
KINDERGARTEN HEALTH FORMS
Please complete and return the following forms to the Conrad Elvehjem Primary
School Health Office before the first day of school.

IMMUNIZATION FORM
State law requires written evidence of immunization against certain diseases. If, for health, religious or personal
convictions your child is not immunized, please check the appropriate waiver box and sign the Student Immunization
Record. The Student Immunization Record must be completed, signed by a parent/guardian, and be on file before the
30th day of school. Students not meeting the minimum immunization requirement and have no waiver on file may be
subject to exclusion. If needed, please schedule your child’s appointment well in advance, as immunization clinics are
often flooded with late-summer requests.

HEALTH HISTORY FORM
The Student Health History Form should be completed and signed by you and returned to school.

PHYSICAL EXAMINATION RECORD
The Physical Examination Record is to be completed by your child’s physician and returned to school.

DENTAL EXAMINATION RECORD (Optional)
The Dental Examination Record is to be completed by your child’s dentist and returned to school. Information on Bridging
Brighter Smiles is included. Additional resources available on MSD Health Services Website.

VISION EXAMINATION FORM (Optional)
To be completed by a physician or optometrist and returned to school. Information on the Vision USA project is also
attached. Additional resources available on MSD Health Services Website.

QUESTIONS? PLEASE CONTACT:
Stephanie Peplinski RN, BSN, CPN
District Nurse
Email: Peplins@mcfsd.org
Office: 608-838-4679
CEPS Health Office: (608) 838-4674
CEPS Main Office: (608) 838-3146
CEPS Fax #: (608) 838-4503

https://dhs.wisconsin.gov/forms/f0/f04020l.pdf
https://www.mcfarland.k12.wi.us/district/dept-health-srvc.cfm
https://www.mcfarland.k12.wi.us/district/dept-health-srvc.cfm
mailto:Peplins@mcfsd.org






STUDENT HEALTH HISTORY
McFarland School District Health Services

5101 Farwell Street • McFarland, WI • 53558 • 608-838-4679

STUDENT LAST NAME FIRST NAME MIDDLE NAME DATE OF BIRTH

PARENT/GUARDIAN NAME SCHOOL

PARENT/GUARDIAN HOME PHONE PARENT/GUARDIAN MOBILE PHONE GRADE

Information obtained from this questionnaire will be kept on file in the health office and used to
gain awareness of your child’s health needs. Emergency or special medical concerns must be
clearly communicated to school staff in order to provide safe and effective health care services.

1. Does your child have any of the following conditions? If yes, please explain.
Allergies: Food, insect, medication □ YES □ NO Epi-Pen?

Asthma: Uses inhaler? □ YES □ NO
Attention Deficit Disorder □ YES □ NO Medication/Dose:

Bladder or bowel problem □ YES □ NO
Bone, muscle or joint disorder □ YES □ NO
Congenital abnormalities □ YES □ NO
Depression/mood disorder □ YES □ NO Medication/Dose:

Diabetes □ YES □ NO Injection or pump?

Ear infection/problems □ YES □ NO
Epilepsy □ YES □ NO Medication/Dose:

Hearing impairment □ YES □ NO
Heart condition □ YES □ NO
Migraines □ YES □ NO
Speech/language disorder □ YES □ NO
Vision impairment □ YES □ NO
Past surgeries □ YES □ NO

2. Will your child need any medication to be taken at school?

For ALL prescription medication (including Glucagon, Epi-pen, Inhaler or Diastat/Midazolam): Please bring
medication and completed Medication Administration Form (available online MSD Website-here or from the health office) –
including physician’s signature - to school health office.

3. Describe any other health concerns not listed that school staff should know.

4. I give permission for this medical information to be shared with school staff involved in my
child’s care.

PARENT/GUARDIAN SIGNATURE DATE

The McFarland School District does not discriminate on the basis of race, color, religion, national origin, ancestry, creed, pregnancy, marital status, parental status, sexual orientation, sex, including transgender status, change
of sex or gender identity, English language proficiency, age, military status, or physical, mental, emotional, or learning disability in any of its student programs and activities. 1/2024 SP, RN

https://www.mcfarland.k12.wi.us/district/Health/med_administration_form.pdf


Physician Examination Record
This form is to be completed by your child’s physician and returned to the CEPS health
office before the first day of school. Thank you!

STUDENT LAST NAME FIRST NAME MIDDLE NAME DATE OF BIRTH

Height Weight

Posture

Feet

Skin

Abdomen

Hernia Genitals

Heart

Blood Pressure Pulse

Vision: Right eye Vision: Left eye

Hearing (audiometric)

Tonsils and adenoids

Lungs

Thyroid Other glands

Reflexes

Emotional status

General condition

Classification (record Roman numeral as indicated below):

Code I. Unlimited activity
Code II. Slightly modified – Under observation
Code III. Definitely restricted – i.e. cardiac disease, post-acute infectious diseases, potential chests, etc.
Code IV. Individual Physical Education
Code V. Rest

Boosters given:

PHYSICIAN’S SIGNATURE DATE

CLINIC ADDRESS CLINIC PHONE

The McFarland School District does not discriminate on the basis of race, color, religion, national origin, ancestry, creed, pregnancy, marital status, parental status, sexual
orientation, sex, including transgender status, change of sex or gender identity, English language proficiency, age, military status, or physical, mental, emotional, or
learning disability in any of its student programs and activities. 10/18 ER



Dental Examination Record
This form is to be completed by your child’s dentist and returned to the CEPS health office
before the first day of school. Thank you!

STUDENT LAST NAME FIRST NAME MIDDLE NAME DATE OF BIRTH

My signature on this document signifies that this child has been seen for examination and dental concerns have been
discussed with the parent/guardian.

Comments:

DENTIST’S SIGNATURE DATE

CLINIC ADDRESS CLINIC PHONE

The McFarland School District does not discriminate on the basis of race, color, religion, national origin, ancestry, creed, pregnancy, marital status, parental status, sexual
orientation, sex, including transgender status, change of sex or gender identity, English language proficiency, age, military status, or physical, mental, emotional, or
learning disability in any of its student programs and activities. 10/18 ER



Bridging Brighter Smiles Enrollment Form – English

Bridging Brighter Smiles Formulario De Matriculación – Español

http://enrollment.bbsmiles.org/
https://enrollment.bbsmiles.org/sp/







