
HEALTH HISTORY & PHYSICAL AND IMMUNIZATION FORM  
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HS-4  (7/22)    Item #35-15-000050 

 STUDENT INFORMATION  - To be completed by parent -. 

Name_____________________________________________________________________   Male     Female     Birth Date____/____/____ 

Address_____________________________________________________________________________ Phone # _______________________ 

Father or Guardian___________________________________ Place of Work_____________________ Phone # _______________________ 

Mother or Guardian___________________________________ Place of Work_____________________ Phone # _______________________ 

In Emergency, Notify___________________________________________________________________ Phone # _______________________ 

Physician__________________________________________________ Dentist __________________________________________________ 

School____________________________________________________ Grade __________ Home Room ______________________________ 

Last School Attended ________________________________________________________ City _____________________________________ 

PLEASE CHECK ( ) THE HEALTH CONCERNS YOUR CHILD HAS HAD: 

  Allergy (Specify____________________)   Epilepsy   Red Measles (Rubeola)    Scarlet fever 

  Asthma    Eye Trouble   German Measles (Rubella)   Strep Throat 

  Eczema    Frequent Headaches   Mumps   Stomach Trouble 

  Hayfever   Hearing Trouble   Nervousness   Tonsillitis 

  Chickenpox    Ear Aches   Bone or Muscle Trouble   Tuberculosis 

  Frequent Colds   Draining Ear   Pneumonia   Whooping Cough 

  Diabetes   Heart Trouble  Rheumatic Fever 

Comment on major illness, operations, injuries or other health problems_________________________________________________________ 

__________________________________________________________________________________________________________________ 

Is your child on any medication on a regular or long-term basis?       Yes       No  

If YES, please specify________________________________________________________________________________________________ 

Has your child ever been hospitalized?       Yes       No    If YES, for what and at what age? ______________________________________ 

_________________________________________________________________________________________________________________ 

    DENTAL EXAMINATION – To be completed by dentist

Dental Examination: Comments or recommendations to school nurse: ____________________ 

1.  Normal dentition present……………   Yes     No ___________________________________________________________ 

2.  Normal occlusion …………………….   Yes     No ___________________________________________________________ 

3.  Soft tissues normal ………………….   Yes     No 

4.  Abscesses or infection present……..   Yes     No This is to verify that:  

5. Dental Caries  Rampant    Moderate   None ___________________________________________________________ 

6. Dental Care…  Routine treatment required Name of Student 

 Urgent treatment required  Has had all dental treatment that is necessary at this time.  

 Topical fluoride applied 

 No further treatment required at this time _______________     _____________________________________DDS 
Date         Signature of DENTIST  

3.  Consent to share im
m

unization inform
ation: This school is asking for perm

ission 
to share your child’s im

m
unization record w

ith M
innesota’s im

m
unization inform

ation 
system

. Giving your perm
ission w

ill:
• 

Provide easier access for you and your school to check im
m

unization records, such 
as at school entry each year. 

• 
Support your school in helping to protect students by know

ing w
ho m

ay be 
vulnerable to disease based on their im

m
unization record. This can be im

portant 
during a disease outbreak. 

U
nder M

innesota law, all the inform
ation you provide is private and can only be released 

to those authorized to receive it. Signing this section of the form
 is optional. If you choose 

not to sign, it w
ill not affect the health or educational services your child receives.

I agree to allow
 m

y child’s school to share m
y child’s im

m
unization docum

entation w
ith 

M
innesota’s im

m
unization inform

ation system
:

Signature:
Date:

*Health care practitioner is defined as a licensed physician, nurse practitioner, or 
physician assistant.

2.  History of chickenpox (varicella) disease. This child had chickenpox in the 
m

onth and year 
M

y signature below
 m

eans that I confirm
 that this child does not need 

chickenpox vaccine because:
I am

 a health care practitioner and this child w
as previously diagnosed 

w
ith chickenpox or the parent provided a description that indicates this 

child had chickenpox in the past.
I am

 the parent or guardian and this child had chickenpox on or before 
Septem

ber 1, 2010. 

Signature:
Date:

(of health care practitioner*, representative of a public clinic, or parent/
guardian). Parent can sign if chickenpox occurred before Septem

ber 2010.

A.  M
edical exem

ption: By m
y signature below, I confirm

 that this child 
should not receive the vaccines m

arked w
ith an X in the table for m

edical 
reasons (contraindications) or because there is laboratory confirm

ation that 
they are already im

m
une.

