CHILD & ADOLESCENT HEALTH EXAMINATION FORM
NYG DEPARTMENT OF HEALTH & MENTAL HYGIENE —

DEPARTMENT OF EDUCATION

Flease B
Print Clearly |8

NYC1D.(0815)

Date of Birth (Month/Day/Year)

Ghl!d’s Last Name First Nefne Midﬁle Name Sex [ Fema\e’
1 Male Y Y
Child’s Address Hispanic/Latino?  |Race (Check ALL that apphy [ American Indian  (J Asian [ Black [ White
OYes (Mo [] Native Hawaiian/Pacific Islander [ Other
City/Borough State Zip Code School/Center/Camp Namg District __ | Phone Mumhers
Humber __ _ _ | Home
Health insurance [1Yes |L]Parent/Guardian Last Name First Name Email Ceft
(including Medicaid)? (1 Ne | [J Foster Parent Work
| TO. BE COMPLETED: BY THE HEALTH CARE PRACTITIONER | R LRI Rt

Birth history (age 6-6 yrs)
[_3 Uncomplicated [ Premature: weeks gestation

[ Complicated by

Daoes the chlldladnlescent have a past or present medleal hlstnry of the iollowmg'?

[ Asthima {eteck severity and attach MAF):
If persistent, check all current medication{s):

Asthma Control Status

1 Intermittent

[ Quick Rellef Medication

] well-controlled

[ Milg Persistent
[ Inhaled Corticesterold [ Oral Stercid
[ Poorly Gontrelled or Not Controllsd

[] Moderate Persistant
[ ather Controlter

[ Severe Persistent

[ Mone
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. ) . L] Anaphylaxis CJ Seizure disorder Medications (atiach MAF if in-schoot medication nseded)
Allergies [i None L] Epi pen prescrived O Behavioralimental heallh disorder ~ CJ Speach, hearing, or visual impairment [ None 0] es st seiowi
_ [ Congenital or acquired heart disorder (3 Tuberculosis (iatent infection or disease)
L Drugs fstt O Developmental/learning prablem [ Hospitalization
. [ Diabetes {attach MAF) ] Surgery
[ Foods st 1 Grthopedic injury/disability [ Giher (spacify)
O Gther fisy Explain all checked itorns above. [ Addendum attached.
Attach MAF if in-school medications needed
PHYSICAL EXAM Date of Exam: ___/___/ | General Appe:
Height cm [ %ilg)
; | W Abnt M Abnt oAbt N Abnt Nt Abnt
Weight kg {(—_"%ile) |1 ) Peychosocial Development (][] HEENT [J O] Lymph nodes O [ Abdomen £ Skin
BMI ka/m? (_____ %ig |00 Language 10 Dental [J O Lungs [J [ Genitourinary [ [T Neurological
i |01 Behavioral O [ Neck 1 (3 Cardiovascular 3 O Extremities 1O Back/spine
Head Gircumterence (ags <2 yrs) em (__ _ %ilg) - -
Deseribe abnormalities:
Blood Pressure {age >3 yrs)
i= v eINutrtion s -2 p et Hearing' > bt ety Bang T < RS
Validated Snreemng Tool Used? Date Screened <1 year 0 Breasrfed D Fermula EI Both < 4 yaars: gruse hearmg i DM EIAan D,Mmd
21 year [ Well-bzlanced (1 Needs guidance (] Counseled [] Referred
Ne I/ ] L .
O Yes‘ O Dietary Restrictions [ dena [J Yes ffist below) CAE R VDM Daont Upeterred
Screaning Results: [ WHL >4 yrs: pure tone audiometry [ (O Dabal [JRsterred
L] Delay or Gongern Suspested/Confirmed {specily area(s) belaw): Vision Date Dong _Resulls .
[ GogritiverProblem Solving [ Adaptive/Sei-Help i 50 EE,NIMG TESTS <3 years: Vision appears: G el Rl
[.] Gommunication/Language [J Gross Motor/Fine Motor Blood Lead Level (BLL) / / pg/dL Acuity (required for new entrants Right !
1 Social-Emotianal or [] Other Area of Concern: {required at age 1 yr and 2 and children age 3-7 years) {4 Lleft /
Personal-Social yrs and for those at risk) | ./ / pgsdL [ Unable to test
Describe Suspected Delay or Cencern: Leatt Risk Assessment ; ; - D At risk (do BLL) sgregned W?"h Glasses? COYss [No
{annually, age 6 mo-6 yrg) | —— ——F—— ) Strahismus? CYes [ONo
[ Not at risk _[Dental. I o
: : ' ; ?| Visible Tooth Decay i OvYes [N
Hemaglobin or / ; g/dL | Urgent need for dental referral (pain, sweliing, infection) | I Yes [ No
Child Receives EVCPSE/GSE services O Yes [ Ho | Hematocrit _—_— o Dental Visit within the past 12 months CJYes [JMNo
CiR Number , | | | | I | I [ |—| Physician Confirmed History of Varicalla Infection (] Report anly pasitive immunity:
| IMMUNIZATIONS — DATES lG Titers | Date
DTPfDTaFfDT __.'_ fm I S S A S SR N S S SN S Tdep ¢+ 4 _ /4 | HepatitisB __
o __+ 1/ [ S SR N S i MMR v s iy r b Measles _ s
Poic _ » s 4 4 i b i} A Varicgla __+ s ;1 [ Mumps _ ;4
HepB _ » 4 ¢+ o b i Mening ACWY _ ;¢ [ Y S Rubella __ , 4
111/ S S S NN SR S AN S S J HepA v v 4y 4y Varicella. _ 4 ¢
[ 1Y S N SN SN SR S S JY S Rotavirus __ ;4 Y S S S R Polio 1 i
mflwerea /4 4 4 p 4 Mening8 ;= _ 4 i r i Polio2 _ ; 4
1L Y A S S A [ A4}/ Other [ i1 Pelio3 7 ;
ASSESSMENT . CIWellChild 200.129) [ Diagnoses/Problems isy  1CD-10 Code | RECOMMENDATIONS  [JFull physicalactity
[ Restrictions {spe
Follow-up Needed [TNa ] Yes, for Appt.date: __ /s __
Referral(s): [ None  [JEarlyIntervention [JIEP Dental [ Vision
[_1 Qther
Health Gare Practitioner Signature Date Form Completed
/ /
Health Care Practitioner Name and Degree (oring Practitioner License No. and State
Facility Name National Provider Identifier (NPY) AR -
Date Reviewed: - ~ ID NUMBER
Address City State i i I_I | ] | T | [
REVIEWER; . @, @ <ovee Ponrne
Telephone Fax Email ' . ==
FORRE ID#
o L L LT T T T T




