DREJTORIA ARSIMORE E FILADELFIAS/SCHOOL DISTRICT OF PHILADELPHIA
SHERBIMI SHENDETESOR I SHKOLLES/SCHOOL HEALTH SERVICES

RAPORT I EGZAMINIMIT FIZIK /REPORT OF PHYSICAL EXAMINATION

Emri i NXénésit /Name of Student Data e Lindjes/Date of Birth ID Nxénésit/Student ID #| Klasa /Grade
_ _M/Mo. ___D/Da_____N/Yr

Shkolla /Name of School Dhoma/Libri /Room/Section/Book Data e Léshimit /Date Issued

PER INSTITUCIONIN MJEKESOR (Ju lutemi plotésoni gjithécka) /TO THE CARE PROVIDER (Please complete all items)

Ligji i Pensilvanisé kérkon qé té gjithé nxénésit g€ ndjekin shkollén t’i nénshtrohen kontrollit mjekésor dhe té vaksinohen. Pagesat pér kéto
shérbime jané pérgjegjési e prindérve/kujdestaréve. KETO VAKSINIME JANE KERKESE PER NDJEKJEN E SHKOLLES. Bashkangjit njé
kopje t€ vaksinimeve, ose shénoni datén mé poshté/Pennsylvania law requires that students attending school in the state be immunized and
receive periodic medical examinations. Payment for these examinations is the responsibility of the parent/guardian. THESE
IMMUNIZATIONS ARE REQUIRED FOR SCHOOL ATTENDANCE. Attach a copy of the student’s immunization record, or record the dates
below.

REKORDE TE VAKSINIMEVE/RECORD OF VACCINE ADMINSTRATION.

Ju lutemi bashkéngjitni njé kopje té rekordeve té vaksinimeve, pérfshiré rezultatet serollogjike, nése jané té mundéshme/Please attach
complete immunization record including serology results if available

Alergjité/Allergies Data e PPD té fundit/Date of last PPD. Rezultati/Result mm

A ka nxénési siguracion shéndeti?/Does this student have health insurance?
__Po/Yes __Jo/No Emri i Institucionit Mjeké&sor/Name of insurance provider :

REGJISTRO NE VAZHDIM/RECORD THE FOLLOWING

1. | Shikimi (pasyze) /Visual acuity (without glasses) D/R_ M/L____ (me syze) /(with glasses) D/R___ M/L____

2. | Kontrolli Audiometrik/Audiometric screening DIR ___M/L____ | 3. BP/BP.

4. | Lartésia /Height In¢ / cnv/Inches/cm Pesha /Weight Lb / kg/lb./kg IMT pérqindje/BMI percentile

5. | Kontrolli scoliosis/Scoliosis screening: ___Normal /Normal ___Jonormal /Abnormal ___Referuat/Referred___Nr. Referenc /No Referral

6. | Aktiviteti i Rekomanduar /Activity Recommendation: ___Aktivitet i Ploté Fizik/Full Physical Activity

___Aktivitet Fizik i Kufizuar (Duhet t& plotésojé Formularin pér Raport né Ushtrimet Fizike-MEH-23) /Restricted Physical Activity
(Must complete Phys. Ed. Medical Exemptions/Program Modification Form MEH-23);

Pérshkruaj kufizimet/Specify Restrictions:

7. | Shénoni gjithé mjekimet q€ jané marré/ List all medications currently being taken:

Nagi /Medication Arsyeja/Reason:

8. | Shénoni sipas historisé problemet, ose kontrollet /List all problems by history or examination  Shéno problemin/ CircleStatus of problem

1. Nén kujdes/under care Trajtim i Kryer/care completea Referuar/referred
2. Nén kuJ des /Under care Traj tim i Kryer /Care completed Referuar / Referred
3. Nén kujdes /wnder care Trajtim i Kryer /care compieted Referuar /referred

___.Nuk ka Probleme/No Problems Identified

Komente/ udhézime pér planin e trajtimit, instruksione speciale t& trajtimit né shkollé¢ /Comments/follow-up treatment plan/Special instructions
to school:

Firma (Kérkohet) /Signature (Required) Telefoni /Telephone Vula e Institucioni Mjekésor (Kérkohet)
/Care Provider office stamp (Required)

Adresa/Address Data Kontrollit /Date of Exam

Pér informacione dhe dokumente té tjeré t&€ pérkthyera né Gjuhén Shqipe, ju lutemi vizitoni uebsajtin: www.philasd.org/language/albanian

Translation and Interpretation Center MEH-1
5/2012 Albanian
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