Child Care Medical Requirements for New York City

Dear Parent:

The New York City Health Code requires that child care centers have complete health
record information on file for all children in their care. This information must be updated
at the following ages:

2 months
4 months
6 months
9 months
12 months
15 months
18 months
24 months

Medical and immunization information for children older than 24 months must be
updated annually.

The attached medical form must be completed by the child’s doctor. Please see the
Medical Requirements For New School Entrants form for further details on required
information. As the attached form is the only document considered acceptable by
Department of Health authorities, Bright Horizons will not be able to process medical
information provided on individual doctor’s office forms. Please note: The date given
on the form should reflect the last exam date, not the date on which the form was
completed.

We appreciate your support in helping us provide a safe program for your children. If
you have any questions about health record requirements please contact the center where
you are registered.

Thank you,

Bright Horizons
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All students entering a New York City School
for the first time must have

A COMPLETE PHYSICAL EXAMINATION

This comprehensive medical examination must include:

m All Required Immunizations

IT SHOULD ALSO INCLUDE THE FOLLOWING COMPONENTS:

Weight Vision Screening Lead Poisoning Assessment and Testing
Height Hearing Screening » Al children under 6 years musl be assessed annually
Body Mass Index (BMI) Dental Screening for risk of Iead BXpOSUTe.

Blood Pressure Deve[opmental Assessment e Blood lead tests are required for children at ages 1 and
Medical History For Day Care Only: 2 yaars AND other children up to age 6 years at risk of
Nutritional Evaluation Aneniia Screening exposure OR with no lead test previously docurmented.

o For more information, call the Lead Poisoning

(Hematocrit or Hemoglobin)
Prevenlion Program ¢ 311.

Additionally, Pre-Kindergarten and Kindergarten students must have an annual physical
until they have reached their sixth birthday.

TUuBERCULOSIS EXAMINATION FOR NEW STUDENTS
ENTERING A SECONDARY SCHOOL

W Al new students entering a NYC secondary school (infermediate, junior, or middle schoals, all types of high schools) for the first time,
must have a Mantoux Tuberculin Skin Test (also known as PPD) with a documented reading date between 48 ~72 hours of placement of
the test. Results must be recorded in millimeters of induration. An_approved blood-based tuberculosis diagnostic test may also be used.

M Adocumented Mantoux Tuberculin Skin Test pr an approved blood-based tuberculosis test result within one year prior to admission to
school, or within 14 school days after admission to school, is acceptable.

Students with a history of BCG vaccination must stilf have a test for tuberculosis infection.

Students determined by their medical provider to have a positive tuberculosis test result are required to have a medical evaluation and

a chest X-ray within 14 school days and attend school in the interim,

W Students with a documented history of a positive tuberculosis test result and X-ray report should be allowed in school and be referred
to the school nurse or district supervising nurse for evaluation and follow-tip, ’

Please Note: If the {uberculnsis test is not given before or on the same day as the MMR then the student must wait six (6) weeks
before receiving the luberculosi

lest. However, the student may be allowed to attend school in the inlerim.

B |f latent tuberculosis inlection {(LBTI) is suspected, treatment is strongly recommended. (See Guidelines for Testing and Treatment of
Latent Tuberculosis Infection, April 2006, http://mww.nyc.gevihimlidoh/downloadsipdf/chi/chi2s-4.ndf)

W STUDENTS WILL BE EXCLUDED FROM SCHOOL IF:
They do not have a documented tuberculosis te

or

They are new entrants with a positive tuberculosis test result and do not have a documented chest X-ray and evaluation within 14
school days.

For more information, call the Bureau of Tuberculosis Conitrol at (212) 4-42-9968.