CHILD & ADOLESCENT HEALTH EXAMINATION FORM -
NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE —

DEFARTMENT OF EQUCATION

Print Clearly |8

NYC D (0S18).

Chlld’s Last Name Flrst Name Middle Name Sex [ Female Date of Birth Wanfh/Day/YearJ

[ Male

[ S SR
Child's Address Hispanic/Latino? |Race (Check ALL thatapply) [} American Indian [ Asian [ Black (] White
Cl'Yes [1Ho [ Native Hawaiian/Pacific Islander [ Other

Gity/Barough State Zip Code School/Genter/Gamp Name District _ | Phone Numbers

Number ____ |Home
Health insurance [ Yes | Parent/Guardian Last Name First Name Email Gell
(including Medicaid)? (] No |{] Foster Parent Work
70 BE. COMPLETED BY THE'HEALTH CARE PRACTITIONER = |/ . ' | it re T De P ERERTERE

Birth histary fage 0-6 yrs)
[ Uncomplicated  [J Premature; weeks gestation

[ Complicated by

Daes the child/adolescent have a past or present medlcal htstory 01 the following?

[ Asthma ¢check severity and attach MAF): [ Intermittent

If persistent, check all cument medication(s):

.. Asthma Control Status L] Well-controlled

[ Quick Relief Medication

[T Mild Persistent [} Moderate Persistent
[J Inhaled Corticosteroid [ Oral Steroid £ Gther Controller
[ Pooriy Gontrollad or Not Controlied

[ Severe Persistent

O None

Blood Pressure {age >3 yrs)

Describe abnormalities:

. . . [ Anaphylaxis [ Seizure disorder Medicatlons {attach MAF if in-schoo! medicalion needed)
Atiargies [ None L1 Epi pen prescribad O Behavioral/mental health disorder [ Speech, hearing, or visual impairment .
h J h b Vil 4 [ None [3 Yes st batow)

_ [ Congenital or acquired heart disordsr [ Tuberculosis (itent infection or disgase)
[ Drugs (st [ Developmental/learning problem [ Hospitaiization

