CHILD & ADOLESCENT HEALTH EXAMINATION FORM

Print Clearly

1YC DEPARTMENT OF HEALTH & MENTAL HYGIENE —  DEPARTMENT OF EDUGATION Prase et

Child's Last Name Middle Name Sex [ Female | Date of Birth (womivDeytear)
. i CMale 3 ¢ ___f___ ..
Child’s Address Hispanic/iatinp? [Race Chack ALl thatappty T Amercan Indlzn [0 Asian [ Black [ whilte
OYes CINo [J Nativa HawaBanvPacific islander O Cther
City/Borough State Zip Code SchoolCester/Camp Name Distict  ____ |Phone Numbers
| . Number ___ __ | nome
H%Ith Insgrance O Yes (O Parenl/Guardian Last Name First Name . et
Birth histnnr {age 0-6 yrs} Dnes the ch:hﬂaﬂnles:en‘t havea pasi ar prasant medical hIstury 01‘ the fnllowing?
. - O Asthima foheskc sewerity and attich MAF/Asthma Action Pisr): © O Intermittent 1 MiTd Persistent [ Moderate Persistent T Severe Perslstent
o g"""’:"":f: C3 Premeturs: Weeks gestalion | ™ sitent, chack af cument medicatnjst ] Inkialed corfcosterlod L1 Dther controller L1 Quick rellef med 0 Orel steroié L) Nane
[ Complizated by [J Attention Deficlt Hyperactivity Disorder D Orthopedic injury/disablity Wedications fstiach HAF & r-schoct medication nesded)
Allergies 7 None [ Epi pen pressribad O Enranie: or recurent olitis media [ Selzure disorder CiNone O Yes fistision
] Cangenttal or actired heart cisorder [} Speech, hearing, or visual Impaizment
O drugs ey {3 Developmentalfeaming probiem O Tubesgulosts gatant infaction or gseass)
) [ Dizbetes fatiach A7) O Other fsoecit
[ Foods sy . e Dietary Restrictians
. CIhane O Yes (st beiowg
03 Otter asy Explain ail checked items above or on addendunt
PHYSIGAL EXAMINATION General Appearance;
Height _ _  em (o) | Maw N Ag W 2t “Twr w2 At -
Weight * ( alle} OO HEENT |[O 0O Lymphnodes (OO  Abdomen OO skn O 00 Psychosoctal Davelopment
- I 0O 0O Dental |0 Lungs OO0 Genitournary |[J @ Newslogical |0 O Language
B . kgim? (%8 | DO Neck OO0 Cardiovasculer {10 Extremitles | {0 Backispine [0 O Behavioral
Head Gircumizrence fege 52 prsf em { %le) Describie abnormalities: .
Bland Pressure sge23 y1s) I
DEVELOPMENTAL fags 0-6yr3) [ Within normal Emits | SCREENING TESTS Datz Done Resulis Date Dane Results
W delay suspected, spacky balow Blood Lead Level {(BLL) ' { fdl, | Tberculosis Wmdhrm:mmy vnmﬁa!ehm;fmarughmw
: ot atege rad2yw | T va ‘oot previsusy Sienier amy NYT b or prvale
a Cognitive e, piay skil) nd for those atdsh) et | e tghL PPD/Mantoux placed et ek . | nduration mm
Lead Risk Assessment D) At risk fo M
3 CommunicalionLanguaga {anualy: oge & Mo ) | Dt :’MBUJ PPD/Mantoux read 4 [ ONeg O Pss
Hearing Interfercn Test et | OlNeg I Pas
DO SockYEmotional [} Pure tone audiomety I Normal }
. Chestx-fay O Dot
O 0AE i | CJABROMAl .
O AdapUverSelt-Help {if PPD or inferferon positive) e CAbnt  Indlcated
" = Head Siart Gnly ——
o o Hemogtahin or g/ | Vislen Acully Right ___J___
Hematocrlt fage 8-12 mo) fequired &or new schoclentrants) __y__ .y ten__ 4
—tedeo | % | icitm g 4T i) “DOiwithglesses | Strebismus Ol No O Yes
IMMUNIZATIONS — DATES CIR Number
of Child L1t [T s T T e S T T S R R ST
HepB _ ¢l e b MMR Y S N NN U S
- BT, R L R N R W T i TR VariGeHanER TR b
OVP/DTzR/OT ——t — d R S N -
T S B R T
b= Meningococtal
POV i i TS RIS,
Bl AT R R A T R LR Othr, specty: Y R 4
RECCMMENDATIONS 3 Full physical activity 3 Full diet ASSESSMENT  [JWell Shild (v20.2) [ Diapnoses/Problems /sy ICD-% Coda
[ Restrictions {specif) i
Follow-up Neaded [INo  C1Yes, for Appldates s+ _ 4 T
Referral(s): DOJMene  [JEaryInfervention 15 Speclal Educetlon O Dental DOvisssa @ (—m8m&77 - rrrr—rm /7 7/————————— —————
[ Other
Heatth Cara Provider Sipnature X Datz
S S |
Heafth Care Provider Name and Degres (orind Provider License No. and Stata
Facility Nzme . National Provider Wentifier (NP
Address Gity Slate Zip
; I I
Telephone Fax
PR J U )

CH285 (508 Coples: Whits SchoolTd Cane/Zarly Itarvention/Tamp, Ganary Hyalth Care Provider, Pink Pasent/Guardian




