Wachusett Regional School Distict

FHolden, Paxten, Princeton, Rutland, Sterling

FOR IMMEDIATE RELEASE

Wachusett Regional School District Kindergarten Registration
For the 2010-2011 School Year

January 2010

Dear Parents/Guardians:

Kindergarten registration for the 2010-2011 school year has begun in the Wachusett Regional School District. Parents of
children who will reach their fifth birthday on or before August 31, 2010, should contact the appropriate school as soon
as possible to arrange for a registration appointment. There are no exceptions to the District’s age policy.

Kindergarten registration materials are now available at the District website (www.wrsd.net). Parents who cannot access
Kindergarten registration forms by visiting the District website may call the school where their child will enroll to request
a packet of materials. Parents are strongly encouraged to complete the entire registration packet prior to their
appointment. Please remember to bring completed forms to your appointment.

At the time of registration, parents are required to bring their child’s notarized birth certificate, an updated list of
immunizations and proof of vision, hearing and lead screenings. Please request these screenings at your child’s pre-
enrollment physical. The enclosed Massachusetts School Health Record-Health Care Provider’s Examination form
includes an area for physicians to record the results of vision, hearing and lead screening tests. Parents who have
questions should call the main office of the appropriate school or the District’s Central Office.

Please contact the school nurse if your child has specific medical conditions or concerns that may require a parent
conference.

For your convenience, a listing of the schools in the Wachusett Regional School District, along with their phone numbers,
is provided:
HOLDEN

Davis Hill School
508-829-1754

PAXTON
Paxton Center School
508-798-8576

RUTLAND
Naquag Elementary School
508-886-2901

WRSD DISTRICT OFFICE
Jefferson School
508-829-1670 X 237

Dawson School
508-829-6828

PRINCETON
Thomas Prince School
978-464-2110

STERLING
Houghton Elementary School
978-422-2333

Mayo School
508-829-3203

Jefferson School

1745 Main Street, Jefferson, MA 01522
Telephone: (508) 829-1670 Facsimile: (508) 829-1680
www.wrsd.net



Wachusett Regional School Distict

Falden, Paxten, Princeton, Rutland, Sterling

Please bring the following completed documents with you when you bring your child to register for
kindergarten:

e A completed Kindergarten Registration Form;

e A completed Home Language Survey;

* A completed Assignment to Kindergarten Sessions/Transportation Information Form;

e Completed Kindergarten Developmental History Form;

* A completed Massachusetts School Health Record Form (to be completed by student’s
physician), which includes:

o Health Care Provider’s Examination Form

o Certificate of Immunization Form

® A copy of the student’s Birth Certificate

At the time of registration, the Emergency Information Form will be completed.

January 31, 2008

Jefferson School
1745 Main Street, Jefferson, MA 01522
Telephone: (508) 829-1670 Facsimile: (508) 829-1680
www.wrsd.net



WACHUSETT REGIONAL SCHOOL DISTRICT
KINDERGARTEN REGISTRATION FORM
2010-2011 ACADEMIC YEAR

The information requested below mirrors information managed by the District’s Student Information System, and is used
to generate state and federal demographic and statistical reports.

Student Information

Student Name: Preferred Name:
(Last, First, Middle)

Street Address:

Mailing Address:

Age: Date of Birth:

Birthplace: Gender:

Ethnicity: Home Language:

Parent Name: Parent Name:

Parent Home Phone: Parent Home Phone:

Parent Cell Phone: Parent Cell Phone:

Parent Employer: Parent Employer:

Parent Work Phone: Parent Work Phone:

Parent Email: Parent Email:

Student Resides With:

Emergency Information

Emergency Contact 1: Relationship:

Emergency Contact 1 Phone: At: [ ] Work [ ] Home [ ] Cell
Emergency Contact 2: Relationship:

Emergency Contact 2 Phone: At: [] Work [ ] Home [ ] Cell
Emergency Contact 3: Relationship:

Emergency Contact 3 Phone: At: [ Work [ ] Home (] Cell
Doctor: Phone:

Dentist: Phone:

Medical Conditions:




WACHUSETT REGIONAL SCHOOL DISTRICT
KINDERGARTEN REGISTRATION FORM
2010-2011 ACADEMIC YEAR

ConnectEd Information (ConnectEd is an automated telephone notification system used by schools to contact
parents in the event of inclement weather cancellations or delays, as well as important events happening in the
school or District.)

