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ARCHDIOCESE OF WASHINGTON – Catholic Schools

ALL PARENTS OF STUDENTS ATTENDING ARCHDIOCESAN CATHOLIC SCHOOLS IN MARYLAND MUST READ THIS FORM, SIGN BELOW, AND RETURN IT TO YOUR CHILD’S SCHOOL WITH THE MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE (ADAPTED FOR USE BY ARCHDIOCESAN SCHOOLS).

To All Parents of Students in Archdiocesan Catholic Schools in Maryland

It is the policy of the Archdiocese of Washington that all students attending schools in the archdiocese must be fully immunized in accordance with the immunization requirements against contagious diseases published by the local department of health.  If your child has a valid medical contraindication to being immunized, and such contraindication is documented by a physician, an exemption may be permitted for the length of time certified as necessary by the child’s physician.

Immunization in accordance with the Archdiocese of Washington’s policy is a condition for admission into all archdiocesan Catholic schools. To be admitted to attend classes, there must be two forms related to immunization on file at your child’s school by the first day of school, and they are: 

1. THIS FORM, completed and signed; and 
2. Maryland Department of Health and Mental Hygiene Immunization Certificate, (adapted for use by Archdiocese of Washington’s Catholic Schools in Maryland) signed by a medical provider and parents (Pages 2, 3, and 4). 

	Acknowledgment

	To All Parents/Guardians: Please provide the following information and sign below to acknowledge that you understand and agree to this policy.

	Child’s Name:
	[bookmark: _GoBack]     
	     
	  
	   

	
	Last
	First
	M.I.
	 (Jr,. III)

	School:
	     
	Sex:
	|_| 
	|_| 
	Date of Birth:
	     

	
	
	              Male         Female                                   mm/dd/yyyy

	Parent/Guardian Name:
	     
	Home Phone:
	(     )         -       

	Home Address:
	     
	     

	
	Street Address
	Suite #

	
	     
	  
	     

	
	City
	State
	ZIP Code

	I have read and understand the Archdiocese of Washington’s Immunization policy listed above:

	Parent/Guardian Signature:
	
	Date:
	

	
	Please Sign
	
	mm/dd/yyyy
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PART | - HEALTH ASSESSMENT
To be completed by parent or guardian
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| GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART Il OF THIS FORM. | UNDERSTAND IT IS
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN CHILD CARE.

I ATTEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.

Sgraure ot PareriGuardan Date

(OCC 1215 - Revised Tune 2016 - 41l previows edirions are obsolere
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PART Il - CHILD HEALTH ASSESSMENT
‘Tobe completed ONLY by Physician/Nurse Practitioner
Chie= Name B S
) o e Vi Doy T Vear skl

. Does e chid named above have 3 Gagnosed medical conditon?
CNo  Dlves.desorve:

2. Does the chid have a hestih condiion whih may require EMERGENCY ACTION while hlsh i in onld care? (e g sezure, alergy, asthma.
bleading problem. dabetes, hear roblem.or oher problem) fyes, please DESCRIBE and describa emergency acion(s) on the emergency card

Ot [ Yes.desore:

3. PE Findings
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Hesitn Ares WNL ML evalusted | tesitn Ares WL AENL  Evaustes
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"REMARKS: (Please evpiain any Sbromal maings

"4 RECORD OF IMWUNIZATIONS  DHVH 598/0r ther ofical immunizaton dosument (= § miHarymmunization record of mmunizatons) s equred

1o be competed by a health care provider or 3 computer generated immurization record must be provided._(Thisform may be obtained from:

TSP Ty S PUBTES OB g e ST Eap o STy 3T T ESTon_SerTe 3o Torm_ S mh_Sve_—_Tebraary 20T 53T
This is found on Page 2 o the Archdiosese of Washington Form 3

7= e ohid on medeaton?

CINo [ Yes. indicate medication and diagresis:
(GCC 1216 Medioation Authorization Form mustbe completed to administer medication n child care).

6 ShouaThers be any estion ofphysicalsctiy m i sare?
DINo (] ¥es, specity nature and durationof resrcion

7. TestMessurement Resuts Dste Taken

TbsrouinTest

Sloca Pressure

Height
Weght
B sove
Cesdtest indieatzd ORMF 4670 [ Ve (e |Testor e TeeT e
has had a complete physical examination and any concerns have been noted above.
(Child's Name)

Additional Comments:

ryacanNares Pracionsr (Type or Font Fhone umber. e Narss Practionsr Sgnature: T

(OCC 1215 - Revised Yune 2016 - 4l preious ediions ave obcoice.
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MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE BLOOD LEAD TESTING CERTIFICATE

Instructions: Use this form when enrolling a child in child care, pre-kindergarten, kindergarten or first grade. BOX A is o be
completed by the parent or guardian. BOX B, also completed by parent/guardian. is or a child bom before Janvary 1, 2015 who does.
snot need a lead test(children must meet all conditions in Box B). BOX C should be completed by the health care provider for any
child born on or after Jamuary 1, 2015, and any child bom before January 1, 2015 who does not meet all the conditions in Box B.