1. Docum
ent a m

edical and/or non-m
edical exem

ption (A and/or B). 
Place an X in the box to indicate a m

edical or non-m
edical exem

ption. If there are exem
ptions to m

ore than one vaccine, m
ark each vaccine w

ith an X.

Signature:
Date:

B.  N
on-m

edical exem
ption: A child is not required to have an im

m
unization that is against 

their parent or guardian’s beliefs. How
ever, choosing not to vaccinate m

ay put the health 
or life of your child or others they com

e in contact w
ith at risk. U

nvaccinated children w
ho 

are exposed to a vaccine-preventable disease m
ay be required to stay hom

e from
 child 

care, school, and other activities in order to protect them
 and others. 

By m
y signature, I confirm

 that this child w
ill not receive the vaccines m

arked w
ith an X in 

the table because of m
y beliefs. I am

 aw
are that m

y child m
ay be required to stay hom

e 
from

 child care, school, and other activities if exposed.

N
on-m

edical exem
ptions m

ust also be signed and stam
ped by a notary:

This docum
ent w

as acknow
ledged before m

e  
on  

(date)

by 

N
otary Signature:

(of health care practitioner*)

Vaccine

Diphtheria, Tetanus, and Pertussis

Polio

M
easles, M

um
ps, Rubella

Haem
ophilus influenzae type b

Chickenpox (varicella)

Pneum
ococcal

Hepatitis A

Hepatitis B

M
eningococcal

M
edical  

Exem
ption

N
on-M

edical
Exem

ption

(of parent or guardian in presence of notary)
Signature:

Date:

N
otary Stam

p

STATE O
F M

IN
N

ESO
TA, CO

U
N

TY O
F

(nam
e of parent or guardian)

N
am

e
Instructions: Com

plete section 1 to docum
ent a m

edical or non-m
edical exem

ption, 
section 2 to verify history of varicella disease, and section 3 to consent to share 
im

m
unization inform

ation.

M
innesota Departm

ent of Health - Im
m

unization Program
 (2019)

(of parent/guardian)



     HEALTH EXAMINATION – To be completed by physician

    Blood Pressure ___________________________________ 

 List Positive Findings of Complete Medical Examination:   

_____________________________________________ 

 Name ________________________________________       

Height_______________          Weight_______________   

Hgb. Or Hct. ___________________________________  

Urine________________________________________     _____________________________________________ 

  Eyes:  Vision ………………..….R 20 / _______  L 20 / ______ _____________________________________________ 

 Glasses Worn…………………….  Yes   No  _____________________________________________ 

   Contacts ……………………….…  Yes   No   _____________________________________________ 
  Hearing………………………….…R _______   L _______        Scoliosis……………….……….._______Neg.  _______  Pos. 

   Normal       Abnormal      Normal      Abnormal 

  Developmental:  Gross Motor ……………………….…._______    _______      Concepts ……………….…...…._______    _______ 

 Fine Motor……………………..………_______    _______     Speech………………………… ._______    _______ 

Screening tool used:____________________ Screening tool used_________________________ 

 Recommendations regarding treatment and correction: ________________________________________________________ 

  Any condition which may result in an emergency?    Yes       No     If YES, please specify___________________________ 

_____________________________________________________________________________________________________ 

  List other health concerns that could interfere with learning:  ____________________________________________________________

______________________________________________________________________________________________________

  What emotional problems, if any, should be watched for? ______________________________________________________________ 

______________________________________________________________________________________________________

  List medications the child is on: ________________________________________________________________________________

______________________________________________________________________________________________________

Has this child had chicken pox disease?  Yes      No Year of disease?  ____________________________________ 

 Is there a condition which may limit participation in:  

A. Classroom activity?  Yes      No 

B. Physical Education?  Yes      No 

C. Competitive sports?     Yes      No 

 If YES, please specify _____________________________________________________________________________________ 

Comments and recommendations: _____________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________   

 Date _________________________           Signature_______________________________________________________________M.D. 

Also, complete documentation of immunization on next page, or 
Attach copy of clinic immunization record. 
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     HEALTH EXAMINATION – To be completed by physician

    Blood Pressure ___________________________________ 

 List Positive Findings of Complete Medical Examination:   

_____________________________________________ 

 Name ________________________________________       

Height_______________          Weight_______________   

Hgb. Or Hct. ___________________________________  

Urine________________________________________     _____________________________________________ 

  Eyes:  Vision ………………..….R 20 / _______  L 20 / ______ _____________________________________________ 

 Glasses Worn…………………….  Yes   No  _____________________________________________ 

   Contacts ……………………….…  Yes   No   _____________________________________________ 
  Hearing………………………….…R _______   L _______        Scoliosis……………….……….._______Neg.  _______  Pos. 