ConnectEd Preferred Phone Number:

Demographic Information

Student’s Ethnicity (select one):

[] Hispanic or Latino (Cuban, Mexican, Chicano, Puerto Rican, Southern or Central American, or other Spanish
culture or origin, regardless of race)

[l Not Hispanic or Latino

Student’s Race (select one or more races):

White (having origins in any of the peoples of Europe, the Middle East or North Africa)

Black or African American (having origins in any of the black racial groups of Africa)

Native Hawaiian or Other Pacific Islander (having origins in any of the original peoples of Hawaii, Guam, Samoa
or other Pacific Islands)

American Indian or Alaska Native (having origins in any of the original peoples of North or South America
including Central America and who maintains tribal affiliation or community attachment)

Asian (having origins in any of the peoples of the Far East, Southeast Asia or the Indian subcontinent including
Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand and Vietnam)

O 0O Odd

If the student was born outside the US:
Is the child’s first language English? [ ]Yes []No

If “No,” what was the child’s first language? Language used by parent with child?

Are other languages spoken in the home? If so, please list:

Education History:

Name and Address of Previous School (if applicable):

Additional Information:
Is the student a foster child under the Massachusetts Division of Social Services? [_] Yes [ ] No
Is the student a “Ward of the Court?” [ ]Yes [ ]No




WACHUSETT REGIONAL SCHOOL DISTRICT
HOME LANGUAGE SURVEY
Message to Parents
Massachusetts Department of Elementary and Secondary Education regulations require that all schools determine the
language(s) spoken in each student’s home. This information is essential in order to provide meaningful instruction to all
students.

Please complete all sections of this form and return it to school promptly. It will be placed in the child’s cumulative folder. Thank
you for your cooperation.

Student Information
NAME: DATE:
SCHOOL.: DATE of BIRTH GRADE:
L Student’s Place of Birth:

If not in US, date of first entry to a US school:

IL Other than English, are other languages spoken by student or in the home: YES NO
If “YES”, what are they?

1. What language did the student first learn to speak?

2. What language does the parent/guardian most often use when speaking to the student?

3. What language does the student most often use when speaking to her/his parent/guardian in the home?

4. What language does the student most often use when speaking to other family members?

5. What language does the student most often use when speaking to friends?

6. In what language (s), if any, has the child learned to read and write?

7. If already attending a US school, has the child received ESL (English as a Second Language) services in the past?

8. In what language would the parent/guardian like to receive notices from school?
Circle choice = ENGLISH NATIVE LANGUAGE (please specify)

I understand that my child will be given an initial assessment to determine English Language Proficiency and eligibility for ELL
services. The assessment will take place at the child’s school during school hours.

Parent Signature Date

After an initial assessment, the District will determine if further testing is needed. If you want additional language proficiency
testing done, regardless of the outcome of the initial assessment, please indicate this below:

I request an additional language assessment be completed for my daughter/son.

Parent Initials Date
Cc: Curriculum Specialist-ELL
Supervisor of Pupil Personnel Services
Student File Revised 1/10




Wachusett Regional School Distict

Falden, Paxten, Princeton, Rutland, Sterling

Assignment to Kindergarten Sessions/Transportation Information
Children are assigned to sessions according to the neighborhood in which they reside.

For transportation purposes, please indicate where your child will be picked up or dropped off, if other than at home.

Child’s Name

Babysitter/Childcare Name

Address

Telephone Number

Thank you for taking the time to supply us with this information. If there is any other information you feel the
school should know, please note it at the bottom of this sheet.

January 31, 2008

Jefferson School
1745 Main Street, Jefferson, MA 01522
Telephone: (508) 829-1670 Facsimile: (508) 829-1680
www.wrsd.net



Wachusett Regional School District

KINDERGARTEN DEVELOPMENTAL HISTORY

Student’s Name Male [_| Female
L]
Last First Middle
Home Address Telephone No.
Birth Place Birth Date

Do you feel that your child was delayed in any of the following:

Sitting Yes [ ] No [ ] Toilet training Yes [ ] No [ ]
Crawling Yes [ ] No [ ] Feeding self Yes [ ] No [ ]
Walking Yes [ | No [ ] Premature birth Yes [ | No [ ]
Using simple words  Yes [] No [ ] Normal delivery Yes [ | No [ ]

Using full sentences  Yes [ ] No [] Comments:

Has your child attended nursery school? Yes [] No [ ]
Where? For how long?

The following questions refer to problems in such areas as hearing, vision, speech, language, and physical,
intellectual, social and emotional development.

Do you have any reason to suspect your child might be in need of any special services or considerations in his/her
school setting or curriculum? Yes [ | No []| If Yes, please explain:

Has your child ever been evaluated for any condition or problem which might have a bearing on school
performance?
Yes [ | No[ ] If Yes, please explain:

Were the recommendations carried out? Yes [ ] No [ ] Please explain:

Would information regarding this evaluation and/or treatment be available for the appropriate school personnel?
Yes [ ] No[]

If Yes, please give name(s) and address(es) of person(s) or agency(ies) from whom this information may be
obtained:

Is your child presently enrolled in any special school program? Yes [ | No []
If Yes, please explain:

What words best describes your child?