SCHOOL HEALTH PROGRAM REGIONAL OFFICES

Telephone #
Bureau of School Health Region ! - 212-280-9230/1 — For Department of Education Instructional Regions 9 and 10
Bureau of School Health Region {| — 718-579-8853/54 ~ For Department of Education Instructional Regions 1 and 2
Bureau of Schoal Health Region Il — 718-336-2553x112 — For Department of Education instructional Regions 5 and 6
Bureau of School Health Region IV ~ 718-485-0507 — For Department of Education Instructional Regions 7 and 8
Bureau of School Health Region V.~ 718-575-2390/1 ~ For Department of Education Instructional Regions 3 and 4

THE CiTy OF NEW YORK

Michael R, Blooniery,
Mayor

Web Site: nyc.gov/health

e
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IMMUNIZATION REQUIREMENTS FOR ALL STUDENTS

NYC DEPARTMENT OF HEALTH AND MENTAL HYGIENE

The following immunization requirements are mandated by law.
Children must be excluded from school if they do not meet these requirements.

For all students between the ages of two months and eighteen years.

FurLL COMPLIANCE

A child’s immunization history must include all of the following vaccines to be considered fully immunized. Their immunization
record should be evaluated according to the grade they are attending this school year.

DAY CARE/PRE=-KINDERGARTEN NO.OF DOSEs  ORADES 112 NG. OF DO§E§}

DTaP (diphtheria-tetanus-acellular pertussis) OR | DTaP, DTP, DT, Td {tetanus-diphtheria) OR ‘

| DTP (diphtheria-tetanus-pertussis) ... ¢ Tdap (tetanus-diphtheria-aceliular pertussis) . L3
- Fourth dose should be at least 6 months after the third. Vaccine type as appropriate for age.
| OPV (oral poliovirus) or IPV (inactivated poliovirus)............. 3| Tdap (effective September 1,2007) .. 1
MMR {measles-mumps-rubella) 1 « For all children born on or aflor January 1. 1994 and entsrmg
. On or after the 1st birthday. Lo 6t or 7th gradie. |
Hib (Haemophilus influenzae type b) ... 1,2, 0r3 FOPVORIPY i e .3 |
One dose at or after age 15 months. L MMR 2
N 5 3 ses required. as age a jate, !
If younger than 15 months. 3 doses required. as age appropriate ! One dose on or after the 151 I)ln‘hday plus a sorond dose of
FHePatitis B e 3 | a measles-containing vaccine (preferably as MMR) administered
| Varicella 1 ! 28 days or more after the first dose and at or affer age 15 months. |
i On or after 1t birthday. I Hepatitis B .. STV oY gl | |
[
. Pneumococcal conjugate (PCV) ... A,2,0r3 Al students in ail de"5 » . ;
For all childron born on or after January 1, 2008, as age appropriate. | | 3 doses of pediatric hepatitis B vaccine OR I
| . for ages 11-15 only, 2 doses, at least four months apart, of
: i the Merck Recombivax® HB adult vaccine. Documentation
—m—g—&G—A—BIE—N i must clearly specify vaccine type and dose given. \
DTaP or DTP. e B ‘ . !
Fourth dose 9/7nuld be ar /eaql 6 mom‘h< afte/ IhP th/rd ‘ Varicella (Grades 1 -9} ... ... 1
; . For all children through and including 9t grade, born on or after | ‘
OPV or 1PV o e 3 | January 1, 1994. one dose on or after the 15t birthday
MMR 2 | {or 2 doses separated by a minimum of 28 days for those ;

; i ; ized at a 1 ar). !
One dose on or after the 18t hirthday, plus a second dose : immunized at age 13 ar older)

of a measies-cotaining vaccine (preferably as MMR) ;
administered 28 days or more after the first dose and at 3 : !
or after age 15 months. *" The use of brand names does not imply endorsement of any product by

| the New York City Department of Health and Mental Hygiene.
Hepatitis B .. e s s 3 !

