MC FARLAND 5101 Farwell St. McFarland, WI 53558

SCHOOL‘*‘EDISTRICT (608) 838-4500
) g - www.mcfarland.k12.wi.us

Meeting the needs of every learner, every day.

KINDERGARTEN HEALTH FORMS

Please review the following information. Complete and return the necessary forms to the McFarland Primary School
Health Office before the first day of school. Forms and information will also be available during annual Online Enrollment.

IMMUNIZATION FORM

WI State law requires written evidence of immunization against certain diseases, DHS Wisconsin Immunization
requirements by age/grade (Stat. 252.04 (2)). If, for health, religious or personal convictions your child is not immunized,
please check the appropriate waiver box (Step 4) 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.

PHYSICAL EXAMINATION RECORD FORM
To be completed by your child’s physician and returned to MPS Health Office (Stat. 118,25(3)). Additional health insurance
resources are available here and on the MSD Health Services Website.

VISION EXAMINATION FORM (Optional
To be completed by your child’s physician, optometrist or ophthalmologist and return to MPS Health Office (Wisc. Stat.
118.135). Additional vision resources available here and on the MSD Health Services Website.

HEALTH HISTORY
Students' health history, medical conditions and medication information will be submitted during annual online
enrollment. If your student will require medication to be kept at school a Medication Consent form will be required.

DENTAL RESOURCES

Information and enrollment for Bridging Brighter Smiles (BBS) preventative dental hygiene services right at school are
attached. Please reach out to BBS #262-896-9891, with questions or help with enroliment. Additional dental resources
available here and on the MSD Health Services Website.

QUESTIONS? PLEASE CONTACT:
Stephanie Peplinski BSN, RN, CPN, NCSN
District Nurse (EC-5th)

Email: Peplins@mcfsd.org

Office: 608-838-4679

MPS Health Office: (608) 838-4674
MPS Main Office: (608) 838-3146
MPS Fax #: (608) 838-4503

EC-2 3-5 6-8 g-12

McFarland Primary School Waubesa Intermediate School Indian Mound Middle School McFarland High School
6009 Johnson St. 5605 Red Oak Trail 6330 Exchange St. 5103 Farwell St.

(608) 838-3146 (608) 838-7667 (608) 838-8980 (608) 838-3166

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 GENDER STATUS, CHANGE OF SEX OR GENDER IDENTITY), OR PHYSICAL, MENTAL, EMOTIONAL,
OR LEARNING DISABILITY (PROTECTED CLASSES) IN ANY OF ITS STUDENT PROGRAMS AND ACTIVITIES.
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@ BRIDGING

Receive Preventive Dental Hygiene
Services at School!

Teeth Cleaning

Silver Diamine Fluoride

Oral Screening Fluoride Varnish

Oral Health Education Referral Assistance

Dental Sealants Sealant Retention Check

www.bridgingbrightersmiles.org
- OEGIOR Enroll
OscanmelsisiE Sl

[=],=1F=A '

Visits are held during the day, throughout the

school year
No cost for students Low cost for students

with BadgerCare without BadgerCare
For Questions Call 262-896-9891

Bridging Brighter Smiles Enroliment Form — English

Bridging Brighter Smiles Formulario De Matriculacion — Espaiiol


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

STUDENT IMMUNIZATION LAW
AGE/GRADE REQUIREMENTS

The fallowing are the minimum reguired immunizations for each age and grade level according to the Wisconsin Student Immunization
Law. These requirements can be waived for health, religious, or personal conviction reasons. Additional immunizations may be
recommended for your child depending on his or her age. Please contact your doclor or local health department to determine il your
child needs additional immunizations.

Table 144.03-A
Required Immunizations for the 2021-2022 School Year and the Following School Years

Age/Girade Reqguired Immunizations (Number of Doses)
3 months through 13 5 ypp prapipT 2 Polio 2Hep B | 2Hib |2 PCV
months
16 months through 23| 3 prpiprap/DT 2 Polio | ynr 2HepB | 3 Hib |3 PCV
months
2 years through 4 years | 4 DTP/DTaP/DT 3Polio |y yiMR | 1var | 3HepB |3 Hib |3PCV
Kindergarten through |y hop yrap/pT 4Polio | 5 MMR | 2Var | 3HepB
crade 6
Grade 7 through grade 11 | 4 DTP/DTaP/DT |1 Tdap| *F°1° | 2MMR | 2 var | 3HepB I Mening
. , 4 Polio .
Grade 12 4 DTP/DTaP/DT |1 Tdap 2MMR | 2Var |3 HepB 2 Mening

Division of Public Health

Requirements did nol take effect until February 1, 2023, and the rule was therefore not in effect for the 2021-2022 or 2022-2023
school years. The Tdap requirement for grades 7-11 was implemented for the 2023-2024 school year. The Meningococcal
(serograup A, C.W.Y) requirement was implemented for the 2024-2025 school year.