[] shy [ ] self-confident [] cooperative

[ ] happy [ ] jealous [ ] affectionate

[ ] excitable [ ] nervous [ ] negative

[] talkative [ ] other

Which hand does your child prefer? [] right L] left

What words best describe your child’s feelings about coming to school?

[ ] enthusiastic [ ] eager [] fearful [ ] happy
[ ] indifferent [] apprehensivelj other



Is your child’s speech easily understood by strangers?

Does he/she have a speech difficulty?

Does your child have any fears, such as:

[ ] thunderstorms [] being alone

[] the dark [] dogs or other animals

[ ] noises [] other

Does your child have any special problems?

[] vision [] hearing [] eating

[ ] nail-biting [ ] finger-sucking [ ] bed-wetting

[ ] speech [ ] stubbornness [ ] temper-tantrums
[] “accidents” in pants [ ] environmental allergies (pollen, etc.)

[] other If so, please list

Does your child have any physical condition that would prevent him/her from participating in an active kindergarten
program?

Yes [] No [ ] If Yes, please explain:

Does your child play with:

[ ] brother/sister [ ] alone [] younger children
[] older children [ ] neighborhood children [ ] one close friend
Has your child had any of the following experiences?

[] library [ ] public park [ ] beach

[ ] airplane trip [ ] bus trip [ ] bank

[ ] camping [] train trip [ ] other

Can your child: L] zp [ ] button

[ ] snap [ ] dress self [ ] stay willingly with a relative
[ ] tie shoes [] take care of toilet needs [ ] stay willingly with others

[] stay willingly with a babysitter

Does your child use at home:

[ ] scissors [ ] crayons [ ] paste or glue
[ ] puzzles [ ] pencils [] paint

[] clay [ ] blocks [ ] books
Previous School experiences:

[ ] Head Start [] religious school [ ] None

[ ] nursery school-where & for how long?

Please describe briefly your child’s nursery/preschool experience:

May we have permission to contact your child’s preschool?

Is your child able to:

[ ] identify colors [ ] print his/her name [] countto 10

[ ] count higher than 10 [] identify numbers 1-10 [ ] count objects to 10

identify numbers 10-20 [ ] identify alphabet letters [ ] count objects to 20

listen to and follow directions [ ] identify shapes [ ] pick up after him/herself
[ [
[ [

tell his/her full name
tell left from right

[

[

[] complete tasks begun tell his/her phone number
[ ] occupy self with quiet play sit and listen to a story
[] tell his/her address

Children are assigned to sessions according to the neighborhood in which they reside.




Thank you for taking the time to supply us with this information. Your cooperation is much appreciated. If there is any
other information you feel the school should know, please note it at the bottom of this sheet.

Information supplied by

Signature Date Relationship to Child

DO NOT WRITE BELOW THIS LINE

GRADE BIRTH CERTIFICATE VERIFIED NURSE INITIALS
DATE




Wachusett Regional School District
HEALTH HISTORY

Student’s Name Class

Dear Parent/Guardian:

In order to provide better health services to your child, we ask that you complete the following health history. Please give
dates if possible.

Date of last physical examination: Physician’s Name:

Date of last dental examination: Dentist’s Name:

Hearing/Vision Problems: Hospitalizations:

Allergic reactions: Operations:

Asthma Attacks: Other respiratory:

Bone/Joint disease/injury: Please give dates of Immunizations:
Other: DPT: 1 2 3 4 5
Communicable Diseases: Oral Polio:1___ 2 3 4 5
Convulsions/seizures: Hep B: 1 2 3
Diabetes: MMR: 1 2

Dental Problems: Hib: 1 2 3 4
Ear Infections: TB test: T2

Throat Infections: Lead Paint Test: 12
Frequent headaches? Results of examination by physician for:
Kidney problems: Hearing: Date:
Heart Problems/Murmur: Vision: Date:

Currently under treatment:

Does your child take medication for any reason?

NOTE: No medication can be given at school without written orders from your MD

Does your child have physical limitations that may require program modifications or restrictions?

Please add any other comments you would like to bring to the attention of the school nurse or physician:

Parent/Guardian signature: Date:



MASSACHUSETTS SCHOOL HEALTH RECORD
Health Care Provider’s Examination
Name [ ]Male [ ] Female Date of Birth:
Medical History

Pertinent Family History

Current Health Issues

Y N

[] [] Allergies: Please list: Medications Food Other
History of Anaphylaxis to Epi-Pen®: [ ] Yes []No

[] [ ] Asthma: Asthma Action Plan [_] Yes [_] No (Please attach)

] [] Diabetes: [ ]| Typel [ ] Typell

[] [ ] Seizure disorder:

[] [] Other (Please specify)

Current Medications (if relevant to the student's health and safety) Please circle those administered in school; a
separate medication order form is needed for each medication administered in school.