3 * Although only 1 dose of vaccine Is required, the recommendation is for all
Varicella .o e 1 | children to receive 2 doses of varicella-containing vaccine. |

On or after the 1St birthday. i |

PROVISIONAL REQUIREMENTS

New students may enter school provisionally with documentation of at least this initial series of immunizations within the previous
2 months. Once admitted provisionally, completion must be as follows, or exclusion from school is mandated: (1) no more than 2
months between the first and second dose, and no more than 6 months between the second and third dose of diphtheria, polio,
and hepatitis B and (2) no more than 2 months between the first and second dose of a measles vaccine, preferably MMR.

- DAY CARE/PRE-KINDERGARTEN No.oFposes. | KINDERGARTEN/GRADES 1 — 12 NO. OF DOSES |
: DTaP (diphtheria-tetanus-acellular pertussis) OR | DTaP, DTP, DT, Td (tetanus-diphtheria) OR

DTP (diphtheria-tetanus-pertussis) ... 1}: Tdap (tetanus-diphtheria-acellular pertussis) ... ... 11

OPYV (oral poliovirus) or IPV (inactivated pokiovirus) 1 . Vaccine type as appropriale for age. t

| Tdap (effective September 1, 2007) ... 1!

MMR les- -rubell 1 ) )
(measles-mumps-rubella) ... B | ! For all children born on or after January 1. 1994 and entering

On or after 15t birthday gth or 7th grade ‘

. Hib (Haemophilus influenzae type b) 1

i OPV OTIPV st e s V|

' Hepatitis 8 ... A MMR 1.
Varicela e 1 Onorafter 15t birthday. |

- Onorafter 15t birthday. I HEPALHIS B e 1
| Prieumococcal conjugate (PCV) ... 1 Varicella (Grades K- 9)... . et |

i For all children b ft ary
| or all children born on or after January i For all children through and mclud/ng th grado born on or after |

| January 1, 1994, one dose on or after the 18t bnthday

— —_— —

: Students must follow a schedule for contmumg to receive |

- immunizations according to the above provisional periods. |
Students must complete the entire series to comply with the |

:law..S_tudents who have not. been umnumzed within thei For more information on immunizations or

i provisional period must be issued exclusion letters and |

- excluded from school until they comply with the requirements. | fo locate a provider to vaccinate your child,

call 311.
SH 65 (Rev. 02/08)



CHILD & ADOLESCENT HEALTH EXAMINATION FORM

Please

Print Clearly STUDENT ID NUMBER [ [ } | l ’ l ‘ ‘ ‘
NYG DEPARTMENT OF HEALTH & MENTAL HYGIENE  —  DEPARTMENT OF EDUCATION Press Hard 0sIs
TO BE COMPLETED BY PARENT OR GUARDIAN
Child's Last Name First Name Middle Name Sex [ Female |{Date of Birth (Month/Day/vear)
' Omae |,/
Child's Address Hispanic/Latino? |Race (Check AL thatapply) ] American Indian [ ] Asian [ Black [] White
['TYes [ INo ] Native Hawaiian/Pacific (slander [J Other
City/Borough State Zip Code School/Center/Camp Name District __ | Phone Numbers
Number | Home
Health insurance | 1Yes || Parent/Guardian Last Name First Name celf
(including Medicaid)? [ ] No | Foster Parent Work

TO BE COMPLETED BY HEALTH CARE PROVIDER

If “ves” to any item, please explain (attach addendum, if needed)

