Child’s Last Name First Name Middle Name
: i . OMae |__/____/_____
Child’s Address o Hispanic/Latino? |Race (CheckALL thatapply) [ American Indian [J Asian (] Black [J White
OYes [ONo [ Native Hawaiian/Pacific Islander [ Other

City/Borough State . Zip Code School/Center/Camp Name District __ |Phone Numbers

: 1 1 Number __ __ __ | Home
Health insurance  [J Yes | (] Parent/Guardian Last Name First Name Call
(including Medicaid)? (] No | Foster Parent Work

Does the child/adolescent have a past or present medical history

Birth history (age 0-6 yrs) of the following?
au fiexied’ C] Bromature: weeks nestation [ Asthma (check severity and attach MAF/Asthma Action Plan): [ Intermittent [ Mild Persistent [J Moderate Persistent [ Severe Persistent
DROTRHE e —— g If persistent, check all current medication(s): (] Inhaled corticosteriod (3 Other controller [ Quick relief med [J Oral steroid (3 None
iy [ Attention Deficit Hyperactivity Disorder [ Orthopedic injury/disability Medications (attach MAF If in-schuol medication needed)
Allergles [ None [0 Epl pen prescribed [ Chronic or recurrent otitis media [ Selzure disorder O None O Yes (st below)
[ Congenital or acquired heart disorder (2 Speech, hearing, or visual impairment '
O3 Drugs (s [ Developmental/learning problem [ Tuberculosis atent infection or disease)
[ Diabetes (attach MAF) - [3 Other (specify) "
O Foods s Dietary Restrictions
aih [ None ([ Yes (st below)
L1 Giner oo Explain all chacked Items above or on addendum
PHYSICAL EXAMINATION General Appearance; CCil
Helght cm (_—__%ile) | M Abnl NI Abnl M Abal NI Abnl M Abnl
Welght K ( %ile) OO HEENT |0 O Lymphnodes |(OJ 3 Abdomen O O Skin O O Ppsychosoclal Development
elg e 8 ——ra O O Dental |0 O Lungs 0O O Genitourinary {0 [0 Neurological [ O Language
BMI kg/m? (—— ___%lle) O[O Neck OO Cardiovascular |[J [J Extremities O O Back/spine O O Behavioral
Head Circumference (age =2 yrs) em (_____ %lle) Describe abnormalities:
Blood Pressure (age =3 yrs) /
DEVELOPMENTAL (sge 0-6yr9) [ Within normal limits | SCREENING TESTS Datp Done Results Date Done Results
If delay suspected, below Blood Lead Level (BLL) Tuberculosis Only required for students entering intermediate/middle/unior or high school
I ADROEL XA pea il IR b/l syl i s b B
.9 d for those el e e i it /dL )
L Cogritive (o4, play sl o atrisy . s PPD/Mantoux placed et — /| Induration mm
Lead Risk Assessment I At risk (do BLL)
PPD/Mantoux read ! fin Ne! Pos
[0 Communication/Language (annually, age & mo-6 yrs) | ONotatrisk e (I Neg o
: Hearing Interferon Test /i __ | [OONeg [ Pos
0 Social/Emotional — [ Pure tone audiometry {J Normal
[ 0AE il t—__ | O Abnormal Chest x-ray 8 ZI) | FLlNo: b
' (if PPD or Interferon positive) n ndicate
.| il i Ve o
[J Adaptive/Self-Help Hoad Start Only
Hemoglobin or g/dL | Vision : Acuity Right ___/ ___
O Motor Hematocrit (age -12 mo) ’ ) ” (required for new school entrants| ;4 Lem___/___
e and children age 4-7 yrs) O with glasses | Strabismus (J No [J Yes
IMMUNIZATIONS - DATES  CIR Number
of Child | I R I N
HepB ol . madlnd o el
. DTP/DTaP/DT . O Y N S MRS | ST

Meningococcal PN SESN TS| S S

Other, specity: P S s s s
RECOMMENDATIONS (] Full physical activity [ Full diet ASSESSMENT  [] Well Child (v20.2)~ [ Diagnoses/Problems (isp 1CD-9 Code
(] Restrictions (specify)
Followsup Needgd. * CINo." [I'es, for otdate: oo T~
Referral(s): (INome [JEarlylntervention [1Special Educaton [JDenta OVison @ |—-""-—-—"7-—
Ooter. .
Health Care Provider Signature Date

: L AT
Health Care Provider Name and Degree (print) Provider License No. and State
Facllity Name National Provider-Identifier (NPI)
Address City State Zip
! ] | ]
Telephone Fax
(o) e R, e P




