, contact school with questions.

Has/Does your child:
GEnEra He AT O A e l YRS NG
1.|Ever been restricted by a doctor,

physiclan assistant, or nurse
praciitioner from sports participation
for any reason? _
2.| Have an ongoing medical condition?

O Asthma [ Diabetes |

3 seizures [JSickle Cell trait or disease
1 Gther |

__Has/Does your child:
R o A D S R R R T

17.|Ever had a hit to the head that caused
headache, dizziness, nausea, confuslon,
or been told he/she had a concussion?
18.| Have you ever had a head Injury or
concussion?

‘19.| Ever had headaches with exercise?
20.| Ever had any unexplained seizures?
21.|Currently recelve treatment for a

3.} Ever had surgery? |
4.| Ever spent the night In a hospital?
5.| Been diagnosed with Mononucleosis
within the last month?

6.| Have only ofie functioning kidney?
-7.|Have a bleedlng disorder?-

8.1 Have any problems with his/her
hearing or wears hearing aid(s)?
9,| Have any problems with his/her vision
or has vision in only one eye?
10, Wear glasses or contacts?
AT e S N T R Yesal e N O
11.{Have a life threatening allergy?
If Yes, check any that apply:
D Food [insectBite
Cltatex O Medicine
01 Pollen £10ther |
12.[Carry an elnephﬁne auto-lnjector?
13.| Ever complained of getting more tired '
or short of breath than histher friends
during exercise?
14.| Wheeze or cough frequently during or
after exerclse?
15.|Ever heen told by their health care
pravider they have asthrma?

Use or carry an inhaler or nebulizer?

P
fs)

16

H epllepsyry

22.|Use a hraca, orthotic, or other deviea?
23.| Have any special devites or prostheses
(insulin pump, glucose sensor, ostomy
bag, ate.)? If yes, there may be need
for another required form to be filled
out.
24.| Wear protective eyewear, such as
gogglesorafa
T IR e s
25.{Have any rélative who
diagnosed with a heart condition,
such as a murmur, developed
hypertrophle cardiomyopathy,
Marfan Syndrome, Brugada Syndromes,
right ventricular cardlomyopathy,
long QT ok short QT syndrome, or
catechofaminergic polymorphic
ventricular tachycardla?
Rl Gl R L S R R A P Ny
26.} Begun having her period?
27.| Age periods began:
28, Have regular
perieds
29,1 Date of last menstrual parfod:
e R e

30.| Have ohly one testicle?

31.{Have groln pain or a bulge or hernfaIn
the groln?
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Sachem Central School District Medical Athletic Participation Form (APF)-Page 2
Student Name:
school Name] ‘ | posy
Has/Does your child: _ Has/Does your child:
Reart Healthrs, <7 wo cic-s. . J.Yes } No?; Infury History:contived. . o 3. . | Yes | No
32. | Ever passed out during or after 39,| Ever been unable to mave his/her arms
exarcise? and legs, or had tingling, numbness, or
33. | Ever complained of light headedness or weakness after being hit or falting?
. dizziness during or after exercise? 40.|Ever had an Injury, pain, or swelling of
34, | Ever complained of chest pain, Joint that caused him/her to riss
tightness or pressure during or after practice or 3 garne?
axercise? 41,]Have a bone, muscle, or joint
35, | Ever complained of fluttaring in their injury that bothers him/her?
chest, skipped beats, or their heart 42,|Have joints become painful, swollen,
racing, or does hefshe have a ___|warm, or red with use?
pacernaker? T A e N M N B T L -
36.] Ever had a test by their medical 43,|Currently have any rashes, pressure
provider for his/her heart {e.g. EKG, sores, or other skin problems?
echocardiogram stress test)? 44.|Have had a herpes or MRSA skin
37. | Ever been told they have a heart condition _infections?
or problem by a physician? Tl i :
If s0, check all that apply: . 45.1Ever become ill wh:le. exercising inhot|
CHeart infection CHeart Murmur weather?
CHigh Blood Prassure [JLow Blood Prassure 46.{Have a special dlet or have to avold
ClHigh Cholesterol CiKawasaki Disease certaln foods?
CI0ther:]| 47.|Have to warry about his/her welght?
Vo ey T AR IR R 48.|Have stomach problems?
38, | Ever been dlagnosed with a stress I‘ 49,|Have you ever had an eating
fracture? disorder?

piease explain fully any question you answered yes to In the space below, {Please print clearly and provide dates if known, Note:
“Yas" answers t0 any of these questions does not mean automatlc disqualification from the athletic activity Indlcated. They will
require review and evaluation by the schoo) physiclan,