Physical Examination Date of Examination:
Hgt: ( %) Wagt: ( %) BMI: ( %) BP:
(Check = Normal / If abnormal, please describe.)
[ ] General [ ] Lungs [ ] Extremities
[] Skin [ ] Heart ] Neurologic
[ ] HEENT [ ] Abdomen [ ] Other
[ ] Dental/Oral [ ] Genitalia
Screening: (Pass) (Fail) (Pass) (Fail) (Pass) (Fail)
Vision: Right Eye [ | [] Hearing: Right Ear [ | [] Postural Screening: [ |
LeftEye [ | [ LeftEar [ ] [] (Scoliosis/Kyphosis/Lordosis)
Stereopsis (] [
Laboratory Results: [ ]Lead Date [ ] Other

The entire examination was normal: [_]

Targeted TB Skin Testing: [_] Med-to-High risk (exposure to TB; born, lived, travel to TB endemic countries; medical
risk factors): Date of PPD: ; Results: mm.

Referred for evaluation to: [] Low risk (no PPD done)
This student has the following problems that may impact his/her educational experience:

[] Vision [ ] Hearing [ ] Speech/Language [] Fine/Gross Motor Deficit
[ ] Emotional/Social [ | Behavior [ ] Other

Comments/Recommendations:

[]Y [ N This student may participate fully in the school program, including physical education and competitive sports.
If no, please list restrictions:

[]Y [] N Immunizations are complete: If no, give reason: Please attach Massachusetts Immunization Information
System Certificate or other complete immunization record.

Signature of Examiner Circle: MD, DO, NP, PA  Date Please print name of Examiner.

Group Practice Telephone

Address City State
Zip Code

Please attach additional information as needed for the health and safety of the student ~ MDPH 01/25/07



Name:

Massachusetts Department of Public Health

CERTIFICATE OF IMMUNIZATION

Date of Birth:

/ /

Sex:

[ ] Female

[ ] male

If combination vaccine is administered, please indicate vaccine type (e.g., DTaP-Hib, etc.)

Vaccine Date/Vaccine Type Vaccine Date/Vaccine Type
Hepatitis B 1 Haemophilus 1
(e.g., HepB, influenza type b
HepB-Hib, DTaP- | 2 (e.g., Hib, HepB- | 2
HepB-IPV) 3 Hib, DTaP-Hib) | 3
Diphtheria, 1 4
Tetanus,
Pertussis 2 M;?jsggﬁ,aMumps, 1
(e.g., DTaP, DT, 3 (MMR) 2
DTaP-Hib, 4 Varicella 1
DTaP-HepB-IPV, (Var)
Td) 5 2
6 Hepatitis A 1
= (HepA) 5
Polio 1 Pneumococcal 1
(e.g., IPV, Polysaccharide
DTaP-HepB-IPV) | 2 (PPV23) 2
3 Influenza 1
Inactivated
4 (Intramuscular) or 2
Pneumococcal 1 Live (Intranasal) | 3
Conjugate .
(PCV7) 2 Other:
3
4
Serologic Proof Chickenpox History
of Immunity Check One
Test (if Date of Test | Positive | Negativ D Check the box if this person has a physician-
done) e certified reliable history of chickenpox.
Measles / / Reliable history may be based on:
Mumps / / « physician interpretation of parent/guardian
Rubella / / description of chickenpox
Varicella* / / ¢ physical diagnosis of chickenpox, or
Hepatitis / / e serologic proof of immunity
B
* Must also check Chickenpox History box.

| certify that this immunization information was transferred from the above-named individual’s medical records.

Doctor or nurse’s name (please print)

Signature:

Date: / /

Facility name:

Certificate of Immunization

June 2004




Summary of Recommendations for Childhood and Adolescent Immunization
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Vmccine momac

