Clinic Name/Address
PEDI*” "CS & ADOLESCENT MEDICINE
DR.$. (LEY ROSENTHAL
DR. MONICA ROSENTHAL SAMS
11410 N. 56TH STREET
" TAMPA, FLORIDA 33612

[03-84 141

A copy of the appropriate Centers for Disease Control and Prevention Vaccine Information Statement was provide
| agree that

Patient Name

Birth Date

Record #

d’to me. By signing below,

. — e TUL N A T

* | have read or had explained to me the information about this disease and the vaccine.
* I 'had an opportunity to ask questions, and those questions were answered satisfactorily.
* | believe that | understand the benefits and risks of the vaccine.
* | ask that the vaccine be given to me or to the person named above (for whom | am authorized to make this request).
Every time | initial the “Parent/Guardian/Patient Initials” box, | agree that all of these actions have occurred for the vaccine listed in that row.
Parent/Guardian/Patient Signature Date Parent/Guardian/Patlent Signature Date
VACCINE ADMINISTERED VACCINE VACCINE INFORMATION
STATEMENTS Parent/:
FUNDING Guardlan/ Vaccine
Date Patient | Site on | SOURCE Name/ Lot Date Date Patlent Administrator
VACCINE ,m/d/y - Age Patlent* | (FS,P)t Manufacturer Number Published | Provided Initlals Initlals
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*Site Legend: RA = Right Arm, LA = Left Arm, RT = Right Thigh, LT = Left Thigh, O = Oral, N = Nasal,
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% OPV is no longer recommended for routine immunizations.
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FLORIDA CERTIFICATION OF IM
Legal Authority: Sections 1003.22, 402.305, 402.313, Florida Statutes: hgtlltllég'gar: Florida Administrative Code

5 mdg&AME Ahmecd 3/l
FIRST NAME M DOB (MM/DDIYYYY)
PARENT :
OR GUARDIAN CHILD’S SS# (Optional) STATE IMMUNIZATION ID#

Directions:

» Enter all appropriate doses and dates below.
Sign and date appropriate certificate (A, B, orC)on Jorm:

For additional inf o
ormation: See DH Form 15‘0 615 Immunlzatlon Gu:delmeSI 1Florida Schools, Childcare Facilities and Family

Daycare Homes (July 2011) for inform m
ation‘and’ lnstructlons “f ! pellnesan
A A y ) |or|da org/schcfolgunde pdf>' on arm completlon and| munlzatlon requirements. Guidelin

VACCINE

py 382 e 3. Dose §
DTaR/DTP 2 T ) Ll MOIYYTXE: ~MMIDDIYYY :,_‘j‘:j MM/DDIYYYY
911 =2 / AW
Tdap
Td
Polio
Hib
MMR (Comblned)
(Separate)?

/_ Mumps,(dose 1), - “Mumps (dose 2)

Hepatitis B
Varicella
Varicella Disease

PneumoConjugate X
MeningoConjugate

Select appropriate box(eg) A
Certificate of Immunlzatlon for.K-12

Part A-Complete i b
[0 DOE Code 1: Check box |f‘|mmun|zat|ons a[e complete,for klnd garten en

D

[0 DOE Code 8: Check box lmmunlzatlons are* complete for-7t
| have reviewed the records avallable and to the best'of my.
attendance, as documented above. i

JxL

Temporary Medical Exemption Explratloh"*
Part B-Temporary

DOE Code 2 (For children in daycare, family daycare homes:preschool kmdergarten and grades 1 th
immunizations in Part A) Invalid without expiration date. g rough 12 who are incomplete for

| certify that the above named child has received the |mmumzatlons documénted above and has commen
required immunization. Additional immunizations are not medically indicated at this time. cec.a sthedule fo compleiethe
Permanent Medical Exemption

Part C-Permanent

For medically contraindicated immunizations, list each vaccine and state valid clinical reasoning or evidence for exemption.)