   Normal       Abnormal      Normal      Abnormal 

  Developmental:  Gross Motor ……………………….…._______    _______      Concepts ……………….…...…._______    _______ 

 Fine Motor……………………..………_______    _______     Speech………………………… ._______    _______ 

Screening tool used:____________________ Screening tool used_________________________ 

 Recommendations regarding treatment and correction: ________________________________________________________ 

  Any condition which may result in an emergency?    Yes       No     If YES, please specify___________________________ 

_____________________________________________________________________________________________________ 

  List other health concerns that could interfere with learning:  ____________________________________________________________

______________________________________________________________________________________________________

  What emotional problems, if any, should be watched for? ______________________________________________________________ 

______________________________________________________________________________________________________

  List medications the child is on: ________________________________________________________________________________

______________________________________________________________________________________________________

Has this child had chicken pox disease?  Yes      No Year of disease?  ____________________________________ 

 Is there a condition which may limit participation in:  

A. Classroom activity?  Yes      No 

B. Physical Education?  Yes      No 

C. Competitive sports?     Yes      No 

 If YES, please specify _____________________________________________________________________________________ 

Comments and recommendations: _____________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________   

 Date _________________________           Signature_______________________________________________________________M.D. 

Also, complete documentation of immunization on next page, or 
Attach copy of clinic immunization record. 

Im
m

un
iza

tio
n 

Pr
og

ra
m

 (2
01

9)
  

w
w

w
.h

ea
lth

.s
ta

te
.m

n.
us

/im
m

un
ize

Im
m

un
iza

tio
ns

 re
qu

ire
d 

fo
r c

hi
ld

 c
ar

e,
 e

ar
ly

 c
hi

ld
ho

od
 p

ro
gr

am
s,

 a
nd

 sc
ho

ol
.

N
am

e
Bi

rt
hd

at
e

Di
ph

th
er

ia
, T

et
an

us
,  

Pe
rt

us
sis

 (D
Ta

P,
 D

T,
 T

d)

Ha
em

op
hi

lu
s  

in
flu

en
za

e 
ty

pe
 b

 (H
ib

)

Pn
eu

m
oc

oc
ca

l (
PC

V)

Po
lio

Te
ta

nu
s,

 D
ip

ht
he

ria
,  

Pe
rt

us
sis

 (T
da

p)

M
en

in
go

co
cc

al
  

(M
CV

4)

M
ea

sle
s,

 M
um

ps
,  

Ru
be

lla
 (M

M
R)

Ch
ic

ke
np

ox
  

(v
ar

ic
el

la
)

He
pa

titi
s A

He
pa

titi
s B

Bi
rt

h 
to

 6
 m

on
th

s
12

 -2
4 

m
on

th
s

At
  

Ki
nd

er
ga

rt
en

At
 7

th
 g

ra
de

At
 1

2t
h 

gr
ad

e
Va

cc
in

e

En
te

r t
he

 d
at

es
 fo

r 
ea

ch
 v

ac
ci

ne
 y

ou
r c

hi
ld

 
ha

s r
ec

ei
ve

d 
to

 d
at

e.
 

Sp
ec

ify
 th

e 
m

on
th

, d
ay

, 
an

d 
ye

ar
 o

f e
ac

h 
do

se
 

su
ch

 a
s 0

1/
01

/2
01

0.

M
in

ne
so

ta
 la

w
 re

qu
ire

s c
hi

ld
re

n 
en

ro
lle

d 
in

 c
hi

ld
 c

ar
e,

 e
ar

ly
 c

hi
ld

ho
od

 e
du

ca
tio

n,
 o

r s
ch

oo
l t

o 
be

 im
m

un
ize

d 
ag

ai
ns

t c
er

ta
in

 d
ise

as
es

, u
nl

es
s t

he
 c

hi
ld

 is
 m

ed
ic

al
ly

 o
r 

no
n-

m
ed

ic
al

ly
 e

xe
m

pt
.

In
st

ru
cti

on
s f

or
 p

ar
en

t o
r g

ua
rd

ia
n:

1.
 

Fi
ll 

ou
t t

he
 d

at
es

 in
 c

hr
on

ol
og

ic
al

 o
rd

er
 e

ve
n 

if 
yo

ur
 c

hi
ld

 re
ce

iv
ed

 a
 v

ac
ci

ne
 o

ut
sid

e 
of

 th
e 

ag
e/

gr
ad

e 
ca

te
go

ry
 th

at
 th

e 
bo

x 
is 

in
. D

ep
en

di
ng

 o
n 

th
e 

ag
e 

of
 y

ou
r c

hi
ld

,  
 

th
ey

 m
ay

 n
ot

 h
av

e 
re

ce
iv

ed
 a

ll 
va

cc
in

es
; s

om
e 

bo
xe

s w
ill

 b
e 

bl
an

k.
 