Sechools are notl required o verify Hib and PCV vaccines for Pre-K sludents.

Children 5 years of age or older who are enrclled in a Pre-K class should be assessed using the immunization requirements for
Kindergarten through Grade 5, which would nomally cormespond to the individual's age.

D = diphtheria, T = tetanus, P = pertussis vaccine. DTaP/DTP/DTITd vaccine for all students Pra-K through 12; Four doses are
required. However, if a student received the 3 dose after the 4™ birthday, further doses are not required. Note: A dosa four days
or less before the 4™ birthday is also acceplable.

DTaPIDTRDT vaccine for children entering Kindergarten: Each student must have received one dose after the 4™ birthday (either
the 3% 4% ar 5 dose) to be compliant. Note: a dose four days or less belore the 4™ birthday is also accaplable.

Tdap is an adalescent tetanus, diphtheria, and acellular pertussis combination vaccine. If a student received a dose of a tetanus-
containing vaccine, such as Td, within five years before enterng the grade in which Tdap is required, the student is compliant and
a dose of Tdap vaccine is not required.

Polio vaccine for students entering grades Kindergaren through 12; Four doses are required. Howewver, il a student received the 3™
dose after the 47 bifthday, further doses are nol required. Note: a dose four days or less bafore the 45 birthday is also acceptable.

Laboratory evidence of immunity to hepatitis B is also acceplable.

MMR is measles, mumps, and rubella vaccing. The firsl dose of MMR vaccine must have been recaived on or afler the 19 birthday.
Laboralory evidence of immunily to all three diseases (measles and mumps and rubella) is also acceplable. Note: A dase four
days or less before the 1% birthday is also acceplable.

. Varicella vaccine is chickenpox vaccine. Students with a reliable history of varicella disease are not required to receive the

Varicella vaccine. A physician, physiclan assistant, or advanced practice nurse prescriber musl document a reliable history of
varicella disease by indicaling that the student has had varicella and signing the Student Immunization Form (DHS Form 040200).
Students [excluding new enterers and kKindergartners) with a parental report of disease prior 1o May 2024 anme considensd
complainl.

. One dose of Meningococcal vaccine (serogroup A,C,W.Y) is reguired for students entering 7™ grade, and a booster dose is

required for students entering 12™ grade. Students are assessed for this requirement in 7 grade and 12" grade only. Current
Wisconsin students in 711" grade will not be assessed for this requirement until they enter 12 grade. A second dose s not
required for students who received their first dese of MenACWY at age 16 years or older.

Wis. Stat. § 252 .04

DEPARTMENT OF HEALTH SERVICES 6 STATE OF WISCONSIN

P-44021 (08/2024)

Wisconsin Immunization Requirements (English, Spanish)


https://www.dhs.wisconsin.gov/publications/p44021.pdf
https://www.dhs.wisconsin.gov/publications/p44021s.pdf

DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
Diwigdon of Public Health Wis. Stal. §5 252.04 and 120.12 {16)

F-D4020L (05/2024)
STUDENT IMMUNIZATION RECORD

Instructions o Parent: Complete and relurn bo school within 30 days after admission. Stale law requires all public and private school students by present
written evidence of immunization against cerain diseases within 30 school days of admission. The curreni age/grade specific requirements. ane available
from schools and local health depanments. These requiremments can only be waived il 8 propery signed health, religious or persanal corviction waiver (2 filed
with e schoal. The pufpose of this form is 10 measure compliance with 1he kaw and will be used for 1hal purpose only. If you have queslions regarding
immunizalions, or hisw 1o comglete ths fomn, cntact your child's schoal or local health deparment.

Step 1 Personal Data Pleage Print
Sludent’s Maime Bithdala (MMODNYYY)| Gender | School Grade Schoal Year
Marme of ParentiGuardan/Legal Cuslodian Address (Sireel, Cily, State, 2F Codea) Phone Murnber

Step 2 Immunization History

Lisi the month, day, and year your child received each of the Tallowing immunizatons . If you do nol have an immunization record fos this siudent,
contact your doeter ar public heallh depariment 1o obtain iL You may alse use the Wisconsin Immunization Regisiry:
hitpe: s dhtswir. o g PRIclienlSearch. o A anguad esedn

ol Vaseina First Dose Second Dose Third Dose Fourth Dose Fifth Dose
Type MMDDN Y YY MMDON Y Y Y MDD Y Y'Y MDD Y Yy MDD Y Y Y
DTaP/DTPDTITd (Diphthera, Tetanus, Pefusais)
Adolescent booster (Check appropitabe bax)