Sehedule For r [ PR

onad other guidelines

Schedule for cotch-up voodnotion

Contraindicotions and precostions

and rowbe {any vaccine can be given with ancther) mnd reloted issues tmdl illness is oot a contrindicationy
Hepatiti= B + VWaccinate all children ages O throogh 18yrs. + Do not restart series, no matter how Contraindicotion
(HepE) = Waccinate all newborns with monosalent vaccines prior to bospital long since previous dose. FPrevious anaphylaxis o this vaccine or o any of its components.
R discharge. Ghive dose#2 at age 1—Zm and the final dose at age *3-doss sores can be stated at any age. | Precoution
Giwe I8 S—18m (the lasgt doss in e infant ssnea should oot be given sardier | « Mimmum intervals betaeen doses: Podemte or ssvers acute illness.
than age Z4wks). A fter the birth dose, the seres may be completed dwk=s betweesn #1 and #2, 8wks be—
using 2 doses of single—antigen vaccins or up to 3 doses of Comvax tween #2 and #3%, and at least 1owks
{agea 2m, 4m, 12—-15m) or Pediarix (ages 2m, 4m., Sm). which may betaeen #1 and #3 (eug.. 0- 2-, 4ms
result in giving A toml of 4 doses of hepatitia B vaocioe. O, 1-, 4ml.
= If miother is HBEs Ag-positiver give the nowborn HEIG + dose#1
within 12hm of birth: complets seres at age Gm or. if using Special Netes on Hepatitis B Voccine (HepB)
Comvax, at age 12—15m. Du:i.u&n! HepB: Mmgmmhntf.g}m interchangeable. For persons age O tbrough 19y7s, give 0.5
*If mother's HB=Ag status i unkonowar give the newborn dose #1 Altermmtive schedule far un d adcl e L1 thro 15yrs: Give I dossa Recombivax
within 12bm of birth. If mother is subsequently found to be HBsAg HE 10 mldlimlffmllnnn:l :pmd 4-&m apur. I:En.g,nn:l:.-% isnot mugﬂd for & 2 dnse sctedule.y
positive, give infant HBEPMG within 7d of birth and follow the sched- Far pretermm infamts: Corsnh ACTE | Jaticre (MWWR2005; 54 [RR-16]).*
ule foriofants born to HBed g-positive mothens.
DTol, DT *Five bo children at ages 2m. 4m. Sm. 1 5—18m. 4—5ym= +#2 and #2 may be given $wks after Contraindications
Driphtheria, | *May give dose #1 as early as age Gwks. previous doss. = Previowus anaphylaxis to this vaomioe or bo any of its componenis.
tetanus, s May give #4 a carly s age 12m if 6m have clapsed since #3 and = #d may b given Sm after #23. * For DTaP/Tdap ooly: encephalopathy within 7d after DT Tal.
acellular the child is unlikely to returmn at sage 15—18m. = If ¥ iz given bedors dth barthdanyr, Precontons
pertussis) + Do mot givwe DTaAPYDT to children age Tyrs and older. wait at lesst Gm for #5 (age 4—Gym) | e BModerats or severs acute illness.
ive TR * If possible, use the same DTaP product for all doses. » If #4 is given after 4th birthday, #5 Hmrnfmmnﬂmlmdnmdmu-m&
is not needed. vaccine, including B4V 4.
Tel, Tdags * Fivwe l-tnee Tdap doss to adoleacents age 1 1—12yrs if Syre have # If pever vaccinated with tetanus- and +Guillain-Barré syndrome (GEBS) within Swios after previows dose of
{Tetanus, elapsed since last dose DTaP; then boost every 10ys with Td. diphtheria-contaiming vacoime: give Td tetanus-toxodd-containing waccine.
diphtheria. = Giwe 1-time dose of Tdap to all adolescents who have Dot recedved dose #1 now, dose #2 4wks later, and | « For DTaP only: Any of thess events following a prevwicus doss of DTEF
acellular previcus Tdap. Special efforts should be made to give Tdap to per- dose #3 Sm after #2, then give booster | DiTaP: 1) temperatare of 105°F (4005%C) or higher within 48hms; 2) con-
perhmssis) aoms age | 1yrs and alder who are 1) in contact with irfants younger | every 10yrs. A 1-time Tdap may be tirmous crying for 3hrs or more within 4Bhrs; 3) collapss or shock-lilks
i than age 12m and Z) healthcare workens with direct paticnt contact. substituted for any doss in the series, stabe within 48hs; 4) comvulsion with or withowt fewer within Jd.
Ghive O # In pregnancy, when indicated, give Td or Tdap in 2ud or 3od mﬁ:‘mbl:ru d-":_"e'*l For persoms who | mop DTaPyTdap only: Tinsmble neurclogic discrder.
trimester. It];fqadmmed during pregnancy. give Tdap in F““‘E;‘:ﬁi‘lb‘““ﬁ;ﬂﬂ Pdote: Tdap may ke given to pregnant women at the provider's discretion.
Tdap may be used.
Palio *(dive o children at ages 2m, 4m, 6—18m. 4—5yrs= # The fimal dose should be given on or Contraindi cotion
(TBV + May give dose #1 as carly as age Gwlks after the 4th birthday and at least S | Previous anaphbylocis bo this vaccine or b any of its components.
i + Mot routinely recommended for I1.S. residents age 18y and older | from the previous dose. Precoutions
Cive {emcept certmin tavelsrs). * If dose #3 is given after 4th birthday. | o BModerate or severe acute illoess.
SC or IM dome #4 is not needed if doss #3 is +Pregnancy.
given at least Gm after doss #2. ’
Human = Givwe dose sores to girls at age 1 1-12vrs on a0, 2, 6Gm scheduls., Mini imberwals bet 3 Controindicmion
papilloms- [hday be given as sarly as age Syre.) dwks between #1 and #2; 12 whks Previous anaphylaxis to this wacocine or to any of its compomnesmnis.
wirus * Waocinate all older girls snd women (through age Z6yrs) who were | botween #2 and #3. Overall, there Frecomutioms
(HEW) not previcusly vaccinabed. must be at least 24wks bebwveen doses = Blcderate or severs acwte illness
Grve JI #1 and #3. * Pregnancy.