• 
If 

yo
u 

ha
ve

 a
 c

op
y 

of
 y

ou
r c

hi
ld

’s 
im

m
un

iza
tio

n 
hi

st
or

y, 
yo

u 
ca

n 
att

ac
h 

a 
co

py
 o

f i
t i

ns
te

ad
 o

f c
om

pl
eti

ng
 th

e 
fr

on
t o

f t
hi

s f
or

m
. 

• 
Yo

ur
 d

oc
to

r o
r c

lin
ic

 c
an

 p
ro

vi
de

 a
 c

op
y 

of
 y

ou
r c

hi
ld

’s 
im

m
un

iza
tio

n 
hi

st
or

y.
 If

 y
ou

 a
re

 m
iss

in
g 

or
 n

ee
d 

in
fo

rm
ati

on
 a

bo
ut

 y
ou

r c
hi

ld
’s 

im
m

un
iza

tio
n 

hi
st

or
y, 

ta
lk

 
to

 y
ou

r d
oc

to
r o

r c
al

l t
he

 M
in

ne
so

ta
 Im

m
un

iza
tio

n 
In

fo
rm

ati
on

 C
on

ne
cti

on
 (M

IIC
) a

t 6
51

-2
01

-3
98

0 
or

 8
00

-6
57

-3
97

0.
2.

 
Si

gn
 o

r g
et

 th
e 

sig
na

tu
re

s n
ee

de
d 

fo
r t

he
 b

ac
k 

of
 th

is 
fo

rm
.

• 
Do

cu
m

en
t m

ed
ic

al
 a

nd
/o

r n
on

-m
ed

ic
al

 e
xe

m
pti

on
s i

n 
se

cti
on

 1
.

• 
Ve

rif
y 

hi
st

or
y 

of
 c

hi
ck

en
po

x 
(v

ar
ic

el
la

) d
ise

as
e 

in
 se

cti
on

 2
.

• 
Pr

ov
id

e 
co

ns
en

t t
o 

sh
ar

e 
im

m
un

iza
tio

n 
in

fo
rm

ati
on

 (o
pti

on
al

) i
n 

se
cti

on
 3

. 

Im
m

un
iza

tio
n 

Fo
rm



HEALTH HISTORY & PHYSICAL AND IMMUNIZATION FORM  
Independent School District # 709 

School Health Services 

                                                                        

 
 

 
 

 
 

 

 

 
 

 
 

 
 

 

 
 

 
 

 

 
 
 
 

 
 

HS-4  (7/22)    Item #35-15-000050 

 STUDENT INFORMATION  - To be completed by parent -. 

Name_____________________________________________________________________   Male     Female     Birth Date____/____/____ 

Address_____________________________________________________________________________ Phone # _______________________ 

Father or Guardian___________________________________ Place of Work_____________________ Phone # _______________________ 

Mother or Guardian___________________________________ Place of Work_____________________ Phone # _______________________ 

In Emergency, Notify___________________________________________________________________ Phone # _______________________ 

Physician__________________________________________________ Dentist __________________________________________________ 

School____________________________________________________ Grade __________ Home Room ______________________________ 

Last School Attended ________________________________________________________ City _____________________________________ 

PLEASE CHECK ( ) THE HEALTH CONCERNS YOUR CHILD HAS HAD: 

  Allergy (Specify____________________)   Epilepsy   Red Measles (Rubeola)    Scarlet fever 

  Asthma    Eye Trouble   German Measles (Rubella)   Strep Throat 

  Eczema    Frequent Headaches   Mumps   Stomach Trouble 

  Hayfever   Hearing Trouble   Nervousness   Tonsillitis 

  Chickenpox    Ear Aches   Bone or Muscle Trouble   Tuberculosis 

  Frequent Colds   Draining Ear   Pneumonia   Whooping Cough 

  Diabetes   Heart Trouble  Rheumatic Fever 

Comment on major illness, operations, injuries or other health problems_________________________________________________________ 

__________________________________________________________________________________________________________________ 

Is your child on any medication on a regular or long-term basis?       Yes       No  

If YES, please specify________________________________________________________________________________________________ 

Has your child ever been hospitalized?       Yes       No    If YES, for what and at what age? ______________________________________ 

_________________________________________________________________________________________________________________ 

    DENTAL EXAMINATION – To be completed by dentist

Dental Examination: Comments or recommendations to school nurse: ____________________ 

1.  Normal dentition present……………   Yes     No ___________________________________________________________ 

2.  Normal occlusion …………………….   Yes     No ___________________________________________________________ 

3.  Soft tissues normal ………………….   Yes     No 

4.  Abscesses or infection present……..   Yes     No This is to verify that:  

5. Dental Caries  Rampant    Moderate   None ___________________________________________________________ 

6. Dental Care…  Routine treatment required Name of Student 

 Urgent treatment required  Has had all dental treatment that is necessary at this time.  

