
Union Area School District
2106CamdenAvenue • New Castle, Pennsylvania 16101 • 0724-658-4501 • FAX 724-658-8617

ROB J. NOGAY, MEd, Mlddle/High School Principal

STUDENT HEALTH SURVEY

Welcome to Union Area School District. In order to provide the best care possible for your
student while at school, please complete and retum this form as soon as possible to the school
nurse. Please mark (V) YES or N0 beside any chronic condition your student is being treated
for. Please list any important medical information you wish the school nurse to be aware of.

Ifyou have any questions contact the school nurse. Thank you for your help in maintaining your
student's health and safety while at school.

Mrs. Trocci, RN, BSN, CSN
Mrs. Benedict, RN, BSN, CSN

Student Name: Grade:

CHRONIC COND1T10NS
Arthritis/Rheumatic Disease

Asthma

YES N0

Attention Deficit Disorder/Hyperactivity

Bleeding Disorder/Cooley s Anemia

Cardiovascular Condition

Cerebral Palsy

Cystic Fibrosis

Diabetes Type I or Type II

Epilepsy/Other Seizure Disorders

Life Threatening Food AIlergies

Sickle Cell Disease

Spina Bifida

Tourette's Syndrome

Other

Parent/Guardian Name:

Parent/Guardian Signature: Date:

"Commitment to Excellence Today; Youth Preparing for Tomorrow"
www.union.kl2.Da.us



2106CamdenAvenue • New Castle, Pennsylvania 16101 • CT 724-668-4501 • FAX 724-658-8617

ROB J. NOGAY, MEd, Middle/i-ligh School Principal

Dear Parent/Guardian:

In accordance with Pennsylvania School Code Section 1303 all students shall be

immunized against certain diseases in order to safeguard the school communityfrom

the spread of certain communicable diseases. A review of your child's immunization

record indicates noncompliance with the mandated immunization requirements.

A student may be exempt from the requirements of immunization if a physician certifies

the child's physical condition contraindicates immunization or ifthe parent/guardian

objects immunization based on a religious or strong moral/ethical conviction.

Statements of religious or strong moral/ethical conviction opposing immunization must

be submitted in writing and signed by the parent/guardian. Please submit your
opposition in writing and sign the attached form and return to the school nurse ASAP.

In the event of a disease outbreak, your child may be exempt from school for their

health and safety.

Sincerely,

Mrs. M. Trocci, Rr^ BSN.CSN

Mrs. D. Benedict, RN,BSN,CSN

School Nurse, Union Area School District

"Comniitnieiit to Excellence Todciy; Youth Preparingfor Tomorrow'
www.ynion.kl2.Da.us



Statement of Exemption to Immunization Law

Commonwealth of Pennsylvania

Name DateofBirth

Address

Phone Grade

G Medical Exemption(')The physical condition ofthe above named child is such
that immunizations would endanger life or health.

Other Coinment:

Physician Signature: Date:

Religious Exemption(b) (Includes a strong moral or ethical conviction similar to
a religious belief.)

Parent or guardian ofthe above name child adheres to a religious belief whose
teachings are opposed to such immunizations OR holds a strong moral or ethical
conviction similar to a religious beliefthat is opposed to such immunizations.

Other Coiiunents/Explanation:

Signature Parent/Guardian: Date:

PA 28§ 23.84. Exemption for imniunization.

Q) Medical exewpfion. Children need not be immunized ifa physician or designee provides a written statement
that immunization may be detritiiental to the health offhe child. When the physician detemTiines that inmiunizalion
is no louger delrimental to the health ofthe child, the child shall be inimunized according to this subchapter.

Religioits exemption. Children need not be immunized ifthe parent, guardian or einaucipated child objects in
vvriting to the imniunization ou religious gi'ounds or on the basis ofa strong moral or ethical conviction siniilar to a
religious belief.



