
Dear GCA Families, 

H,114 ~ ~Q1"4 ........ --~ 
GOOD COUNSEi. ACADEMY ELEM!EMTIU~Y' 

June 2016 

As the 2015-2016 school year comes to a close, I would like to inform you of the Health 

Office requirements for the upcoming school year. New York State Education Department 

requires an annual physical exam for all new entrants, those students entering kindergarten 

and grades 2, 4 and 7. Please submit completed forms to the health office. 

As of September 1, 2016 per New York Stated (NYS) Law, all 7th grade students MUST 

have proof of receiving a dose of the meningococcal vaccine in order to attend school. Without 

proof of receiving this vaccine students will not be allowed in school. Please refer to the 

accompanying flyer from the NYS Department of Health. 

If you would like your child to receive any medication in school, please complete Part A 

of the attached form and have your Health Care Provider complete Part B. Please return the 

form to the Health office with a properly labeled, original bottle of medication. This applies to 

all over the counter (OTC) medications including Tylenol, Ibuprofen and cough drops, as well as 

prescription medications. 

If you have any questions or concerns regarding any of these requirements for the 2016-

2017 school year, please do not hesitate to contact me at 914-997-4194 or 

l.burke@gcaelem.net. Thank you for attention regarding these important matters. 

Sincerely, 

/ / I . I 
{//w~~~Y»v~ . Riv 

Lisa Burke, RN 



I 

Name: 

NYSED requires an annual physical exam for new entrants, students in Grades K, 2, 4, 7 and 10, sports, working permits and 
triennially for the Committee on Special Education (CSE). 

HEALTH <CIERTffBCATIE I Al?PIRARS.Al FORM 

.. 
Good Counsel Academy Elementary r3e~d~r: Cl M . d F . Grade:,--'--~----~'-----'---'-------------'--

j ·. ·IMMUNiZATI0NS 1 HEALTH HfSTO~Y 
0 Immunization record attached 
0 No immunizations given today 

Sickle Cell Screen: 0 Positive 
PPD: 0 Positive 
Elevated Lead: 0 Yes 

ONegative D Not done Date: ____ _ 
ONegative 0 Not done Date: ____ _ 

D Immunizations given since last Health Appraisal: 0 No D Not done Date: _____ _ 

Dental Referral D Yes 0 No D Not done Date: ____ _ 

· Significant Medical/Surgical History: 0 See attached _____________________________ _ 

Allergies: 0 LIFE THREATENING 0 Food: D Insect: 0 Other: 

D Seasonal 0 Medication: 

I. PHYSl(;~L EXAM 
. , 

Height: Weight: Blood Pressure: Date of Exam: 
Referral 

Body Mass Index: Vision - without glasses/contact lenses 
R L .------ ---

Weight Status Category (BMI Percentile): Vision - with glasses/contact lenses R L 

D less than 5th D 5th th:rough 49th D 5otti through .84th Vision - Near Point R L 

a· 85'11 through 941h o gsth through galli D ggth and higher Hearing D Pass 20 db sc both ears iir: R L 

D EXAM ENTIRELY NORMAL Tanner: I. IL Ill. IV. v. Scoliosis: 0 Negative D Positive: _______ _ 

Specify any abnormality (use reverse of form if needed):---------------- ------------------

... · · MEDICATIONS 
Medications (list all): D None D Additional medications listed on reverse of form 

Name: ------------ -----------

Name: -----------------------

Dosage/Time: ----------------- ----

Dosage/Time: ----------------------

If AM dose is missed at home: ------ ----------- - -------- ------- ---------

1 assess this student to be self-directed D Yes 0 No Student may self carry and self administer medication D Yes 0 No 
Note: Nurse will also assess self-direction for the school setting. Please advise parent to send in additional medication in the event that emergency 

sheltering is necessa at school or if the morning medication has not been iven . 
. P.H'(~ICALED[!CATION /.SP.QRT$ I hAYGROUND I WO~!( QUALIFICATION I CSE !;oN~lD!=RA.TIQN . 

0 Free from contagions & physically qualified for all physical education, sports, playground, work & school activities OR only as checked: 

Limited contact: cheerlead, gymnastics, ski, volleyball, cross-country, handball, fence, baseball, floor hockey, softball. = Non-contact: badminton, bowl, golf, swim, table tennis, tennis, archery, riflery, weight train, crew, dance, track, run, walk, rope jump. 

D Specify medical accommodations needed for school: --------------------- D None 

D Known or suspected disability: - ----- --- -------------- --,.------- 0 Please monitor 

Cl Restrictions: - --------- - - - - - - ------------------ -- D Please monitor 

0 Protective equipment required: D Athletic Cup 0 Sport goggles/impact resistant eyewear. 0 Other: 
OPTION.AL INF®RMATIO_N, if knowti. 