 Topical fluoride applied 

 No further treatment required at this time _______________     _____________________________________DDS 
Date         Signature of DENTIST  

3.  Consent to share im
m

unization inform
ation: This school is asking for perm

ission 
to share your child’s im

m
unization record w

ith M
innesota’s im

m
unization inform

ation 
system

. Giving your perm
ission w

ill:
• 

Provide easier access for you and your school to check im
m

unization records, such 
as at school entry each year. 

• 
Support your school in helping to protect students by know

ing w
ho m

ay be 
vulnerable to disease based on their im

m
unization record. This can be im

portant 
during a disease outbreak. 

U
nder M

innesota law, all the inform
ation you provide is private and can only be released 

to those authorized to receive it. Signing this section of the form
 is optional. If you choose 

not to sign, it w
ill not affect the health or educational services your child receives.

I agree to allow
 m

y child’s school to share m
y child’s im

m
unization docum

entation w
ith 

M
innesota’s im

m
unization inform

ation system
:

Signature:
Date:

*Health care practitioner is defined as a licensed physician, nurse practitioner, or 
physician assistant.

2.  History of chickenpox (varicella) disease. This child had chickenpox in the 
m

onth and year 
M

y signature below
 m

eans that I confirm
 that this child does not need 

chickenpox vaccine because:
I am

 a health care practitioner and this child w
as previously diagnosed 

w
ith chickenpox or the parent provided a description that indicates this 

child had chickenpox in the past.
I am

 the parent or guardian and this child had chickenpox on or before 
Septem

ber 1, 2010. 

Signature:
Date:

(of health care practitioner*, representative of a public clinic, or parent/
guardian). Parent can sign if chickenpox occurred before Septem

ber 2010.

A.  M
edical exem

ption: By m
y signature below, I confirm

 that this child 
should not receive the vaccines m

arked w
ith an X in the table for m

edical 
reasons (contraindications) or because there is laboratory confirm

ation that 
they are already im

m
une.

1. Docum
ent a m

edical and/or non-m
edical exem

ption (A and/or B). 
Place an X in the box to indicate a m

edical or non-m
edical exem

ption. If there are exem
ptions to m

ore than one vaccine, m
ark each vaccine w

ith an X.

Signature:
Date:

B.  N
on-m

edical exem
ption: A child is not required to have an im

m
unization that is against 

their parent or guardian’s beliefs. How
ever, choosing not to vaccinate m

ay put the health 
or life of your child or others they com

e in contact w
ith at risk. U

nvaccinated children w
ho 

are exposed to a vaccine-preventable disease m
ay be required to stay hom

e from
 child 

care, school, and other activities in order to protect them
 and others. 

By m
y signature, I confirm

 that this child w
ill not receive the vaccines m

arked w
ith an X in 

the table because of m
y beliefs. I am

 aw
are that m

y child m
ay be required to stay hom

e 
from

 child care, school, and other activities if exposed.

N
on-m

edical exem
ptions m

ust also be signed and stam
ped by a notary:

This docum
ent w

as acknow
ledged before m

e  
on  

(date)

by 

N
otary Signature:

(of health care practitioner*)

Vaccine

Diphtheria, Tetanus, and Pertussis

Polio

M
easles, M

um
ps, Rubella

Haem
ophilus influenzae type b

Chickenpox (varicella)

Pneum
ococcal

Hepatitis A

Hepatitis B

M
eningococcal

M
edical  

Exem
ption

N
on-M

edical
Exem

ption

(of parent or guardian in presence of notary)
Signature:

Date:

N
otary Stam

p

STATE O
F M

IN
N

ESO
TA, CO

U
N

TY O
F

(nam
e of parent or guardian)

N
am

e
Instructions: Com

plete section 1 to docum
ent a m

edical or non-m
edical exem

ption, 
section 2 to verify history of varicella disease, and section 3 to consent to share 
im

m
unization inform

ation.

M
innesota Departm

ent of Health - Im
m

unization Program
 (2019)

(of parent/guardian)