DOE Code 3
I certify the physical condition of this child is such that immunizations as indicated in Part C above are medically contraindicated.
mwanes@manm&‘m MEDICINE L _
DR. STANLEY ROS:NTHAL hy5|c!an or
Authorized Signature: \_ ‘\ -
J M ﬂ h 5.!1“ STREET Issued by: =
TAVPA, FLORIDA 33617 oaw

“B813-BB-5 VAT Date: e
DH 680 7/11 Stock Number., 5740-000-0680-6 l a I l { l )2




VLORIDA DEPARTMUNT Op

HEALT

Legal Authority: Sections 100';[5?'}'DA CERTIFICATION OF IMMUNIZATION
’ : 22, 402.305, 402.313, Florida Statutes; Rule 64D-3.046, Florida Administrative Code

[ Busba
’ s /I[}\med ’3’/0‘*l /// '
FIRST NAME Mi DOB (MM/DDIYYYY)
PARENT OR GUARDIAN
CHILD’S SS# (Optional) STATE IMMUNIZATION ID#
Directions:

Enter all appropriate doses and dates below.

?L%nazr;g{'dat? .a;;propriate certificate (A, B, or C) on.form ;
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Certificate of Immunizatiqr} for K-12
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1 have reviewed the records availableyand to the best-of’my Knowledge/ithe’above named child has adequately been i i

attendance, as documented above. " FV o L TTRELIIPT 7 quately been immunized for school

Temporary Medical Exemption Explrétléh",aégg':.

OE Code 2 (For children in daycare, amily daycare homes; preschool;kindergarten and grades 1 »
i Unizations in Part A) Invalid without explration date. g through 12 who are incomplete for

| certify that the above named child has received the immunizations documented above and has comm
required immunization. Additional immunizations are not medically indicated at this time. enced a schedule to complete the

Permanent Medical Exemption
Part C-Permanent

For medically contraindicated immunizations, list each vaccine and state valid clini i : :
DOE Coge 3 valid clinical reasoning or evidence for exemption.)

| certify the physical condllimfyﬂ\‘ﬁﬁwﬂ is 3”52 fget !'Emunlzatlons as indicated in Part C above are medically contraindicated

Lt STANLEY ROSENTHAL

Physician or Clinic Name: LR, [MONICA ROSENTHAL SAMS Physician or
; .
1 l' 10 N. 50TH STREET Authorized Signature:
T-IUFA, FLORIDA 33612 l

843-960-5+at Issued by: d

L £ n -
Date: / - Q,///Q-

DH 680 7/11 Stock Number. 5740-000-0680-6




FLONDADEADET X\ Y/ School Entry Health Exam
Page 2 of 2

HEAL
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PART I — MEDICAL EVALUATION
To be completed and signed by the Health Care Provider ONLY:

The child named above has had a complete history and physical exam on the following date: ‘ 9‘ ’ __"_3_.
(Exam must be within one year of enrollment) Month Day Year

Screening Results;

Height: ﬁ”. Weight: _3_3_¢i: BM1%: B/P: Hct/Hgb: /]- 0 Lead: Urinalysis: 4')/}/(, .

Vision - Without Glasses | Right 20/ Left 20/ Passed [] Hearing — Right | Passed [] Failed (] Referred O
s ; . Failed

Vision - With Glasses Right 20/__ Left 20/ Rzlf:ned E Hearing — Left | Passed (] Failed [0 Referred []
Gross dental (teeth and gums) Mmal [ Abnormal Refer/Tx:

Head/scalp/skin [@-x6rmal [0 Abnormal Refer/Tx:

Eyes/Ears/Nose/Throat [0 Normal 3Abnormal A2J ¢ dC., (2v¢ Refer/Tx:

Chest/Lungs/Heart Normal . [ Abnormal % Refer/Tx:

Abdomen ErNospal [] Abnormal Refer/Tx:

Postural assessment tmal [0 Abnormal Refer/Tx:

TB risk assessment done (Please review Targeted Testing Guidelines listed below.)
This child has the following problems that may impact the educational experience:

[ vision [ Hearing O Speech/Language [ Physical [J Social/Behavioral ~[] Cognitive
Specify: E

[0 This child has a health condition that may require emergency action at school, e.g. seizures, allergies. Specify below.
(This form will be stored in the child’s Cumulative Health Folder and may be accessed by both school and health personnel.)