Union Area School District
2106CamdenAvenue • New Castle, Pennsylvania 16101 • 0724-658-4501 • FAX 724-658-8617

ROB J. NOGAY, MEd, Middla/High School Principal

School Vaccination Reauirements for Attendance in

Pennsvlvania Schools

Students in ALL grades (K-12) need the following immunizations for school

attendance:

• 4 doses of DTaP (Diphtheria, Tetanus and Acellular Pertussis) -1 dose on

or after 4th birthday

• 4 doses of Polio -1 dose on or after 4th birthday and at least 6 months

after previous dose given
• 2 doses of MMR (Measles, Mumps, Rubella)

• 3 doses of Hepatitis B

• 2 doses of Varicella (Chicken Pox) or evidence of immunity

7th Grade ADDITIONAL immunization requirements for school attendance:

• 1 dose of MCV (Meningococcal Conjugate Vaccine)

• 1 dose ofTdap (Tetanus, Diphtheria, Acellular Pertussis)

12th Grade ADDITIONAL immunization requirements for school attendance:

• 2nd dose of MCV (Meningococcal Conjugate Vaccine) - Student must be

age 16 or entering 12th grade

These requirements allow for the following exemptions: medical reasons, religious

beliefs, or philosophical/strong moral or ethical conviction. Even if your child is exempt

from immunizations, he/she may be excluded from school during an outbreak ofvaccine

preventable disease. Children without proof of proper immunization will not be allowed

to start school. If you are underinsured or have concerns with cost, the Pennsylvania

Department of Health in New Castle offers immunization clinic dates: Contact number

724-656-3088.

Mrs. Trocci, RN, BSN, CSN

Mrs. Benedict, RN, BSN, CSN

Immunizations Needed:

"Commitment to Excellence Today; Youth Prelsaring for Tomorrow"
www.union.kl2tDa.us



Union Area School District
2106CamdenAvenue • New Castle, Pennsylvania 16101 • ® 724-658-4501 • FAX 724-658-8617

ROB J. NOGAY. MEd, Middle/High School Principal

Dear Parent/Guardian of

Pennsylvania's school immunization code requires all students to receive 1 dose of
MCV (meningococcal conjugate vaccine) and 1 dose ofTdap (tetanus, diphtheria,
acellular pertussis) by the first day of 7th grade.

At present, our records indicate that your child will need these immunizations upon entry
ofthe 2024-2025 school yearto avoid risk ofexclusion. Please schedule an
appointment with your child's physician soon to meet these state requirements. Please
call the school health office with any questions and thank you for your cooperation.

Sincerely,

Mrs. Trocci, RN, BSN, CSN

Mrs. Benedict, RN, BSN.CSN

724-658-4501, Ext. 2104

'Commitment to Excellence Today; Youth Preparingfor Tomorrow"
www.union.kl2.pa.us



Union Memorial Elementary School
500SouthScotlandLane • New Castle, PA 16101.1399 • (724)652-6683 • FAX (724)658.5151

LINDA J. O'NEILL - Elementary Principal

School Vaccination Requirements for Attendance in

Pennsylvania Schools

Students in ALL grades (K-12) need the following immunizations for

school attendance:

• 4 doses of DTaP (Diphtheria, Tetanus and Acellular Pertussis) -1 dose on

or after 4th birthday

• 4 doses of Polio -1 dose on or after 4th birthday and at least 6 months

after previous dose given
• 2 doses of MMR (Measles, Mumps, Rubella)

• 3 doses of Hepatitis B

• 2 doses of Varicella (Chicken Pox) or evidence of immunity

7th Grade ADDITIONAL immunization requirements for school

attendance: • 1 dose of MCV (Meningococcal Conjugate Vaccine)

• 1 dose ofTdap (Tetanus, Diphtheria, Acellular Pertussis)

12th Grade ADDITIONAL immunization requirements for school attendance: •

2nd dose of MCV (Meningococcal Conjugate Vaccine) - Student must be

age 16 or entering 12th grade

These requirements allow for the following exemptions: medical reasons, religious

beliefs, or philosophical/strong moral or ethical conviction. Even if your child is exempt

from immunizations, he/she may be excluded from school during an outbreak ofvaccine

preventable disease. Children without proof of proper immunization will not be allowed

to start school. If you are underinsured or have concerns with cost, the Pennsylvania

Department of Health in New Castle offers immunization clinic dates: Contact number

724-656-3088.