] Tdap OTa
Pualia
Hepatitia B
MMR (Measies, Mumnps, Rubella)
Varicalla [Chickenpax) Vaceing
Meningoeaceal (serograup ACWTY)
Students with a reliable higlory of vancella disease are nol reguired Lo Has your child had a blood test (liter) that shows immunily (had disease
receive the varcslla vaceine. Signaiune from physician, physician of preyious vaccinalion ) to any of the Tollewing? Check all that apgly.
assistant, or advanced nurse presoiber required. O vanceta [ measies [} Murps [] Rubella [] Hepaiitis B
[ 1 attest that this student has a reliable history of vancslla diseass, H yes, provide borabory repon| =)

SIGNATURE - Health Care Prosvider Diabe Sigmed

Step 3 Regquirements

| fefer 1o the age/prade leved requirements for the currenl school year 1o detenmine if this sludenl mes1s the requiremeants.

Step4 Compliance Data

Student Mests All Reguiremanls

Sign &l Slep 5 and retum this form o schoal,
Or

Student Does Mot Mesl All Requirements

Check the appropriate bex below, sign al Step 5, and return this fanmm te sehool. Plesas note that incempletely immunized students may be
excluded from school il an oulbreak of one of these diseases occurs.

[]  Atthough my child has not recaived all the required doses of vaceine, the first doas(s) has/have been received. | understand thal the seeond
doanis) must be received by the 06 school day after admission to achool this yesr, and thal the third dosefa) and fourth dose(s) i
reguired must be recsived by the 30th schoed day next yesr_ | alse understand that it is my respensibility bo netify the sehoel i witing each
Tirme ] child recaivas a doss of req-ulre-d WaCCine,

Mole: Failure to stay on schedule may resull in exelusion from school, court action and'or forfeilure penalty.
Waivers (Listin Step 2 above, the date(z) of any immunizations yeur ehild has alresdy received)

[] For health reasons this student should ot receive the fobowing immunizations

SIGNATURE — Physcian Dale Signed

[ ] For religibus reasons, | have chosen not o vaccinats tis student with the following immunizatons (check all thal appy)
O oTaPDTPOTTd [ Tdap, [ Polio [ Hepatits B[] MMR (Measles, Mumps, Rubsta) [ vancela ] MenACwWY

D Far p&l’lﬂﬁﬂ conviction neagons, | have chosan nol 1o vaccinale iz sudean with he Talmhg Enmunizaions (check al matappl_.l:u
OoTaPOTPOTTd O Tdap [ Polie [T Hepatiis 8 7] MMR (Measies, Mumps, Rubelia) [ varicela [ MenACwWY

Step 5 _ Signature

This form is complete and accurate to the best of my knowledge. Check one: (1 do ] 1do nat [ | give permission 1o share my child's cument
immunization recosds and as they are updated in the fulure wilh the Wisconsin Immunizaion Regisiry (WIR). | understand that | may revoke this
congsant al any Grme by sanding wiillen nolification to the school districl. Following the date of révocation, the school district will provide no mew
records of updalas to the YWIR.

SHENATURE - Farent'Guardian/Legal Custodan of Adull Sludant Drate Signed

Student Immunization Record (English, Spanish)


https://www.mcfarland.k12.wi.us/district/Health/Immunization%20Student%20Record%20English.pdf
https://www.mcfarland.k12.wi.us/district/Health/Immunization%20Student%20Record%20Spanish.pdf

M

Physician Examination Record

McFarland School District - Health Services

McFarland Primary School
Health Office
Phone: 608-838-4674
Fax: 608-838-4503

Waubesa Intermediate School
Health Office
Phone: 608-838-4673
Fax: 608-838-4613

Indian Mound Middle School
Health Office
Phone: 608-838-4672
Fax: 608-838-4588

McFarland High School
Health Office
Phone: 608-838-4682
Fax: 608-838-4562

This form is to be completed by your child’s physician and returned or faxed to the MPS health office before the
first day of school. Thank you!