Specify curre.nt qiseases: 0 Asthma . Diabetes: 0 Type 1 D Type 2 0 Hyperllpidemi~ 
D Other;_·-,..----------;----------:----,-------,.-- -----'--

0 Hyp.ertension · 

·pravicie~S signcitU.re: _· _____________ ________ Phone: _____ ____ _ · ·· · .(stamp below) 

Provider's Name/Address: - ----- -------------- Fax: - ----------

ParentSignature: _______ __________ _ _____ Date: _ ____ _____ _ 

This exam complies with NYSED requirements above and is valid for twelve months, with the exception of any illness or injury lasting more than five 
days that will require review by private healthcare provider and the school medical director. Rev. 2108 

I 



Name 

ALLERGY TO: 

Asthmatic Yes* D 

Good Counsel Academy Elementary 

ALLERGY EMERGENCY lVIIEIDICAL PLAN 

D.O.B Teacher /class 

NoD * Higher risk for severe reaction 

STEP 1: TREATMENT 

Place 
Child's 
Photo 
Here 

Symptoms: Give Checked Medication**: 
**(To be determined by physician authorizing treatment) 

D If a food allergen has been ingested, or a bee sting 
has occuned but no symptoms: DEpinephrine DAntihistamine 

D Skin: cutaneous symptoms such as itching, flushing, or hives. 
DEpinephrine DAntihistamine 

D Mouth: Itching, tingling, or swelling of lips, tongue, mouth and 
swelling of the face or extremities. DEpinephrine DAntihistamine 

D Gut: Nausea, abdominal cramps, vomiting, dianhea. 
DEpinephrine DAntihistamine 

D Throat:t Tightening of throat, hoarseness, hacking cough. 
DEpinephrine DAntihistamine 

D Lung:f Shortness of breath, repetitive coughing, wheezing 
DEpinephrine DAntihistamine 

D Heart:f Weak or thready pulse, low blood pressure, fainting , 
pale, blueness. DEpinephrine DAntihistamine 

D If reaction is progressing (several of the above areas _affected) 
DEpin'ephrine DAntihistarnine 

t All of the above symptoms can progress to a life-threatening reaction. 
DOSAGE 

D Child is Self-directed D Child may Self-admin/Self-carry 
Medication/dose/route 

Epinephrine: -------...,.,--,~-~-----
Medication!dose/route 

D Child is Self-directed D Child may Self-admin/Self-carry 

Name and Title _of Licensed Prescriber (Please Print) _____________________ _ 

Prescriber's Signature ____ _____ _ ___ ______________ Date ______ _ 

STEP 2: Emergency Calls 

1. Call 911 and request a paramedic with epinephrine. If epinephrine given, state that more is required. 

2. Emergency Contact Information: Call Dr. - ------------'-·...,cPhone: _ _______ _ _ 

Parent/Guardian: Phone: - -------------- --- ----------------~ 

Alternate Contact: Phone: - - ------------ ---- ------------------

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE 
OR TAKE CHILD TO J.VIEDICAL FACILITY! 

Parent/Guardian's Signature: Date 
----------------~ ----------- - -

School Nurse Signature: ___________________ ~Date Received: ________ _ 



Good Counsel Academy Elementary 

Valhalla NY 10595 

P.lU~:El\~'Jr Al'.Wn PHYSE:CJIAli~"S AU'I'JBI\CH~IZATHJN F01R AUJ;:@/[JIN°ISTli.~l't,,Tl!ON OlF 
1li.!IEDi1fCA1"lI<ON JU'[ SCHOOL AMD SCIHUQ!(()]',,,, R.ELATJEn)) lhCTJIVJI'Jr'IEi§ 

1 rerq(IUL<est that my cchikl/, JD)(Q)JBl receive the 
medication as prescribed by our physician. 1'Jhi.e Jlifilte<dlii~:ai.itii«»mi. is 'le© lbi~ f'l!..ll.ll"I.l'ilish<e@ TI»y 
m<e ii.mi. U!i!.<e JPJ1f©JPJ<edy hn.TI»<ene<dl «»rrilgir.!i!.:ai.n ©<Dlmi.'ll::ai.:11.mi.cell" fr@m itlhJ.ce If»Thl.atrm:ai.©y o 

Cell ______ _ Vi.Tork ____ __ _ 

N21m~ ©if §t"mt01ell1t'G:: ______________ _ J]Jl([JJ]]: ----------

)Q)ii.~glffi(Ql§RS: _______________________________ _ 

Yes Jv:o 

D<t»smge: ___ ___________ Time <DJ:Jf A«llmiirmiisbatl:i@rm: ________ _ 

lffiegiirm )Q)all:(C: ______ _ Em\(o1 Da1l:e: - - - ----

___ No 

lif yes9 pliea§e specii:lfy: ----------------------------~ 

Plbiyskfam9s Sigm11l:l!J.lJre: ________________ _ 

Ad©.bress :amco1 Tefoph<DJrme Nl!..1lmlbeir: _________________ ___ _ 



Parents: 
All kids entering 7th and 12th grade 
must have the meningococcal vaccine .. 

Without it, they can 9t start school.. 
About the Vaccine: 

• It's not a new vaccine. It's been recommended for a decade. 

• Most parents already choose to vaccinate their children. 

• What's new is that the vaccine will be required for school entry 
as of Sept. 1, 2016. 

About Meningococcal Disease: 

• It causes bacterial meningitis and other serious diseases. 

• Teens and young adults are at greater risk. 

• It comes on quickly and without warning. 

• Its symptoms are similar to the flu. 

• Every case of this disease can result in death or 
long-term disability. 

Check with your doctor. Even kids who have had a shot before may 
need a booster to start school. 

To learn more, visit 

health.ny.gov/immunize 

Immunization is Protection. 