Mrs. Trocci, RN, BSN, CSN

Mrs. Benedict, RN, BSN, CSN

Immunizations Needed:



1.8"E n»»-:l;

500 SoUth Scotliind Lane • New Castle, PA;16.101--1399!?~(T24)-B52-6683 • FAX (724) 658-S151; ,.-. :i:,>

LINDA J. O'NEILL . Elementary Principal

'3iif£
a ^t&wlnj^&^...

We !ia\'e experienced a lot ofabseriteeism in tlie past fe\\' \\'eeks here al Ihe sctiool and
wc are trying' to g'cl c\'crvoiie w'ell again aiid back to scliool.

As a parent'guardian, please use g'ood judgement in deciding' \vliethcf lo send your
cliild lo sclwol if'thcy are not feeling \\'ell. li'your child is ill or recovering' froin an
il'ness. pleasc Ibllovv tliese giiidelines bel'ore sending tliem to school:

i. No lever f'or a f'ull 24 liour period, Ifa fever (a temperature ol'g9.6 F or higher)
i.s present in tlie nioniing, pleasc do iiot mediuate them ancl send tlieni 1o
scliool. The I'ever vvill most likely return in 3 to 4 hours necessitating a cal]
liome.

2. A ijersistent, congested cough for 3 lo 4 days sliould be treatcd by a pliysician.
Most rcspiralory illnesses are spreaci by air droplets througli cougliing' and
sneezing.

3. A child v\'lio experienced \'omiting throughout Ihe night shoulcl lie kept liome.
They most likely will beconie ill again al'ter eating food.

4. A child vvith a rasli sliould be seen by the nurse or your pliysician before
attendiiig scliool to detcrmine ifthey are coiitagious.

5. Encourage good hygiene and li'equent hand washing with your child.
6. Do not share drinkiiig cups and eating utensils.

VVc appreciate your cooperatioii ii] keeping all our children we\\ and healthy. Please
feel f'ree to call \\'ith aiiy question&' or concerns at 724-652-6683.

Sincerely,
Mrs. Trocci, RN, BSN, CSN
Mrs. Benedict, RN, BSN, CSN



iBon wgemonaB fcB©m©n'Earv senooE
500SouthScotlandLane • Ne«»Castle, PA 16101-13B8 • (724)652-6683 • FAX (724)658-5151

LINDA J. O'NEILL - Elementary Principal

School Vaccination Requirements for Attendan^ejn

Pennsvlvania Schoojs

Students entering Pre-K need the foltowing immunizations for school attendance:

« 3 doses of DTaP (Diphtheria, Tetanus and Acellular Pertussis) -1 dose on

or after 4th birthday

» 3 doses of Polio -1 dose on or after 4th birthday and at least 6 months

after previous dose given
• 1 dose of MMR (Measles, Mumps, Rubella)

• 3 doses of Hepatitis B

» 1 dose of Varicella (Chicken Pox) or evidence of immunity

These requirements allow for the following exemptions: medical reasons, religious

beliefs, or philosophical/strong moral or ethical conviction, Even if your child is exempt

from immunizations, he/she may be excluded from school during an outbreak of vaccine

preventable disease. Children without proof of proper immunization will not be allowed

to start school. If you are underinsured or have concerns with cost, the Pennsylvania

Department of Health in New Castle offers immunization clinic dates: Contact number

724-656-3088.

Mrs. Trocci, RN, BSN, CSN

Mrs, Benedict, RN, BSN, CSN

Immunizations Needed;



500SouthScotlandLane • NewCastle, PA 16101-1399 • (724)652-6683 • FAX (724)658-5151

LIMDA J. O'NEILL - Elementary Principal

:RGARTEN / 1ST GRADE PHYSICAL EXAMINATION

Dear Parent/Guardian:

The Pennsylvania School Code requires a Physical Examination be completed on every

student entering school for the first time in either Kindergarten or 1st Grade. Your

private physician is the best person to perform the examination, since they know your
child's medical history.