*This decument was adapied from the recommendations of the Advisory Commities oo Immuniztion Practices
[ACTP). To obtain copies of the recommendations, call the COC-IMFO Contact Cener at (BO0) 232.4636; wisit

COC s websibe ab wwrw odo gevifvaccines'pobaf T TR list bim; or visit the Immuonization Action Coalition {TAC)
Tacrinl comtart et o 4 Carvtart P D Consad 1 Braveto, Saptaesioa- 3845

website al www.immunize argfacip. This table is revised pericdically. Visit TAC's website al waw immunize.
argichildmles bo make sure you heve te most corrent wersian.

wWiwmAi TN e oty pd [ Dopdf = bom 2P0 10 [S09)

Immunimtion Achon Coakion #

| 572 Smbry Sovmrus= =

ZSairk Padd, MR 55104 =

(651) 6479009 =

wssow ITETANIZ= Org *

wesssswacoreirformaton.org * admin@Eimmunize_org




Summary of Recommendations for Childhood and Adolescent Immunization
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Vmccine mome

Schedule For routine voccinnkion
amd sther guidelines

Schedule for cotch-up vacdne

Controindicsti

wna pres

rote . : . lamaimid i L d i mild illness is not a contraindication)
= (amy vaccine can be givwen with another) = ¢ = =
Varicells s0ive dose #1 atags 12—15m. s If younger than age 1 3yrs, space doss | Controindicnti oo
(Var) s0ive dose #2 at age 4—yrs. Dose #1 and #2 at l=ast 3 apart. If ags * Previous anaphylaxis to this vaccine or to any of its compomneets.
(Chiclosopax) #2 may be given sarlier if at lease 3yr= ar older, space at least dwiks + Pregnancy or possibility of pregnancy within 4wks.
e 3m since dose #1. apart. . * Children omn bhigh-dose immunosuppressive therapy or who ars immumos becanse of malig-
s 0ive a 2od dose to all clder chil- "‘:_M:"’!!"'u“__‘]:'_“wmm prophylaxis namcy and primany or acquired cellularimmuncdeaficiency, including HIV/ATDE (although vaccination
dren and adolescents with history if given within 5d. my be considered if CTd+ T-lymphooyte percentages are sither 1 5% or greater in children ages
of cnly 1 dose. *Evuﬂddmmmrm 1 through Byos or 200 cellsfpl. or greater in children age Syrs and oldec).
*» MBMEY may be used in children yellow fewer vaccine are not given oo | Precoubons
age 1Zm through 12yrs. the same day. space them at least 28d | gy g0 e or sewers acute illness.
E # If blocd, plasma. n:nd.."nr:l.m.l:u.una globulin (MG ar WZIE) wers given in peest | Lo, see A CTF statemaent
Cremeral Rec o z@fon® regarding time to wait before vaccinatdng:
Mater For patients with bumoral immuncdeficiency or leukemia, see ACTP mcommondations™.
MIMIEE + Five dose #1 at age 12—15m. = If BM{ME and edtber War, LATY, andfar Conirnindicadomnrs
e » Giwe dose #2 at age 4—Gyrs. Dose yellow fever vaccoe are oot given oo * Previcous anaphylaxis to this vaccine or to any of its componsots.
Oumps. #2 may be given earlierif at lesst the smme day, space them at least 254 +Phagnu.nq,rorpmhht:rafpr\agnnnq;mﬂun4wh
rubella) dwks since dose #1. apart. 35 immunod ¥ (@, homatologic and solid twmors; r\c-ccl.\'u:lg chemothermpy: congenital
. o iFive a 2nd doss to all clder chil- *When using MBME for both doses, immuncdeficiency; long-term immuncsuppressive thempy, or 1y Evmps i HIV . Blote: HIW
Ceive ST dren and teens with history of caoly minimum intersal is 4aks. imfection is FOT acontmindication o MME for children who are not seversly immuno compromisad (con-
1 dose. » When using MMBEY for both doses, Precouioms sult ACTP BBR recommendations [MAWWR 199847 [RE-8] for detmils™]).
* BABRY muny be used in children minimum intereal is $m. *boderate or severs acute illness. Mote: MBR is not contraindicated
age 12m through 1Zyrs. *Within TZhms of measles exposure, + If blocd. plasma. or immune B'-]-":'l:'|:|-'|:|-'|:I a-mmpﬂ-l-'t 1lm, see if & TET {tubsrculosis skin test) was
give 1 dee of MME as poshes; ACTP statomont Geneval Rec fams an *| recentdy applied. If TST and MBME are
prophylaxis to susceptible healthy regarding tme bo wait bedors vaccinating. not given on eame day. delay TST for
children age 12m and older. + History of thrombooytopenia or thrombocytopenic purpum. at least 4wks after MR
Sensonal * Vaccinate all children and teens ags &m through 1Sy, Cantrofndico i oms
T ——— * Bpecial efforts should be made to vaccinate the following children, teens, * Previous anaphylaxis to this vaccine, o any of its components, or to eg@s.
. and perscres age 19y and older becanse they are at higher sk forinfuensa | * For LADY only: age younger than 2yos, pregnancy; chrooic pulmonary D:.nsludu:l.g asthmaj), cardicvascu-
Tn'r:ulcl::d complications: those ages 6 through 59m; on long-term aspidn therapy lar {except byperbamsion), rensl. hepatic, peurclogicalfnsurcmuscular, = or matabolic finclud-
m.;um (through age 18yrs) with pulmonary (incloding asthma), cardicvascular ing diabetes) disorders: immunosuppression (including that caussd hy medications or HI'V): for children
. {except bypertersion]), renal. hepatic, cogmitive, meurclogi and teens ages Gm through 18ym. current long-tecm aspirnin thecapy for children age 2 thoough 4yos,
aoone hematologic, or metabalic (including diabetes) disorders: with immunosup- wheering ar asthims within the past 12m. per healthcars provider statemn ent.
':_II II:I'] pression {including that caused by medications or HIV); residing in long- Preconufoms