' [ Diabetes (attach MAF) 3 Surgery
[ Foods fiisy [ Orthopedic injury/disabiTity O] Other (specify)
1 Other gist: Explain alf ¢hecked items above. 1 Addenrdum attached.
Attach MAF if in-school medications needed
PHYSICALEXAM Date of Exam: __/__/__.|General Appearance: S
Height om (i) [ 3 Physical Exam WNL

) . M Abnl M Abnt M Abni M Abii N Abnt
Weight kg (— — %fl8) |7 [ Paychosocial Development {1 [ HEENT [ O Lymph nodes [ [ Abdomen 10 Skin
BMI kgima? {__ __ %iley |0 O Language [J £ Dental 1 7 Lungs 1 [T Genitourinary O C1 Neurolagical
_ .. |3 [J Behavioral [ [ Neck 1 [ Cardiovascular [ [ Extremities [ [ Back/spine

Head Circumference (age <2 yrs) em (____ %ile)

DEVELOPMENTAL iagh 0:6.5) - H L ;| Hearing: " 2 DL oatepee Ll
Validated Screening Tool Used? Date Screened < 1 year O Breasﬁed EI Formula O Both < & years; gross hgar,ng / [ iOm DAbnf qufen-ed
>1 year [] Well-balanced [] Needs guidance [0 Counseled (] Referred i
LIYes [Iko ——'——— |bietary Restrictions () Nane L] Yes it beiow) OAE —f—— D Dent Uneterred
Screening Results: [0 WHNL = 4 yrs; pure tong audiometry ;o : O Clasr ClRsterred
ed/Confirmed (specify areafs) below}: | — Vision . Date Doite " Resufts ]
g [ Adaptive/Selt-Help SGF[EENIN‘G TESTS ; o <3 years: Vision appears: i i O O
[] Communication/Language ] Gross Motor/Fine Muotor Blood Lead Level (BLL) I / ygidL Aguity {required for new antrants Right /
[ Soclar-Emotional or [ Other Area of Concern: {required af age 1 yr and 2 and children age 3-7 years) b d CLefi !
Personal-Soclal yrs and Tor those at risk) _rf pgfdl ¢ [ Unable to test
Describe Suspected Delay or Concern: Lead Risk Assessment } ; (O At risk (do BLL) Scregned w?ith Glasses? CYes [No
(annually, age 6 me-6 yrg) | —— '——'—— O . Strahismus? D Yes [1No
: of at risk _| Dental . _ B
e i) & Visible Tocth Decay i DOYes [INo
Hemoylohin or / ; 9/dL | Urgent need for dental refarral (pain, sweling, infection) ¢ [JYes [ No
Child Recsives E/CPSE/CSE services [ Yes [ No|Hematocrit _— o, Dental Visit within the past 12 months OYes [ONo

] Other

CIR Number |_| | | i | ‘ ‘ | | | Physician Confirmed History of Varicalla Infection T Report only positive immunity:
. . . lgf Titers | Date
[ A Y S Tdap /7 _ 4+ 4 | HopaiitsB _ r 5
—__ [ Y A A MMR _ v o 4 g Measles _ /7
Poflo __ , o+ i 4 b by g 4 Varigela _ , 4 ¢, 4 4 i Mumps __ ;.  /
HepB __ /. ¢ ¢ 4 44 b b Mening ACWY _ , _, v ¢ 4 Rubella ___ s+
1[I S S SN S SN SN SR S [ HepA o, o+ __ 4 0 _r Varicella _ ,  ;
S0 S S SN S SN S SR SR S Rotavius __ » + 4 4  _q ¢ Pelio 1 [
Infwenza _ ,  _ _ ¢ ¢+ 4 G q i 4 MeningB  _ s 4 Y SR S SR S Polio2 _ v ¢+
PV _ v s i f 4 ___t __t __ Giher [ S Y R SN Paliod _ ; ;
ASSESSMENT ~ CWell Child (00.129} [ Diagnoses/Problems fisy ICD-10 Code | REGOMMENDATIONS [ Full physical sctivity
S b tonst S oottt i (Spemw RO eeee il i Aipvtioebositet o AN
Foltow-up Needed (1Mo (O Yes, for Appt. date: _ v s _
Referral{s): [INone [ Early Infervention [JiEP [ Demial [ Vision