Risk Acknowledgement and Permissiont | give permission for to participate In any sporis for which the
examining physiclan or schoat nurse have dstermined there are no disqualifying conditions. [ fully understand that my
child may not participate In any practice, scrimmage or contest without proper clearance. Further, [ acknowledge that with
participation In Interscholastic athletics comes the risk of Injury. These risks vary from sport to sport and can range form
minor to-catastrophic in nature. In addition, | also recognize that there are risks Involved with team travel to contest sites
at opposing school facilities, | give permission for my child to undergo a medical examination by district approved
physiclans. if [ choose to have the examination performed by a family physician, then t agree to have the Information
completed on the appreciate schoot forms. | also agree that in some cases, district appointed physicians shall have the
right to review the information provided my family physicians and retain the right of final approval. | clearly understand
that the questions are asked In order to declide if this student s In proper condition to participate in the sports named at
the top of this form. The answers are correct as of the date this form is signed. All answer will be kept confldential in
his/her record in the school health office. | hereby state that, to the best of my knawledge, my answers to the above
questions are complete and correct,

Parent/Guardian Sighature: ‘ Date:
Student Signature: Date;
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SACHEM CENTRAL SCHOOL MSTRICT

Dental Health Certificate

RussntiGoardion: Sew York $tote by (Chapbar 251 pansits schools 1o request 8 dentsl geaminmsion in the foliowing grrdes: school satry,
Ko & 4.7, B T, Yoo ehida msay hawe Ll i e Fackain doring (hix schiosd vesr 6 assess Binbat ey 1o aitend sehool, Pheass complate
Sectisg ¥ il 1ube S fovel 10 YouU duntivy [0 s assessnion, I your civd el o dental ciseieup letors iwishe s1aibei 1he Beheol, 45K yenar
shgrgtiel for FHE suk Sadinig 2. Baddns the tonddaeled e 6o e schools imedivad direetar ar sebudsol tigtes oy So08 &8 piasailte,

Section 1. Ta be completed by Parant or Guardian (Plense Print)

Coviahie Far bt o o

it Dl ‘ f s T Malg Wl Il b oo chibt's Bt vinik b sttt D Vee DNe
e = Eemale

Setnl L= racke

kg o ficdiced Sty probie i D ssou Bl ibaieres wth st ek abily tn Ched, Speak o fatus o tehne stthabes® O Yes S e

Pumdderstard that Iny SY3RIngG This Ton ] am consentiog forine child namsd above b receive 5 hasle i Taath sseassvien!. | understard s
useagent ¥ onky o Breted means ol wyahlaton to aresss e sludenl's demal baailly, and wvouds nead b seours e senines o o denbist i arder for
vy ki 1o roceive A complels derdal suamination with y-rays i necesamy i mairiain govd oral heall

afso Undarstan dhat renshorg Hos prelimenary o headn ssseesnent does nod s sianish any raw, aregsmi o wonbraig doctorpabent relakonsip,

wn?% ;gm :pm aﬁé«ﬁ?gi £r e peedimntg Hes sppeeaman) misponsie for e conssnquences or resuly snouid | choops ROT (o fobie fhe
Farents Slqnaiure Elate

; . Section 2, To be completed by the Dentlst -
L The Dantal Health condition of on {elote of wxam} The dute of ike

GEA WS 10 De WEE 12 aseeii of the S o ihe sehoul weae fo wiilch s sequeyied,  Check ons:
T e, Thie student Ssted abows & o i rotugition. of el et o porn st aleadancs o U polic sthools,

1 Mo, Tive slutent tisted afave is not in ft condfion of detat heatil o parmit Boher atardancs ot e poblis sehools.

FITFTE: Bk i 91F COnndion of 2@ heaiih menns Sl & condiion exisis thal serares wills o siudeals ity 1o thew, spesk o foons
O SEhook aclivilies Including P, swelling or inackion retated o -dinfenl exidence of open cavilies. The dasipration of mof In 1
condilinn of dental healls o perrmg shiendance ot ihe palilic schonl does mol preclude the sthedent from altersdmig schoo),

Denlists name and address {glgase prind orslamp) Drentist's Slanatore

Qﬁ oaual Secnans - Y yow agrev fo releass s ffonnaron w yorr chifd’s scheol pleass indf iere,

il. Oral Beakth St:astm {check ail that apply).

Zves O Ny Cates ExparienseFastacition History - Hagiha el sver had g oy fdowsted o uedraatied? [4 Sing [etipoumylermansnd) OF &
i sk i nadesing heaauss 1 was epiraeied A% 2 retisl of Canes OF At opan sawilyl

Een Do oreated Cordas - Doks Sy onbd nae anoapen sudty? 13 lened S5 of Soster sinechine lese o the eramsl surtacs. Beownta dads.
Dy eoforaten. of thie wide of dh Jeaion, Thess edarby spedy i pils sad Bosums envisted Bans % Well 32 D08 Oof So00M Iaaif Saiffaces,
1T gefalned sty aasunme ihal the wfdde lool was dealoyed by caned. Brofenof cbfpped teeth, oo teath with semporane Rings, am
comaidaed SoUNE LUnley & cavaied ol g sy presanl,

W ¥es Mo Dental S&akanis Prasam

Sitharprobiems {Spacityl

i), Trantmant Hesds (chack sil that spply)
T M ctwvinis probiesn. Rbwting dental care isrecomiendad. Wist your darist regaiaty.
& May nesd demel cane. Please sehadule an Sepoinimens with your Jenisst og so0n &8 mllﬁ}e T g valisation.