BOX A-Parent/Guardian Completes for Child Enroling in Child Care, Pre-Kindergarten, Kindergarten, or First Grade

CHILD'S NAME. / 1

TaST FEST MIDDE
CHILD'S ADDRESS /. . ]
“STREET ADDRESS (i Aparomest Numbe) T STATE i3
SEX: QMale QFemale BRTHDATE___ |/ PHONE.
PARENT OR, . .
GUARDIAN TaST FEST MIDDLE

BOX B~ For a Child Who Does Not Need a Lead Test (Complete and sign if child is NOT enralled in Medicaid AND the
‘answer to EVERY question belorw is NO):

‘Was this child bom an or after Jamuary 1, 20157

2¥E 3 N0
s tis culd ver v inone of the ares lsed on the back of tisforn? 3YEs 3 N0
Does thischld have any known isksfr lead exposure (see questionson reverse of form, and
falk it your cilds healthcareprovider f you e 2 YES 3 NO
16 ll answers ave NO,sign below and return this form o the hild care provider or school.
‘Parent or Guardian Name (Briz); iguature Date:

Ifthe amswer 19 ANY of these questions is VES, OR if the child i enrolled in Medicaid, o not sign
Box B. Tastead,have healthcare provider complete Bos C or Box D.

BOX C - Documentation and Certification of Lead Test Results by Health Care Provider

TestDate | Tvpe (V=venous, C=capillary) | Result (meg/dL) Comments

Comments:

Person completing form: QHealth Care Provider Designee OR OSchool Health Professional Designee

Provider Name: Signature,

D Phone:

Offce Address:

DHMHFoRM4620  REvSEDS2016 'REPLACES ALL BREVIOUS VERSIONS
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HOW TO USE THIS FORM
‘The documented tests should be the blood lead tests at 12 months and 24 months of age. Two test dates and results are required.
ifthe firs test was done prior to 24 months of age. Ifthe firsttestis done after 24 months of age, one test date with resultis
required. The childs primary health care provider may record the test dates and results directly on this form and certify them
by signing or stamping the signafure section. A school health professional or designee may transcribe oxfo this form and certify
test dates from an other record that has the authentication of a medical provider, health department, or school. Al forms are
kept on fle with the child’s school health record.
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Lead Risk Assessment Questionnaire Screening Questions:

1. Lives in or regularty vists  house/building built before 1978 with peeling or chipping paiat,recent/ongoing renovation or
remodeling?

Ever lived outside the United States or recently aived from a foreign couniry?

Sibling, housemate/playmate being followed o treated for lead poisoning?

Ifbom before 1/1/2015, lives ina 2004 “at isk” zip code?

Frequently puts things in bis her mouth such as oys, jesely. or keys, eats non.-food fems (pica)?

‘Contact with an adult whose job or hobby involves exposuze fo lead?

Lives near an active lead smelte, batery recycling plant, other lead-related indusry, o oad where soil and dust may be

contaminated vith lead?

Uses products from other couatries such as health remedies, spices, or food, o store or serve food in leaded crystal, pottery or

peter

DHMHFomM4620  REVEED 52016 'REPLACES ALL PREVIOUS VERSIONS.





image1.jpeg




image2.png
MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE

CHILD'S NAME.
TasT FIRST M
SEX: MALEL] FEMALEO] BIRTHDATE, / 2
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OR
GUARDIAN ADDRESS crry P
RECORD OF IMMUNIZATIONS (See Notes On Other Side)
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"To the best of my knowledge. the vaccines listed above were administered as indicated. Clinic / Office Name
Office Address/ Phone Number

1

Signaure Tide Date
eiclprvader, oca Benkth deparment ofSicia school oficial, o childcare providr uly)
Signafure Tile Dae
3
Signaure Title Date

Lines 2 and 3 are for certification of vaccines given after the initial signature

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM VACCINATION ON MEDICAL

OR RELIGIOUS GROUNDS. ANY VACCINATION(S) THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE

MEDICAL CONTRAINDICATI

Please check the appropriate bos to describe the medical contraindication.

Thisisa: [] Permanent condition QR [J Temporary condition uatil

Date
The above child has a valid medical contraindication to being vaccinated at this time. Please indicate which vaccine(s) and the reason for the

contraindication,

Signed:

Date

“Medical Provider / LHD Official





