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Mission: Each student is highly educated, prepared for leadership and service, and empowered for success as a citizen in a global community. 
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disability, sexual orientation, gender identity/expression, ancestry, familial status or military status with regard to admission, 

access, treatment or employment. This policy is applicable in all district programs and activities. 
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चिचित्सा सम्झाउनी (मेचििल रिमाइन्डि) 
 

िाज्य इजाजतपत्र चिशाचनिेशहरू अनुसाि, पृ-सू्कलिो प्रते्यि चिद्यार्थीले पचिल्लो १२ मचहना चित्र 

गरिएिो स्वास्थ्य बाल पिीक्षा िा िाचषिि शािीरिि पिीक्षण गरिएिो िागजात ि सू्कल सुरु गनुि अचि 

फाइलमा सबै खोप अद्यािचिि गरिएिो खोप िेििि िाख्न आिश्यि ि। खोप िेििििा अचतरिक्त 

इजाजतपत्र प्राप्त स्वास्थ्य सेिा प्रिायिले चिचित्सा फािाम पूिा गिेिो हुनुपिि । 

 

यचि तपााँईिो बच्चालाई स्वास्थ्य बाल पिीक्षा िा खोप आिश्यि ि िने, िृपया िेटिाटिो ताचलिा 

(एप्पोइन्टमेन्ट) बनाउनिालाचग सिेसम्म िााँिो िहााँहरूिो स्वास्थ्य सेिा प्रिायि िा सू्कल आिारित 

नेसनिइि चिल्ड्र ेन्स हस्पिटलिा स्वास्थ्य सेिाहरूलाई 614-355-2590 मा सम्पिि  गनुिहोस्। यचि िुनै 

चिद्यार्थीलाई गत िषि चित्र िल्याण बाल पिीक्षािालाचग नेसनिइि चिल्ड्र ेन्स हस्पिटलले पिीक्षण गिेिो 

िए, अचििािि/संिक्षिले माइिाटि खाता (MyChart) माफि त यो जानिािी अनलाइन पहुाँि गनि 

सकु्नहन्ि। 
 
तपााँईहरुले खोप िेििि सचहत िल्याण बाल पिीक्षा/िाचषिि शािीरिि पिीक्षणिा िागजात 

ECEnurses@columbus.k12.oh.us, मा इमेल गनि सकु्नहुन्ि िा 614-365-8745 फ्याक्स नम्बिमा 

फ्याक्स गनि सकु्नहुन्ि, िा सो िागजात आफ्नो बच्चािा िक्षािोठा-चशक्षिलाई पठाइचिन सकु्नहुन्ि। 

हामी यहााँहरुले संलग्न गनुि िएिा चस चस स मेचििल फािाम, ODJFS मेचििल फािाम, िा स्वास्थ्य 

सेिा प्रिायिबाट पचिल्लो १२ मचहना चित्र स्वस्थ बच्चा िेट िा िाचषिि शािीरिि पिीक्षण गिेिो िुनै 

पचन आचििारिि िागजात स्वीिाि गनि सकिछ।ं 

 
तपााँईका विद्यार्थीहरु सू्कल जान सुरु गनुु भन्दा पवहलै्य हामीसाँग िावषुक शारीररक परीक्षण 

गरेको िा स्वस्थ बच्चा परीक्षणका कागजात फाइलमा हुनै पनेहुन्छ। 
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COLUMBUS CITY SCHOOLS 
HEALTH, FAMILY AND COMMUNITY SERVICES 

Preschool Medical Form 
NOTE: All Pre-Kindergarten children entering Columbus City Schools are required to have medical and dental    
examinations within the current calendar year. This information is confidential and becomes a part of the 
student’s cumulative record. 

Name______________________________  Address_______________________________ 
School_________________Grade_________Room__________ Date of Birth____________ 

Visual Acuity: Right_______ Left_________ 
Hearing Acuity: Right_______ Left_________ 
Strabismus:____________   Color vision_________ 

HEALTH SCREENING: 
Height__________ Weight_____ 

Date of Exam ________  

IMMUNIZATION REQUIREMENTS: 
Section 3313.671 of the Ohio Revised Code requires children of school age to be immunized against diphtheria, whooping 
cough, tetanus, polio, rubeola, rubella, mumps and Hepatitis B. 

DtaP, DPT, DT 
Polio 
MMR 
Hepatitis B 
Varicella 
Hib 
TB Test Results 
Other 
Other 

PHYSICAL EXAMINATION: 
Surgical History: 

Medical History: 

Current medical diagnosis: 

Allergies: 

Medications: 

Head and Neck___________________________ 
BP_______________ 
Orthopedic______________________________ 
Chest_________________Heart_____________ 
Lungs_________________ Abdomen_________ 
Hernia_________________Extremities__________ 
Neurological______________________________ 
Behavioral/Emotional______________________ 
_______________________________________ 

Urinalysis 
Hemoglobin 
Sickle Cell 
Serum Lead 
Other Labs 

Please indicate any physical activity restrictions or required adaptations to physical education program: 

Based upon this child’s medical history and physical condition at the time of examination, this child is 
free from apparent communicable disease and is in suitable condition for enrollment in an early 
childhood education program within Columbus City Schools. 

Date of Exam_________ Health Care Provider Signature__________________________ 
Phone____________ Provider printed name or stamp__________________________ 

FAX Form to (614)365-8745 
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