Union Area School District can provide your child with a Physical Examination. This
examination CANNOT be completed in school without your WRITTEN PERMISSION.
Please sign this form and indicate your choice below.

Ifyou plan to have your own physician perform this examination, have them complete

the attached form and return it to the school nurse ASAP. THE EXAMINATION FORM

MUST BE DATED N0 EARLIER THAN ONE YEAR PRIOR TO SCHOOL ENTRY.
Examination forms dated earlier are not valid and cannot be accepted.

Thank you for your cooperation.

Sincerely,
Mrs. Trocci, RN, BSN, CSN
Mrs. Benedict, RN BSN, CSN

Student Name:
I will take my child to my family physician and return the form to

the health office.
I would like the examination completed by the school physician.

Parent/Guardian Signature:



Hsii.3i6(Rev.si/20i2) Page 1 of 4: STUDENT HISTORY

'pennsytvania
MP^ITl'IEt'iTW HEAIT+1

Byreau of Community Health Systems
Division ofSchool Health

Private or School

PHYSICAL EXAMINATION
OF SCHOOL AGE STUDENT

PARENT / GUARDIAN / STUDENT:

Complete page one ofthis form before

student's exana. Take completed form to

appointment.

Student's name

Date of blrth

Today's date.

Age attimeofexam, Gender: D Male D Female

Medicines and Allergles: Please list all prescription and over-the-counter medicines and supplements (herbal/nutritional) the student is currently taking:

Does the student have any allergies? D No D Yes (If yes, list speciric ailergy and reaction.)

D Medicines O Pollens D Food D Stinging Insects

Complete the foltowing section with a check mark in the YES or N0 column; circle questions you do not know the answer to.

1. Any ongolng medical conditions? If so, please identify:
D Asthma D Anemia D Diabetes D Infection

0<her

2. Ever stayed more ihan one night in the hospital?

3. Ever had surgery?

4. Ever had a seizure?

5. Had a history of being born v/ithout or 1s missing a kidney, an eye, a
testicle (malas), spleen, or any other organ?

6. Ever become ill while exercislng in the heat?

7. Had frequent muscfe cf^mps when eKereising?

8. Had headaches w'Ah exereiss?

9. Ever had a head injury or concussion?

TOL Ever had a hit or blow to the head that caused confusion, protonged
headache, or memory problems?

11. Ever had numbness, tingting, or weakness in his/her arms or legs
afterbeinghitorfalling?

M Ever been unable to m&ve arms or Isgs after being hit or falling?

1S Noticed or been told he/she has a curved spine or scoliosis?

14 Had any problem with his/her eyes (vision) or had a history of an
eye injury?

1S Been pres&rlbed glasses or contacl lenses?

^
16 Ever used an Inhaler o;- taken asthma medicine?

17. Ever had the doctor say he/she has a heart problem? If so, checl^
all that apply: D Heart murmur or heart infection
Q High blood pressure D Kawasaki disease

D High choiesterol D Other;_

18, Been toid by the doctor to have a heart test? (For example,
ECG/EKG, echocardiogram)?

19.Had acough,wheeze,difficultybreathing,shoflnessofbreath or
felt lightheaded DURINS or AFTER exercise?

SQ Had discomfort, pain, tightnass or chest pressure during exercise?

21. Felt his/her heart race or skip beats during exerdse?

7L Had a broken or fractured bone, stress fracture, or dislocated joint?
23. Haci an injuri' to a muscle, ligament, or tendon?

24. Had an injury that required a brace, cast, crutches, or orthotics?

25 Nesded an x-ray, MRI, CT scan, injection, or physical therapy
followingan injury?

26. Haci joints Ihat become painful, swollen, feel warm, or look red?

27. Had any rashes, pressure sores, or olher skin prQblsms?

S. Ever had herpes or a MRS^ skin infection?

29l Had groln pain or a painful bulge or hernia In the groin area?

