Parents & Child Care Providers fill-in this part.

Parents may wrlte Immunization dates, heaith prafessionals should verify and complete all data.

CHILD HEALTH ASSESSMENT

CHILIVS NAME: [LAST) | [FRST) PORENTIGLIARDAR
DATE OF BIRTH: |HOME 2HONE: o ADDRESS:

CHILD GARE FAGEITY MAME: o B -

FAGILITY PHCAE :f:'tlu'rrrw. | |woRK BHONE: e e e e

P4 child care providers must document that enrefled chifdren have received age apprapriate health services and immunizations thal meel tha
current sehadule of the Amercan Academy of Pediatrics 141 Northweast Paint Bivd,, Elk Grove Village, IL 80007, The schedule is available at
<y aap.org = or Faxback 84775A-0E91 {docurnent #9535 and #8807, Print coples provided by DFW have the scheduls on the back of the form

Health hiztory and medical information perinent to routine child care and
emergencies (describe, if any):

(1 wowne

Date of moest recent well-child exam:

Allergies o feod or medicine {describe, if any)
(1 nome

Do mot cmit any infermaticn.  This form may be updated by
health professional. (Initial and date new data.) Child care
facility needs 2 copies.

LENGTH/HEIGHT WEIGHT

HEAD CIRCUMFERENCE BLOOD PRESSURE

IMICM GILE o LBKG WILE

(BEGINNING AT AGE 3}
INFCM SRILE !

PHYSICAL EXAMINATION b1 =NORMAL

IF ABNORMAL - COMMENTS

HEADWEARS/IEYESMOSETHROAT

TEETH

CARDIORESPIRATORY

ABDOMENIGE

GERITALIAEREASTS

EXTREMITIESGOINTSBACKICHEST

SKIN/LYMPH NODES

MEURDLOGIC & DEVELOPMENTAL

IMMUNMIZATIONS DATE DATE DATE

DATE DATE COMMENTS

DTaPiOTRMd

POLIC

HIB

HEF B

MMR

VARICELLA

MENINGOCOCCAL

PHNELIMOCOCCAL

IMFLUENZA

HEF A

ROTAVIRLIS

OTHER

SCREENING TESTS DATE TEST DONE

NOTE HERE IF RESULTS ARE PENDING OR ABNORMAL

LEAD

AMEMIA (HGEHET)

LIRIMALY SIS (A} al age 5)

HEAHING {subipctive until age 4)

VISION (aubjective until age 3}
FROFESSIONAL DENTAL EXAM

F.'] NOMNE

HEALTH PROBLEMS OR SPECIAL NEEDS, RECOMMENDED TREATMENT/MEDICATIONS/ISPECIAL CARE (ATTACH ADDITIONAL SHEETS

IF NECESSARY)

NEXT APPOINTMENT - MONTH/YEAR:

MELDICAL CARE PROVIDER:

SIGHATURE OF PHYSICIAN OR CRNP:

ADDRESS:

FHOME:

LICENSE NUMBER: DATE FORM SHGENED:

[a{a R0

100



