REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM

3 TO BE COMPLETED BY PRIVATE HEALTHCARE PROVIDER OR SCHOOL MEDICAL DIRECT OR
Note: NYSED requires g physical exam for new entrants and students in Grades Pre-K or N1,3,5.7,9811; ; annuahy for
interscholastic sports: and wo rking papers as needed: or as required by the Committee on Special Education (CSEl or
Committee on Pre-School Special Education (CPSE}.
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| If yes to any diagnoses below, check all that 2 appty and provide additional information.
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 Risk Factors for Diabetes or Pre-Dizhetas: Consider screening for 120M if BMIi% > 85% and has 2 or more ris K factors:Family Hx

[2DM, Ethnicity, Sx Insulin Resistance, Gestational Hx of Mother, and/or pre-diabetes.
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Ll Additional information Attached . “Required only for students with an IEP recei iving Medicaid |
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