Health Gare Practitioner Sighalure

Date Form Completed

WPRAETITIDNER [ | T
/ / —

Health Care Practitioner Name and Degree print

Practitioner License No. and State

Commsn!s TN

Facifity Name National Provider Identifier (NPi) -

Date Reyieweﬂ:
Address Gity State Zip ' (IR o

REVIEWER: . -
Telephone ax Email FORMiDE - l r | ] | | | | T |_f
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CHILD & ADOLESCENT HEALTH EXAMINATION FORM
NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE —

DEPARTMENT OF EDUCATION

- Print Clearly :

&

Child’s Last Nalﬁe First Name Middle Name Sex [ Female | Bate or Blrth (Mom‘h/Day/Year)
[ Male Y A
Child’s Address Hispanic/Latino? | Race (Check ALL. that apply) [ American Indian [ Asian [ Black [ White
L Yes Mo [ Native Hawaitan/Pacific Istandar [ Other
Gity/Boraugh State Zip Gode School/Conter/Camp Name District ____ ! Phone Numbers
Number | Home
Health insurance [ Yes [ Parent/Guardian Last Name First Name Email Gell
(including Medicaid)? 2 No | (] Foster Parent ka

' TO BE COMPLETED BY. THE HEALTH' CABE PRACTITIONER %' ' |~

Birth history (age 2-5 yrs)
[ Uncomplicated [ Premature:

[ Complicated by

weeks gestation

'Does the chlldladolascent have a past or present medlcal hlstnry nf the tulluwmg"

Asthma Control Status

Allergies [1 Mone [ Epi pen prescribed
[ Drugs st}

[ Asthma (chesk severity and aftach MAF: [ Intermittent
If persistent, check all current medication{s):

(1 well-controlled

[ Quick Relief Medication

] Mild Persistent [ Moderate Persist
[ Inhaled Corticosteroid 7 Oral Steroid
(] Poorly Conirolled or Not Controlied

ent

[1 tther Controller

[ Severe Porsistent
[ None

[ Anaphylaxis

O Foods st}

[ Diahetes (attach MAF)

(1 Other (fist)

[ Orthepedic injury/disability

Attach MAF if in-school medications needed

[ Behavicral/mental health disorder
[] Congenital or acquired heart disorder
[ Developmental/learning problem

Explain all checked items abaove.

1 Seizure disorder

[ Hospitalization
[ Surgery
[J Other (specify)

[ Speech, hearing, or visual impairment
(] Tubarculosis fiatent infegtion or discase)

[ Addendum attached.

[1 None

Medications (atfach MAF If li-school medication needsr)
O Yes fist below)

Blood Pressure (age =3 jrs)

Describe abnormallties:

FPHYSICAL EXAM Date of Exam: __/ /| General Appearance:
Helght om [ wlle 1 Physical Exam WHL
) | Abal NI Abnt N Abnt i Abnt M Abnf
Weight kg { %l |3 O Psychosacial Development | [J HEENT O O Lymph nodes ] O Abdomen [ [ Skin
BM! kg/m? {___ mie) (O Language {11 Dental 1O Lungs ([ Genitourinary [ Neuralegical
) [ ] Behaviora! ] 1 Neck [ [ Cardiovascular 1 [ Extremities (] (] Back/spine
Head Circumterence (age <2 yrs) cm (__ %ile)