‘termn care facilitizs; who will be pregnant durnng influsoza ssason.

* Waccinate children, teens, and adolis who are bouvseaboldd contaces. oot of-
home caregivers, or workplace contscts of the pemons listed in buallet #2
abowe; or of children age 0—59m; cr of adults age S0y and oldar.

#* LATY may be given to healthoy. non-pregrsnt persons sge 2—4Syre.

#we 2 dosss to first-time vacoinses ags @m through Syrs, spaced $wks apart.

# For TTV, give 025 ml dose to children age 6—35m and 0.5 mL dose if age

ZFyrs and older.

* boderate or severs acuwbe illness.

* History of Guillsin-Barrd syndrome (G5S) within Swks of a previous influenza vaccinatdon.

* For LAY cnly: close contact with an immuncsuppressed person when the person requires protective
-

Moter If LATY acd sither BABMEB, VWar, andfor yellow fever wacoioe are not given on the
smame day, space them &t least 284 apart

= Rotarix (B L) give ot age Zmi, dm.

= RotwTeq (BV5): give ot age 2mi,
4. S

= bday give dose #1 as early as age
Swks.

#Five final doss no later than ags
Sm O days.

= Dho mok series in infaots older
than age 15wks O days.

= Intervals between doses may be s
short as dwks.

* If pricr vaccinaton inchasded use of
different or nnknown brandis). s
toial of 3 doses should be given.

Controindication

FPrevicus anaphylaxis to this veocioe orto any of its compoments. If allsrgy to latex, use BWE,
Freconutomms

* boderate or severs acube illness.

* A dbeaed immmmonccompetonos.

s Modearate to ssvers acuts gastrosnteritis or chronic g
* History of intussassception.
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WV eccine name