STUDENT LAST NAME [FIRST NAME [MIDDLE INITIAL DATE OF BIRTH
This portion is to be completed by the Health Care Provider
Height: Weight:

Blood Pressure/Pulse/Other Vital Signs:

Assessment (Cardiovascular, ENT, Gastrointestinal, Genitourinary, General Appearance, Muscular/Skeletal, Neurological, Respiratory, Skin):

Physical Activity Restrictions (nature, duration, special equipment need):

Vision (Right Eye):

(Omit if completed by an optometrist or ophthalmologist)

Vision (Left Eye):

Hearing (Right):

Hearing (Left):

Dental (Seen by Dentist): [(1Yes

OONo

Dental Health Concerns? [Yes

INo

Meets current Immunization Requirements: [1Yes

ONo

Concerns/Comments (Any health concerns which may require EMERGENCY ACTION at school, ie. seizure disorder, diabetes, cardiac condition,
severe asthma, bleeding disorder, anaphylactic allergy):

*A Medication Order/Consent Form must be completed in order for school staff to administer medication at school.

PHYSICIAN’S NAME & SIGNATURE

DATE

CLINIC NAME/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.




State of Wisconsin
Department of Regulation and Licensing

KINDERGARTEN EYE HEALTH EXAMINATION REPORT

Student’s Name Birth Date Sex
Parent or Guardian Phone
Address County
School/Kindergarten City

Date entering Kindergarten

The State of Wisconsin encourages parents of Kindergartners to arrange for their child’s eyes to be
examined by an optometrist or evaluated by a physician by December 31 of the child’s first year in
school. An examination or evaluation should include, at a minimum, the elements listed below. (By
checking the box, the examining doctor 1s indicating that the element checked was performed.)

O Brief history (general health and eye health) of the child, including family history

O  General external observation of the child’s eyes and surrounding structures

O  Ophthalmoscopic examination through an undilated pupil

O  Gross measurement of peripheral vision

O  Evaluation of eye coordination and function (alignment and motility)

O Visual acuity for each eye (separately)

Findings:

As a result of this examination, follow-up care for the child i1s recommended: OYes ONo

IMPORTANT NOTICE TO PARENTS

Date of examination: This examination is not required by law.
Msclosure of the information noted above 1s
necessary to comply with the statutory purpose as
outlined in 5. 118135, Wis. Stats.

Doctor/Physician Signature:
Msclosure of this information 15 voluntary and there
15 no penalty for non-compliance.

Print or stamp: You are encouraged to provide a copy of this form to
Doctor/Physician Name the school and keep a copy for your record.
Address

Consent of parent or guardian: [ agree to release

rione the above information on my child to appropnate
school authorities and consent to my child obtaining
an eye examination.
Signature
Date
#2540 (21)2)

5. 118.135, Stats.



PRESCRIPTION MEDICATION CONSENT FORM

McFarland School District Health Services

McFarland Primary School
Health Office
Phone: G08-833-4674
Fax: 608-838-4503

Waubesa Intermediate School
Health Office
Phana: B08-838-4673
Fax: 603-838-4613

Indian Mound Middle School
Health Office
Phone: 608-838-46872
Fax: 608-833-4588

McFarland High School
Health Office
Phone: B08-838-4682
Faoc: G0B-838-4562

Meadication OrderConsent Form may be faxed fo the Sfudent’s School

STUDENT INFORMATION

Student Mams Drate of Birth Grade'School
Indication/Diagnosis Dose Rowtn
Medication Name Strength Frequency
i'.lnn-!. Condition (i giver on an as nesded basis) dose to be given Start Dabe End Darte

PRESCRIBING PHYSICIAN/PROVIDER SIGNATURE (Required)

Your signature on this document athests 1o your wilingness and intent o direct, supervise, decide, inspect, and overses the sdminstration of the
medication by non-medically rained designess, and that you will accepl direct communications from them regarding the adminkstraton of the
medication. We urge that all instructions be stated in e language of e lay person.

Possible Side Effects Date

Clinic MameiLocation Clinic Phons #

Proscribing Physician/Practitioner Mame Prescribing Physician/Practitioner Signatuns

I¥es! This student has been instructed on the proper use of Emergency Medication (Inkaler, Epinephrine) and is deemed respansible
ta self camy their own.

Prescribing Physician/Practitionor Mama Prescribing Physician/Practitioner Signatuns

PARENT/GUARDIAN 3IGNATURE (Required)

| givee Ty pErmission 1o the designated schodd personngl b edmanisier the above medicabon acconding b the directons provided, nchuding on feld rps.
| agree to release from liabdity and hold the McFatand School Dstrict and s employees hanmiess in any and all events from the adminisiration of this
medication. | agree o nolify the schood, in writing, of &ny change in the orders. | further agree o keep the supply of the medication replenished as
needed and understand only & month's supply can be stoned al the school. | also give permigsion for the schood nurse o communscale with the
prescribing provider regarding this prescopiion. Medication must be sent in he odginal, LABEL ED MANUFACTURER OR PHARMACY CONTAINER.

Print Nama Preforred Phone

ParemtiGuardian Signature Dt

Health Office Personnel Signabure: Date
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