First Name Migdle Name
Child's Address Hispanic/l.atino? {Race (Check ALL thatappyi [ American indian 3 Asfan (3 Black [0 White
OYes TiNe ] Native Hawaiian/Pacific islander [J Other
City/Borough State Zip Code School/Center/Camp Name pistrict ~ _____ | Phone Numbers
i [ Number | Home
Health insurance 3 Yes {7 Parent/Guardian lLast Name First Name calt
Work

Birth histary age (-6 yrs) Does the child/adolescent have a past or present medical history of the following?
[ Asthma fcheck severity and attach MAFfAsthma Action Plan): [ Intermittent T3 Mitd Persistent O Moderate Persistent [J Severe Persistent

L Ungomplicated - (3 Fremature: If persistent, check afl curent medicationfsj: [ inhaled corticosteriod {3 Other controller O Quick rellef med [ Oral sterold {7] None

{3 Complicated by

weeks gestation

[ Attenticn Defici Hyperactivity Disorder [ Orthopedic injury/disability Medications (atfach MAF if fn-schoaf madication nveded)
Altergies 1 None {71 £pi pen prescribed [ Chrenic or recurrent ofitls media [ Selzure disorder 1 None {3 Yes gist belgu)
[ Congenital or acquired heart disorder 1 Speech, hearing, or visual impairment
[ Drugs sy O Developmental/iearaing probiem ] Tuberculosls gatent infection or disease)
) O Diabetes (aitact AR L1 Other (specity)
(] Foods @y Dietary Restrictions
O3 Other dist "] None 3 Yes fist balow)
e st Explain all checked flems above or on addendum
PHYSICAL EXAMINATION General Appearance:
Height om {_ __ %ile) wav | maen i Abnt Nt A A
Weight K ( %ile) O O EEeNT J& O Lymphnades | [ Abdemen 3 03 Skin O O Psychoseclal Development
g —_— O 0O Dental {3 0O Lungs (11 Genitourinary |3 O3 Neurological |3 [0 Language
BMI kg/m? (_____%ile) { DO Neck 130 Cardiovascular {0 [0 Extremities |C) [J Back/spine |3 O Behavioral
Head Circumference (age <2 yrs) em {____ %ilg) |Describe abnormalities:
Blood Pressure fage =3 yrs) /
DEVELOPMENTAL (sge0-65rs) 3 Within normal limits | SCREENING TESTS Dale Don Resuts Date Done Aosuits
If delay suspected, specify below Blood Lead Level (BLL) ; ; pgfdL Tuberculosis Only required for students entering intermedizte/mitidle/funior or high schoo!
(requived at age 1 r and 2 y1s =l who kave not previossty atlended any NYG public or private schocd
i g i d for those at i _ /dl
L Cogitive feg., play skt and Torthose &t vsk) -l He PPD/Martoux placed et et | Induration mm
" Lead Risk Assessment CJAtrisk g 8LL) | PPD/Mantoux read et mned e | CiNeg [} Pos
{3 Commueication/L.anguage age & mo-6 yrg) bt I Nstatrisk
Hearing Intexferon Test et et | ONeg (3 Pos
0 Soctal/Emational 3 Pure tone audiometry C) Normal
I 0AE / ; ] Abnormal Chest x-ray am O Nt
17 AdaptiverSet-Hel T T (if PPD or inlgrferon positive) ; , ClAbnl  Indicated
’ 4 —— Head Start Only — el
Hemaoglebin or grdL | Vision Acuity Right ___/___
0 Motor Hematacrit fage 9-12 mo} g | e fornew schoo entans| __y____1____ tefl__/__
- and chiliren age 47 y7s} with glasses | Strablsmus CINe D Yes
IMMUNIZATIONS — DATES CIR Number 2
of Child ) UV DR H A R

Meningecaccal

HPV:

Gther, specif: PR S S Y S S
RECOMMENDATIONS T Full physical activity (1 Full diet ASSESSMENT [ Well Child (V20.2) 3 Diagnoses/Problems (isy iCD-9 Code
i} Rastrictions {specify
Follow-up Needed  [Tdo [0 'Ves, for apptodete; oo |/ /0
Referral{sk:  [INene [ Early Inervention 71 Special Education [ Dentat  [JIVigion | e e e e e
[ Other
Health Care Peovider Signature Date
Health Care Provider Nama and Degree (print) Provider License Mo, and Staja_,' ——l—
Facility Namea Hational Provider identifier (NP}
Address City State Zip

1 ! l
Telephone Fax
S ) e

CH-203 (5/08) Coples: Whita Scheol/Chilé CarefEarly InterventlorniCamp, Ganary Healih Care Provider, Pink Parent/Guardian



