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Child’s Last Name First Name Middle Name Sex [ Female |Date of Birth Momh/Day/Year)
| Omale |, /)
Child's Address Hispanic/Latino? |Race (Check ALL that appty) [ American Indian [] Asian [ Black [] White
O Yes [ No [ Native Hawaiian/Pacific Istander [ Other
City/Borough State Zip Code School/Center/Camp Name District ~ ____ |Phone Numbers
] I. Number ____ __ | Home
Health insurance [ Yes | [ Parent/Guardian Last Name First Name Cell
(including Medicaid)? (1 No | [] Foster Parent

~ TO BE COMPLETED BY HEALTH CARE |

Birth history (age 0-6 yrs)

ing?
[ Asthma (check severity and attach MAF/Asthma Action Pian): [ Intermittent [ Mild Persistent [ Moderate Persistent [1 Severe Persistent

UJ Uncomplicated L] Premature: ______ weeks gestation If persistent, check all current medicationfs): [ Inhaled corticosteriod [ Other controller [J Quick relief med [ Oral steroid [J None

0 Complicated by (3 Attenttion Deficit Hyperactivity Disorder [ Orthopedic injury/disability Medications (atiach MAF if in-school medication needed)
Allergies 1 None [ Epi pen prescribed [ Chronic or recurremt otitis media O3 Seizure disorder O None 1 Yes (st below)
[ Congenital or acquired heart disorder [[] Speech, hearing, or visual impairment
[ Drugs ¢ist) - [] Developmental/gamning problem [ Tuberculosis (tatent infection or disease) -
) [ Diabetes (atiach MAF) [ other (specify) B -
UJ Foods @ish - Dietary Restrictions
(] Other g [ None 1 Yes (list below)
or fist) —_— Explain all checked items above or on addendum =
PHYSICAL EXAMINATION General Appearance:
Height cm (______ %ile) N Abn! NI Abnl NI Abni NI Abnl M Abnt
Weidht K ( %le) OO HEENT |O O Lymphnedes [0 [0 Abdomen O O Skin O O Psychosocial Developmert
o —_—" O O Deatal (OO Lungs [0 1 Genitourinary |1 [0 Neurological |[J (0 Language
M 000 ke/m? (__ ___ %ile) OO Neck |0 O Cardiovascular |[] [ Extremities [0 O Back/spine [0 O Behavioral
Head Circumierence (age <2 yrs) em (__ ___ %ile) |Describe abnormalities:
Blood Pressure (age 23 yrs) /
DEVELOPMENTAL (age 0-6 yrs) ) Within normal limits | SCREENING TESTS Date Done Results Date Done Results
1 delay suspected, specify below Blood Lead Level (BLL) , ; pg/dL Tuberculosis Only required for students errtering intermediate/midde/junior or high school
(required al age 1 yr and 2 yrs = E— who have nol previously attended any NYC pubiic or privale school
. ) . /dL
0J Cognitive (6., play skits e for thos et ish) =S —— PPD/Mantoux placed 1 1 Induration mm
Lead Risk Assessment i
[ Atrisk (o 8LL) | PPD/Mantoux read ' Ne Pos
[J Communication/Language {annually, age 6 mo-6 yrs) | Dnotatrisk 4 | OONeg O
Hearing Interferon Test _ 4+ | ONeg O Pos
O Social/Emotional [1 Pure tone audiometry O Normal
[10AE ! / {1 Apnormal Chest x-ray On- - O Not
. e (if PPD or Inerferon positive) DJAbnl  Indicated
10 If-Hel| ! '
O Adaptive/Self-Help — Head Start Only —
Hemoglobin or g/ |Vision Acuity Right ___/ ___
O Motor Hematoctit (age 9-12 mo) % rmqmrm‘ forneisctootentants) 4 tef ___/___
-t ano childen age 4-7 y7s) I with glasses | Strabismus O No [ Yes
IMMUNIZATIONS - DATES CIR Number ‘
of Child Y Y S N (N SN S Influenza T ey e T e i e N i
HepB _ _/_ ¢+ 4 4 ) e — = / MMR Y S li I 3 N
Rotavirus S R A e Varicela =3 ===} =
DTP/DTaP/OT Y P NP N (Y S S Td et [t i ] o [ Ml ) [
e = e e e ey Tdap _ /. _ 4 _ HEPA e e, e s
it I 7 7 I e N S e e e WA Meningococcal v et ¥ B S
POV _ / [ 2 S S SR S HPV SN S e e e e A S
POTO™ I U A S T L T S < e e e Other, specify: [ R S ’ 1
REGCOMMENDATIONS O Full physical activity [ Full diet ASSESSMENT [ Well Child (v20.2) [ Diagnoses/Problems (ist) ICD-9 Code
[ Restrictions (specify!
Follow-up Needed [JNo []JYes, for Appt.date: /s
Referral(s): [INone [1Early Intervention [ Special Education [ Dentat Qvision @ |\—77 7 —707 —— — — ~— — ~——/—/—/—
Oower o . - - - e - s s o=
Health Care Provider Signature Date I LIS PROVIDER I | I | | ] I
/ / ONLY 1D,
Health Care Provider Name and Degree (prinf) Provider License No. and Slale TYPE OF EXAM: |:] NAE Current D NAE Prior Year(s)
ili = - . Comments
Facility Name National Provider Identifier (NPI)
Address City Slale  Zip Date LD. NUMBER
_ - - mwowt:_, [T 1] | ]
elephone ax
[ P e P REVIEWER:

CH-205 (5/08) Copies: White School/Child Care/Early Intervention/Camp, Canary Health Care Provider, Pink Parent/Guardian