Birth history rage 00 yrs Does the child/adolescent have a past or present medical history of the following?
L pramalure: weeks cestation | 1 Asthma (check severity and attach MAF/Asthma Action Plary): | | Intermittent [ | Mild Persistent [ | Moderate Persistent | | Severe Persistent
BITEIUIE . WERHS GEST If persistent, check all current medication(s): (] Inhaled corticosteriod — Other controller (] Quick relief med — Oral steroid [ Nore
Complicated by ) . T I
ompficated by [7] Attention Deficit Hyperactivity Disorder [ Orthopedic injury/disability Medications (attach MAF if in-schoaf medication needed)
Allergies Nane Epi pen prescribad [_] Chronic or recurrent otitis media [] Seizure disorder | None Yes ffist belowi
[C] Congenital or acquired heart disorder ['] Speech, hearing, or visual impairment
Drugs st} ] Developmental/learning problem [71 Tuberculosis (fatent infection or disease)
| | Diabetes (attach MAF) | | Other (specify}
| 1 Foods fist) Dietary Restrictions
oth | | None [ 1Yes (list below)
er (list
. " s Explain 2l checked items above or on addendum
PHYSICAL EXAMINATION General Appearance:
Height cm ( %iley | MAm N Abol N Abnl N Abal Nt Abnt
Weight X wile 7301 HEENT [0 ¢] Lymphnodes ' [1 [ Abdomen > 71 Skin 77 £1 Psychosocial Development
€9 g (o Tile) 3 [ Dental [J ] Lungs [T ) Genitourinary [~ 1 Neurological []1{7] Language
BMI kg/m? (__ __ %ile) [707 Neck [7[7 Cardiovascutar (][] Extremities " 1] Back/spine [J L] Behavioral
Head Circumference (age <2 yrs) em (__ __ %ile | Describe abnormalities:
Blood Pressure (age >3 yrs) /
DEVELOPMENTAL (age 0-6 yrs) {_] Within normal limits | SCREENING TESTS Date Done Results Date Done Results
If delay suspected, specify below Blood Lead Level (BLL) ; ; yo/dL Tuberculosis Only required for students entering intermediate/midae/junior or high schoot
(required at age 1 yr and 2 yrs s e — who have not previously attended any NYC public or private school
1 iti i d for th t risk) / / /dl
[} Cognitive fe.g. play skils)__ and for those af sk - K PPD/Mantoux placed _ 4 4____ | Induration mm
- — Lead Risk Assessment L1Atrisk (do BLL} | PPD/Mantoux read et d .| [ Neg {1Pos
| i Communication/Language I (annually, age 6 mo-6 yrs) 41 | [INetatrisk
Hearing Interferon Test 44 __ | [INeg 1] Pos
L) Social/Emotional "] Pure tone audiometry "] Normat
('] CAE T L} Abnormal Chest x-ray LIl Not
C) Adantive/Self-Hel o (if PPD or Interferon positive) , , [3Abnl  Indicated
aptive/Self-He .
e P - — Head Start Only —
- Hemoglobin or g/dL | Vision Acuity Right [ ___
7 Motor N ——— | Hematocrit (age 9-12 mo) " {required for new school entrants| o . teft [ ___
! ! o | and chidren age 4-7 ys) {_] with glasses Strabismus [_] No [ ] Yes
IMMUNIZATIONS — DATES CIR Number { , , .
of Child | | | | | i | Influenza Y
HepB  / /. Y S S Y S S [ S MMR [ S SR
Rotavirus Y S S i 1. [ Varicella Y S S S S
DTP/DTaP/DT R B S B . Td / 1 . i L [
S S S Tdap _ /i HepA  _ /v _ s i
Hv /v v/ b Meningococcal Y Y SO o [
PCV [N 5 N S S S Y S HPV i
Poio ./ _ /. S Other, specify: Y Y S [
RECOMMENDATIONS .. Full physicat activity Full dist ASSESSMENT | Well Child (v20.2) ! Diagnoses/Prablems #ist 1C0-9 Code
Hestrictions {speciiy
Follow-up Needed 'No tyes, for Appt. dale:
Referral{s): | i None Early intervention [ Spectad Education i Dental [ Vision
Other
Health Care Provider Signature Date g PROVIER l | | 1 ! ‘
Y ONLY. L.D.
Health Care Provider Name and Degree /ot Provider License No., and State TYPE OF EXAM: L] NAE Current
. o - Comments
Facility Narme National Provider identifier (NPl)
Address City State Jip Date 1.D. NUMBER
Qovisiag .
: A N
slephone ax .
’ ( y T e REVIEWER:

CH-205 (5108}

Copies: White School/Chitd Care/tarly tervention/Camp, Canary Health Care Prowder, Pink ParentfGuard:

an