Recommendations (Attach additional sheet if necessary):

(Please Check One)
is child may participate fully in school activities including physical education.
[ This child may participate in school activities including physical education with the following restriction/adaptation.

(Specify reason and restriction)

— 7
Signature/Title ofHealth (,‘wf{Pro)'iaﬂ’ Date PEDIATRICS A%ﬁ%ﬁtamy)
FLiininivo o 3 INE
= W (_ n//¥ DR. STANLEY ROSENTHAL
OR. MONICA ROSENTHAL SAMS
n t:
Name(Please print or stamp) 11410 N. 50TH STREET
b ) TAV:PA, FLORIDA 3361
DR. S. ROSENTHAI 813-983-5141 z

Tuberculosis Targeted Testing Guidelines for Health Care Providers

Tuberculosis Infection Risk:
Review the following risks and administer a Mantoux TB skin test if child is in one or more categories. The TB test is administered confidentially

as part of the health examination. Do not record administration of any TB test or related information on this form.
e  Recent immigrant (< 5 years), frequent visitor to TB endemic areas
e Close contact to active TB case
Frequent contact with adults at high-risk for disease, HIV+, homeless, incarcerated, illicit drug user
HIV+ or have other medical conditions that increase the risk to progress from infection to disease, e.g., chronic renal failure
diabc‘lu, hematologic or any other malignancy, weight loss > 10% of ideal body weight, on immunosu'ppressivc mcdication;

tive i 1 ;
+  Does the child exhibit signs/symptoms of tuberculosis (e.g. cough for three weeks or lon i
er, W ;
If symptoms are present, work-up or refer for TB discase evaluation. . cight loss, loss of appetite)?

DH 3040, 6/02 (Obsoletes previous editions which may not be used) Stock Number: 5744-000-3040-2




Recommended Childhood and Adolescent Immunization Schedule  uNITED STATES - 2008

Calendario de vacunas recomendadas para ninos y adolescentes

acch Age/ . 1 2 4 6 12 15 18 19-23 2-3 4-6 7-10 11-12 | 13-18
accine/ edad > | Birth/ | month/ | months/ | months/ | months/ | months/ | months/ | months/ [ months/ | years/ | years/ v years/ | years/ | years/
vacuna v alnacer| mes | meses | meses | meses | meses meses | meses | meses | anos .| anos f anos anos | anos
Hepatitis B _...mu\w :mﬁux # :om\w T HepB Series
Rotavirus™ Rbta | Rata | Rota

_quhww_"____mﬂmwmi:mmmm, DTaP | DTaP | DTaP | = DYaP . ! ) DTaP | = Tdap | Tdap
BBl 5 wo | wio | m | w

Pneumococcal” PCY | PGV | PCV \PCV PPV

e ot IRV | IRV APV )| wv IPV Series
Influenza* Influenza (Yearly/anuaimente) Influenza (Yearly/anualmente)
RS Mmys, MMR 72| MmmR MMR Series
Varicella® Vakcella " y)|variceta | varicelta Series
Hepatitis A" HepA (2 Doses) HepA Series
Meningococcal” .L....cr.r MCV4 MCV4 | MCV4
wuu“nuams_.__m, G vt ..._(.(_.—(. | , ¥ m.*u.uﬂ»m. m_“_..mm

DH150-916, 04/08 Stock Number 5731-916-0150-9 Take-One Schedules
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