30. Hgd a history of urinary tract infections or bedwettlng?

31. FEMALES ONLY; Had a menstrual period?
If yes: At wtial age was her first menstrual perioci?

a Yes a No

How msny perlods has she had in the last 12 months?
Date of last period:

S. Hasthe studenlhad anypainorproblemswith Ns/hergumsorteeth?

33. Name of student's dentist:

Last dental visit: Q tess than 1 year D 1-2 years D greater than 2 years

3<. Been told he/she has a learning disabllity, intellectuai of
developmental disability, cognitive delay, ADD/ADHD, etc.?

Been bullied or experienced bullying behavior?

Experienced major grief, trauma, or other significant life event?

Exhibited significant changes in behavior, social relationships,

grades, eating or sleeping habits; withctrawn from family or friends'?

Been worried, sad, upset, or angry much of the time?

Shown a genera! loss of energy, motivation, interest or enthusiasm?

Had roncems about weight; been trying to gain or lose weight or
received a recommendalion to gain or lose weight?

, Used (or currently uses) tobacco, alcohol, or drugs?

Is Ihere a family hlstory of the foitowing? If so, check all that apply:

D Anemia/blood disorders D Inherlted disease/syndroms

D Asthma/lung problems D Kidney problems
D Behavioraf heafth issue D Seizure disorder

d Diabetes D Sickle cell trait &f disease

Ottier

43. Is thers a family history of any of the following heart-related

probtems? If so, check all that apply.

Q Brugada syndrome Q QT syndrome

D Cardiomyopathy D Marfan syndrome

D High blood pressure D Ventricular tachycardia

0 High cholesterol D Other.

Has any family member had unexplained fainting, unexplained
seizures, or experiencsd a near drowning?

Has any family member / relative ctied of heart problems before age
50 or had an unexpected / unexplained sudden death before age
50 (includes drowning, unexplained car accldents, sudden infant
death syndrome)?

46. Are there any qyestions or concerns that the student, parent or

guardian would like to discuss with the hsalth care provider? (If
yes, write them on page 4 of this form,)

1 hereby certify that to the best of my knowledge all of the information is true and comptete. 1 give my consent for an exchange of
health information between the schoot nurse and heatth care providers.

Signgture of parent / gugrdian / emancipated student, Date

Adapted in partfrom fhe Pfe-p^rticlpation P/]y,sicaf£va/ua(i'onWstoryForm;©2010AmericanAcademyofFamily Physicians, AmericanAcademyofPediatncs.Amerlcan College of
Sports Medicine, American Medical Society for Sports Medicine, A.merican Orthopaedic Socjety for Sports Medicins, and American Osteopathic Academy of Sports Medicine.



Page 3 of4: IMMUNIZATION HISTORY STUDENT NAME:

IMMUNIZATION EXEMPTION(S):

Medical Q Date Issued;

Medica! Q Date issued:

Medical D Date lssued:_

Reason:

Reason:

Reason:

Date Resdnded:

Date Rescinded:

Date Rescinded:

NOTE; The parent/guardian must provide a written request to the school for a religious or philosophical exemption.

Diphtheria/T6tanus/Pertussis(child)
Type: DTaP, DTP or DT

Diphtheria/Tetanus/Pertussis

(adolescent/adult)
Type: TdaporTd

Pollo
Type: OPVor IPV

Hepatitis B (HepB)

Measles/MLimps/Rubelia (MMR)

Mumps disease diagnosed by physjcian Q Date:

Varicella: Vaccine Q Disease Q
TT

Serology: (IdentifyAntigen/Date/pOS or NEG)
i.e. Hep B, Measles, Rubella, Varicelia

Meningococcal Conjugate Vaccine (MCV4)

Human Papilloma Virus (HPV)
Type: HPV2 or HPV4

influenza
Type: TIV (injected)

LAIV (nasal)

Haemophilus Influenzge Type b (Hib)