Referral(s):
1 Other

[l Restrictions. (speclfyj

DEVELOPMENTAL (age 0-0 ¥/ .~ - ateigon, 73T T Heating I e Do L et -
Validated Screening Tool Used? Date Screenad |< 1 year [ | Ereastfed [] Formu fa Ol 0ot < 4 years: gross hearing ] I:IN! DA,,,,, E]Re,med
21 year [ Well-bafanced {J Needs guidance (I Counseled [ Referred
/ !
LIes [N ~——'—— |Dietary Resttictions [ Nore [J Yes s below GAE —— { TIAr DAl ClRsforred
Screening Results; (] WHL > 4 yrs: pure tene aud:ometry [ O Clabst Olreferred
[ Delay or Concern Suspected/Confimed (specily areafs) below): Vision Date Dona Tasialts
3 CognitivesProblem Solving [] Adaptive/Self-Help ; SQHEENENE TESTS i d <3 years; Vision appears: ;7 o Ow Qaw
[ Communication/Language [3 Eross Motor/Fine Motor Bluud Lead Level {BLL) / / pgrdL Acuity (required for new enlrams Right !
[ Social-Emotional or L] other Area of Concern: {required at age 1 yr and 2 and children age 3-7 years) f_F iLeft {
Personal-Social wsand for those atrisk) | 7/ / pg/dL. [ Unable to test
Describe Suspected Delay or Concern: Lead Risk Assessment , ; [ At risk (to BLL) Scree_ned “"f?ith Glasses? OYes [ONo
{annually, age 6 mo-6 yrg) | ——'——'—— ) Strabismus? CYes [ONo
1 Not at risk pental T L
i —CHild.Caré DRly:— T #41Visible Tooth Dacay i [DOvYes CNo
Hemoglobin or / / o/dL | Urgent need for dental referral (pain, sweling, infaction) i [OYes [IMNo
Chil Receives EVGPSE/GSE services [ Yes [] No | Hematocrit - g jDental Visit within the past 12 months LlYes ClNo
CIR Number | | [ | l | | [ J | | Physician Canfirmed History of Yaricella Infection (] Report onfy positive immunity:
IG Titers | Date
I SR S S N S S S Y SN S Tdap P A _ 4 ) | HepattisB __ s
[ S SR Y S _ 1 S R S S MUY S S Measles ___ /s /
Pelio [ N S S | Y Varieella ¢+ 4 4 4 4 Mumps _ s /.
Hep B [ A S S SR S N Mening ACWY _ , o ;4 ¢ Rubslla __ +
Hib Y A S S S S S N A HepA ___+ + 4 b 1 Vericella _ ¢ 1
PCV / A N A S S S Rotavirus — I N N Polio1 _ + +
Influenza / [ S S SR S S S MeningB s s Y A Y R S Pofio2 _ ¢ 4
HPv | A [ i/ i/ __ Otner Y S R SN S Poliod __ ;7 4
ASSESSMENT CIWollGhid 200.129) ] Disgnosss/Probloms gsp 1GD-10 Codo [RECOMMENDATIONS 1 Full prysial acivty

Follow-up Needed [INo [T VYes, for
[ None

[ Early intervention  [(J1EP [ Dental

[J Vision

Appt.date: _ _ s _ 4 _

Health Cara Practitionar Signature

Date Form Completed

Health Care Practitioner Name and Degree gprint)

Fractitioner License No. and State

Facility Name National Provider Identifiar (NPI)
Address City State Zip
Telephone Fax Email

REVIEWER: -

VFURMID#krl | | Jl | |’ | J_l
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CHILD & ADOLESCENT HEALTH EXAMINATION FORM -

NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE

Fww s

' THE PARENT RGUAHDIAN

Piease |
Print Clearly

DEPARTMENT OF EDUGATION

- NYCID 088

Middle.Name.

Sex [ Female |Date of Birth Month/Day/Year )

[:h|ld’s Last Name First Name
[ Male Y A
Child's Address Hispanic/Latino? | Race (Check ALl thatappty (] American Indian [ Asian [ Black [J Whitz
[IYes [Tho [ Native Hawafizr/Pacific Istander [ Other
City/Borough State Zip Code School/Center/Camp Namo District ____ | Phone Numbers
Number _____ |Home
Healthinsurance [ Yes |[J] Parent/Guardfan Last Name First Name Ernail Cel!
{including Medicaid)? CJ No | ] Foster Parent
ITO BE COMPLETED BY' THE HEALTH CARE PRACTITIONER .. ¢ ...« ... SEEST e ve e T RO TR A

Blrih histary {age 6-6 yrsj
[ Uncempiicated (] Premature:
[J Complicated by

weeks gestation

Does the chlldladolescent have a past or present medlcal history of the following?

1 Intermittent [ mi
3 Quick Refief Medication

] Weli-controlled

[ Asthma fchesk severfty and attach MAF:
If perslstent, check all curent medication(s):

Asthma Contral Status.

