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TO BE COMPLETED BY THE PARENT OR GUARDIAN

>hild’s Last Name First Name - | Middie Name - Sex [ Female | Date of Birth (Month/Day/Year)
; l [J Male q
/ / — — —
—— L _— L. —_—— T

>hild’s Address . | ~ |Hispaniciatino? |Race (CheckALL thatapply (1 American Indian [J Asian [ Black [J White
| Yes LINo () Native HawailanPacific Islander [IOther
City/Borough T state Zip Code "~ [school/Center/Camp Name District ____ | Phone Numbers
Number ____ _ | Home
N— e P S — g .. . . __-.—¢& - - . . .}
Health insurance [ Yes | (] Parent/Guardian Last Name First Name | Email el
(Inciuding Medicaid)? () No | Foster Parent | ' Work
TO BE COMPLETED BY THE HEALTH CARE PRACTITIONER
3irth history (age 06 yr3) |Does the cinld/adolewenthavea&ejur present medical history of the fOllO‘ng___.____________
—J Uncompii !Dmmmmmm O intermittent Mild Persistent ] Moderate Persistent Severs Persistent
Gaied L] Premature: ___ weeks gestation If persistent, check all current medication(s): [ Quick Refief Medication inhaled Corticosteroid Oral Steroid [ Other Controler  [[J None
—J Complicated by | _ Asthma Control Stats Well-controiled [ Poorly Comtrolled or Not Confrolled —
: (J Anaphytaxis Seizure disorder Medications (attach MAF if in-school medication needed) !
Altergles (] None (] Epi pen prescribed Behavioral/mental health disorder [ Speech, hearing, or visual impairment CNone . ] Yes fist beiow)
3D , Congenital or acquired heart disorder  [J Tuberculosis fatent infection or disease) ' |
Fugs (isy . —_ |D) Developmentaleaming problem O] Hospitalization
3 Foods mg () Diabetes (attach MAS C Surgery | .
— |0 Orthopedic injury/disahility OOther(specityy____________ |[———o
OOthermsy Expiain all checked Rems above. 3 Addendum attached. N S _ _____.._1
A!tadzMAFlfh-mdmadiabommed l ' : -
PHYSICAL EXAM . Date of Exam: ___/___/__| General Appearance: L L o NE——
Height T o (% (] Physical Exam WNL ‘ . |
_ : . NI Abnl N Abni NI Abal N Abni N Abni P
Weight __ kg ( %ile) ([ O Psychosocial Development | (] HEENT Lymph nodes (J Abdomen [ Skin
BMI kg/m2 (_____ %ile) ,DDLZIQIBQE | | Dertal [ O Lungs ICJ O Genitourinary Neurological
: (O [ Behavioral O O Neck (0 (O Cardiovascular OO Exdremies ~ |[J [J Back/spine
Head Gircumference fage <2 yrs) _ cm ( %ile) S —
BloodPramm(ayezsns) / e . e
HEVELDPMENTAL(ageo-Gyrs) Hearing Date Done Results
Validated Screening Tool Used? Da_:eSamea <1 year [ Breastied [ Formuia [ Both < 4 years: gross hearing /N Ol Ohstered|
O Yes CINo /4 [>1year L] Wel-balanced [] Needs guidance [] Counseled [ Referred | 1 DN DA Chetered
Dietary Restrictions [] None (] Yes (list below) — ——t
Screening Results: CJWNL . > 4 yrs: pure tone audiometry || : O Dlaonl DlRefered
Defay or Concern Suspected/Confirmed (specify area(s) below): Vision Date Done Resudts
Cognitive/Problem Sotving z Adaptive/Seti-Help  SUAEENMaTESIS (el 0202 E s | <3 years: Vision appears: /4 i OmM Daw
Communicafion/Language Bruss Motor/Fine Motor Blood Lead Level (BLL) 7 . P — : Right [ |
[} Socia-Emotional or (] Other Area of Concern: '(mqwmdatageiyrandz | andchi(lmmaues-‘lm) o S el e
Personal-Social . _ |ysandforthoseatris) | /[ gl : [ Unabie 1o test
1 T
Describe Stispected Detay or Concem: Lead Risk Assessment i i NﬂSK(dUBLU ScreenedL:‘)rmGlas&s’? ) : gzw Dm
Ua], e A (S Strabismus? es
(annually, age 6 mo-6 yrs) 3 Not at risk —eee 7 168 UIN0
Hemoglobin or o, ___OfimUrganneedﬁrdmtalrefmalmmnfmr OYes ONo
| Child Receives E/CPSE/CSE services He‘“"f"’_‘f_ I — a% Dﬂlwmmﬂmmummms : Yes [JNo
= R —— ‘——__——_-—-_—-_——_q
ClRNumber‘ | I I l | I l I l Physician Confirmed History of Varicella Infection [ . Report only positive immunity:
IMMUNIZATIONS — DATES ) A |
| pTPOTaRrOT I S __/__/__ _/_/_ e B T B S S S Tdap ) 7
Td Y S N | e ) S B W N MR _ , o, i
Polio __/ /1 __ /I __ | 1 e A Varicela __ , o 1
wep8 ___ /7 _/ __ __/__ /1 ___ | f__J___ ___4__ 1 Mening ACWY —t e
n Wo _ o+ o 1 HepA __ , o+ 1
v __ e o Rotavius __ , ,  _ 4
Influenza .t L1 | S R T 2 MeningB _ /¢ i
WV - bt el L ORe_
ASSESSMENT __ [IWell Child 200.129) [ Diagnoses/Problems g9 __I0-10 Corle | RECOMMENDATIONS (1 Full physical actvty
? ' Restrictions (specify) :_ —

| Follow-up Needed [ No E]Y&s.fqr_; _
i ————es —  |Referrai(s): [ None [J Early intervention -

R _ T - R —|0Oother_____
Health Care Practitioner Signature IDateForECompieted
" - | R A
Health Care Practitioner Name and Degree (ving PracﬂhmerUcenseNo and State
: TS e Comments:
Facility Name National Prnvider Identiﬁer(NPl)
Address - i - cty State Zip | |

Telephone Fax I Email
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