Schedule for routine voccinotion and other guidelines

Scheduls for emtch-up vaccination

Controindicafiomrs and precoutioms

nnad rowbe (any wvaocioe can be given with another) nnad related isswes {mild illmess is not a contmindication}
Hib = #ActHib (PFREP-T: give at age 2m. 4m, &m. 12—15m (booster dose]). All Hib vococines: Contraindicotions
(Haemopkilnr | *PedvaxHIB or Comvax (containing PRP-OMP): give at age 2m, 4m. 12—15m (booster dose). | *If #1 was given at 12—14m, give booster in Bwlks. * Previcus anaphylaxis to this vac-
iraffraenzae » Diome #1 of Hib waccine should not be given earlier than age Gwks. s(ive only 1 dose to unvacsinated children ages 15 | <ine or to any of its companents.
type bl «The last dose (booster dose) is given no earlier than age 12m and o minimum of Swiles through 59m. +Age younger than Swlks.
Cive 1M after the previous dose. ActHibs Precoutiomn
+Hib vaccines are interchangeable: however, if different brands of Hib vaccines are =#2 and #3 may be given 4wks after previous dose. hlodemte or severe acute illoess.
administered for dose #1 and dose #2, a tolal of 3 doses are necessary to complets the =If #1 was given at age T—1 Lm, only 3 doses ans
primary series in infants. neaded; #2 is given 4—Bwks after#1. then boost at
= somy Hib vaccine may be used for the booster dose. age 12—15m (wait at least Bwks after doss #2).
+Hib is not routinely given to children age Syrs and older. FedvyouxHIE ond Cormvanx
+Hiberix is approved CHLY for the booster dose at age 15m through dyrs. +#2 may be given dwks after dose #1.
Poeumococcal #Jive at ages 2m. dm. G, 12—15m. # For age T—11m: If histary of 0—2 dosess. give ad- Controindicafion
conjmgate * Dioese #1 muny be given as earhy as age Gwils. ditional deses 4wks apart with no more than 3 tofal | Previous anaphylaxis bo this vaccine
POV #Give 1 dose to unvaccinated healthy children age 24-59m. doses by age 12m: then give booster Bwks later. or o any of its components.
Give I8 +High-risk** children ages 24—59m: Qive 2 doses at lesst Bwks apart if they previously * For age 12-23mm: If 0—1 dose before age 12m, give | Precoution
received fewer than 3 doses; give | doseif they previouslby received 3 doses. 2 doses at least Swks apart. If 2-3 doses before age | Moderate or severs acute illness.
+PCV is not rontinely given to children age Syrs and older. 12m, give 1 dose at lesst Bwlos after previous dose.
# For age Z4—59m: If patisnt has had oo previcus
=*High-risk: Those with sickle cell disease; anstormdcffunctional aspleniaz doses, or has a history of 1-3 doses given bedfione
chromic cardiac, pulmonany. or romal discase; diabetes; combrospinal fuid leaks; age 12m buat no booster dose, or hees a history of
HIV infecton; immunocsuppression; dis sases associated with immuncsappres- only | doms given st age 12—=23m, give | doss now.
R sive and'or radiation thempy; or who have or will have a cochlear implant. Fat indication
polysnecharide #(Five | dose at least Bwks after final doss of POV to high-rsk children ags 2yrs and oldar. Prewious anaphylaxis to this vaccine
(PPSV) # For children wha are immonccomprommised or have sickls cell disssses or functional or ar bo amy of its components.
Give I8 anavomic asplemia, give a 2nd dose of FPEY Syrs after previous PPSY (consult ACTF P recoation
o FPPEY recommendations at httpfewwode. gowvecoines/pubs A CIP-list b ™). Peloderate or s=vere acots illness.
Hepatitis A * Give I dosss to all children st age lyr (12—23m) spaced &m spart. = Bfini interwal ket doses is Sm. Controindicnfian
* VWaccinate all previoushy unvaccinated children and adolescents age 2y and older wha I}uﬁr\mwhammtﬁmfmhdbflgei‘}n Previous ansphoylaxis to this vaccine
Give I - Wish to be protected from HAY infection. can be waccinated at subssquent wisits or o any of its components.
- Liwe in areas where vaccination programs mrget older childremn. = Consider routine \'Mmﬂfctﬂdﬂﬂi age 2yos Precoutsmms
- Tmvel anywhers except 11.5., W. Burope, M. Zealand, Australia, Canada, or Japan. and clderin areas with no existing progmam. * Mecderate or sevwers acute illness.
- Hawe chromic liver disesse, clotting factor disorder, or are MSM adolescents. * Tiwe 1 dose as postex posure. prophylaxis to incom- | + Pregonancy.
- Areusers of illicit drugs (injectble or moo-injectsble). phm]g,r\-lcci.nlm-d_cl:ﬂd:u:l age 1Zm and older who
-hmamdnum-lmﬂwﬂm:mml-dwﬁnmnmuﬂyufh@m hawe :e-:_-s_:.ﬁ.:,r(@mg the past Jwles) been sxpossd
i dint e endemicity during the first 60 days following the adoptes™s ardval in the LLS. to hepatitis A virus.
Mleningo- *Five 1-time dose of MCY4 to adolescemts age 11 through 18yrs. If previcushy vaccinated with hﬂ"SV-ﬂ--:rm-ﬂ-md Controindicnton
cocoml = Vaccinate all callege freshmen living in dorms who have not been vaccinabed. risk of meningococoal & P Frevious anaphylaxis to this waccine
«Vaccinate all children age 2yrs and clder who have any of the following risk factors: ;ﬂmglf‘;ﬂﬁmjﬁf Ez:ftdmﬂ EF‘“; at 'B?f' “mle ﬂf“mmPﬂ&:ﬂ" mﬂ]:ﬂ'
Y Lt _ . . . 1 through or after previous dose given theria tomoid (for BACY
Give ﬂ _;:’E‘"M“w m“ﬂm;:;;hm e “'Tfmm dmz -t@?p:::.um. I'EH::J:I:I}- risk fnctor is 112:.5 I:.i..]:.-._ !
JE— N ic (e.g.. the ingitis belt” of Sub-Saharan A fricsa). in a campus dormitory. thers is oo need o give a = hModerabe or severs acute illness.
polysac- =pidemic memnEis A . 2nd dome. * For BMCW4 onby: history of
chmride Motes Use BMEPSY4 ONLY if there is a pormmanent contoaindication or precaution to RWICW 4, r o
4 Cuillain-Bared syndrome (G5S).

Give 5T