Pneumococcal ConjugateVacdne (PCV)
Type: 7 or 13

Hepatitis A (HepA)

Rotavirus

OtherVaccines: (Type and Date)



SOOSouthScotlandLane • New Castle, PA 16101-1399 • (724)652-6683 • FAX (724)658-5151

LINDA J. O'NEILL . Elementary Principal

Ki_nderaarten/1sl:Grade Deniai ExaminationJisQMLemeni

Dear Parent./Guardiai]:

Tlie Peiinsylvania .Scliool Code rcqiiires tliat ;i Deiital Exainiiiatioii be coin))]el.ed on
e\'cr.v studenl eiiteriiig scliool for tlic first liine iii eitherltiii(lcrgartcii or first gradc.
Yoiir pri\'ate dentist is tlie best iie.rsoil to perform tlie examination, since tliey kno^v

your chilci's deiital liistorv. . . ' • •

Union Ai'ea School Disti'ict can also provide your chlld with a Dental Rxamiiiation. The
dental exainination GANNOT be completed iii schbol vvithout your WR1TTEN

•

PERM1SSION. Please sign this form and indicate your choice belovv,

If you plan to have your own dentist perforni tliis examination, have them coiriplete
the attaclied form and retum'it. to tlie scliool iiurse ASAP, THE EXAMINATION MUST
BE-DATED N0 EARLIER THAN ONE YEAR PRIOR TO THE GURRENT SCI'IOOL YEAR.
Exainination forms dated earlier are notvalid and cannot be accepted.

Thank you for your cooperation.

Sincerely, • . . . .

Mrs.Trocci,RN, BSN, CSN • • .

Mrs. Benedict, RN, BSN, GSN ' .
' • •

Studeiit Name: . . . ... ..., ..... ... . .
'
-,' . . ..

__I will take my child to. my private dentist and return the form to the
health office. ' • . ' '

.I would like the examination completed by the school dciitist.

Parent/Guardian Signature:_',_^
'___



imorial Elementary School
SOOSouthScotlandLane • NewCastle, PA 16101-1393 • (724)652-6683 • FAX (724)658-5151

LINDA J. O'NEILL . Elementary Principal

ai u

Parent Permission

Dear Parent/Guardian:

The Pennsylvania School Code requires that a Dental Examination be completed on
every student in 3i'd and 7th Gracle. Your private dentist is the best person to perform
the examination, since they know your child's dental history.

Union Area School District can also provide your child with a Dental Examination. The
dental examination GANNOT be completed in schoo] without your WRITTEN
PERMiSSION. Please sign this form and indicate your choice below.

Ifyou plan to have your own dentist perform this examination, have them complete
the attached form and return it to the sctiool nurse ASAP. THE EXAMINATION MUST
BE DATED N0 EARLIER THAN ONE YEAR PRIOR TO THE CURRENT SCHOOL YEAR,
Examination forms dated eariier are not valid and cannot be accepted.

Thank you for your cooperation.

Sincerely,
Mrs. Trocci, RN, BSN, CSN
Mrs. Benedict, RN, BSN, GSN

Student Name:_

.I will take my child to my private dentist and return the form to the
health office.

.I would like the examination completed by the school dentist.

Parent/Guardian Signature:.



H514.027
COMMONWEALTH OF PENNSYLVANIA

DEPARTMENT OF HEALTH

NAME OF SCHOOL.

PRIVATE DENTIST REPORT
OF DENTAL EXAMINATION OF A PUPIL OF SCHOOL AGE

DATE 20

NAME OF CHILD

Last First Middle

SECTION/ROOM

ADDRESS

No. and Street Cily or Post Office BoroughorTownship County State Zip

REPORT OF EXAMINATION

Is The Child Under Treatment YesD NoD

Treatment Completed YesQ NoD

Date of Dental Examination

Signature of Dental Examiner Print Name of Dental Examiner

Address

TOOTH

RIGHT

CHART

LEFT

UPPER
1 2 3 4

A
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1
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p

24
o

23
N

22
M

21
L
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