[ Inhaled Corticosteroid
[ Poorly Controllgd or Not Contralled

[1 Severs Persistent

7 Hene

[] Moderate Persistent
[ Oral Stereid [ Gther Controller

Id Persistent

. } ’ I Anaphylaxis 0 Seizure disorder Madications (atiach WAF if in-schaol medication neaded)
Allergies L] None [ Eoi pen prescribed O Behavioral/mental health disorder ~ (J Spesch, hearing, or visual Impairment [ Nons D) ¥as fist ostow)
_ I Congenital or acquired heart disorder [ Tubsrculosis giatent infection or disezss)
[ Drugs sy [ Davelopmental/learning problem [ Hospitalization
. [ Diabetes (attach MAF) [ Surgery
L) Foods fist) O Grihopedic Injury/disabilty CJ Other (specify)
O Other fisy Explain all checked items above, [0 Addendum attached.
Attach MAF if in-schaoi medications needpd
PHYSICAL EXAM Date of Exam: /[ |General Appearance: e e 8 B e e e et ettt et e
Height om (g O Physical Exam WHL
N Abnt W Abnt N Abni N Abnt M Abnt
Weight kg {— __"hlle) |T1 0 Psychosocial Development ! [ HEENT [ O Lymph nodes [J O Abdomen ] O Skin
BMI kg/m? (__ __ %ilg |J O Language [J £ Dental O O Lungs [ [ Genitourinary O O Meurological
’ . |0 [ Behavioral [ [ Neck O (3 Cardiovascular [0 1 Exiremities 1O Back/spine
Head Circumierence age <2 yrs) om (____ %le - -
Describe abnormalities:
Blood Pressure {age =3 yrs)
DEVELOPMENTAL fage D'el i) | TR Nudrition Lt T pHearing s DU BateBone 3o 3R T ek -t
Validated Screening Tool Used? Date Screenad <1 year D Breastfed ] Formula D Both < 4 years: gross hearing I ‘O DAbn! Dﬁefg”ed
21 year [J Well-balanced [J Needs guidance [J Counseled [ Referred
/ /
U Yes. Lite Dietary Restrictions [3 None (1 Yes (iist below) OAR —_— DM Eanr DRetorred
Screening Resufts: CJ WHL > 4 yrs: pure tane audiometry O Dlasl ClReterred
below): | — Vision Date Dane “Restls ]
y P b + SCREENING TESTS reRdka ] <3 years: Vislon appears: L Om Oaw
O Communication/l anguage [ Gross Motor/Fine Motor Blood Lead Level (BLL) i / po/dL Acuity {required for new entrants ¢ Right /
[J Social-Emotional or [J Other Area of Concern: {required af age 1 yr and 2 and children age 3-7 years) [ | i Left !
Personal-Sacial yrs and for those at risk) A ugrdL ¢ O Unable to test
Describe Suspected Delay or Concern: Lead Risk Assessment ; ) [ At risk {do BLL) gfrr;;;:fndu\;u;th Glasses? g x:: g xg
annually, 6mo-6ys |— ' ——"—— !
{annually, age ) D Nol at isk Denial ——— —
1555157 |visible Tooth Decay CYes OHo
Hemoglobin or / / g/dL | Urgent need for dental referral {pain, swelling, .'nfectmn) [GYes [ONo
Chiid Recelves EVCPSE/CSE services [l Ves [ N | Hematoerit T g, |Denial Visit within the past 12 months HYes [No

Physician Confirmed History of Varicella Infection (J

CIR Numherl I | I | | | [ [ | | Report only positive immunity;
IMMUNIZATIDNS DATES lgG Titers | Date
DTPATaPDT , ,i__“ _ Tdap _ / / _ __ 7 & | HepatitsB __ s s
Td [ Y S S S Y SN S S S MMR 4 4 1 7 [ Measles _ ; s
Polio [ S SUN S S S S SN SN S Varicelta v 4 4 4 q Mumps _ s ;
HepB __ o« v i 4 g 4 iy ¢ MeningACWY __ ;s 4 4y Rubella __ 7 7
o Y Y S SNy SR S S SR S S R RepA _ , + 4 4 __4_i Varicella ___ 7
' Y S S S S SN S S S S Rotavius _ , ¢ ¢+ 4 4 Polio 1 I
Influenza A S N S S S R S S MeringB8 s, .y oy Pollo2 _ ; 4
LA S S SN SR SR S i+ j 4 Ower_______ ¢ 4 oy Poio3 s 4
ASSESSMENT [CI'Well Child {Z00.129) [ Diagnoses/Protilems (fist} ICD-10 Code REGOMMENDATIDNS I:IFuII physicai activity
[ o
Foltow-up Needed [No [ Yes, for Appt.date: __y_ v __
Referral{s): [INone [JEarly Infervention [JIEP  [JDental [ Vision
] Other
Health Care Practitioner Signature Date Form Completed PRACTITIONER
/ / [ Rt R ————
Health Care Practitioner Name and Degree gpring Practiioner License No. and State TYPE OF EXAM: TN
Commbnts:'
Facility Name Naticnal Provider Icentifier (NPI L e
‘Date Reviewec: ==k, NHMBEH : B
Address Oity State zp g T T T T T
REVIEWER: citemdoeeial B
Telephone Fax Etnail e

ot T TTTTTT0]
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