CHILD & ADOLESCENT HEALTH EXAMINATION FORM

NY( DEPARTMENT OF HEALTH & MENTAL HYGIENE — DEPARTMENT OF EDUCATION
TO BE COMPLETED BY THE PARENT JA

Child's Last Name First Name Middle Name .Sex 1 Femala Date of Birth (Manth/ﬂay/:fear)
1 Mafe
I S S
Child’s Address Hispanic/Latino? | Race (Check ALt that appiy [ American Indisn [ Asian [ Black [ Whits
DiYes ONo | Native Hawsitan/Pacific Isander [ Other
City/Borough State Zip Code School/Genter/Gamp Name Distriet | Phone Numbers
Number __ ____| Home
Health insurance t1Yes ([ Parent/Guardian Last Name First Name Email Cell
(including Medicaid)? (] No | (] Foster Parent Work
TO BE COMPLETED BY.THE HEALTH CARE PRACTITIONER - I RIS

Birth history (age 0-6 yrs

Does the chlldladulesceni have a past or present medical history of the iollowmg'?

[J Asthma (check severlly and atlach MAP); [ Intermittent
If persistent, check all current medication(sy [ Quick Relief Medication

Astima Centrol Status [ Weli-contralled

O Uncomplicated [ Premature;
[J Complicated by

weeks gostation

1 Mild Persistent
[T Inhaled Gorticosteroid

[ ] Moderats Persistent
[J Oral Steroid

[T Paorly Contralled or Not Controlisd

1 Other Contraller

[T Severe Persistent
[] None

Blood Pressure fage =3 ws)

. . . [ Anaphylaxis [ Seizure disarder Medications (attach MAF if in-school medication necded)
Allergies L] None [ Ep! pen prescribed [ Behavioral/mental health disorder [ Speech, hearing, or visual impairment ;
. J h 1 None T 1Yes gist beiow)

. O] Gongenital cr acquired heart disorder [ Tuberculosis ffatent infection or diseass)
O3 Drugs (it} ] Developmental/learning prablem ] Hospitalization

. [ Diabetes {attach MAF) 1 Surgery
L] Foods sy 01 Orthopedic injury/disability £ Other (zpecify)
O Other gise Explain all checked flams above, O Addendinm attached.
Attach MAF if in-school medications needed
PHYSICALEXAM ... Daleof Exam:
Heigat em (il [ Physical Exam WHNL

M Abni Nt Abni M Abnt N Abini N Abnit
Weight kg (___ %ile) |0 7 Psychosocial Devalopment |J [T HEENT 1 3 Lymph nodes (] [J Abdomen I3 O Skin
BMI kg/m? (__ _ %igy |0 OLanguage O 1 Dental O O Lungs [ {7 Genitourinary [ I Neurological
. {1 [ Behavioral 1 [ Neck [ O Cardiovascular [ ][] Extramities [ O Back/sping

Head Circumference {age <2 yrs} om {___ _  %ile)

Describe abnormalities:

IR

DEVELOPMENTAL zpe. 0-6 gy | PRERE : : el L
Validated Screening Tool Used? Date Screened < 4 years gross hearing ) Cimr DAbn.‘ I:\Heferred
=1 yaar [ Well-balanced [ Needs guidance [J Counseled [J Referred
- Yes‘ [N — Dietary Restrictions [] None (1 Yes ffisf befow) OAE — i O DAt Clactorg
Sereening Restlts: [] WL >4 yis: pure tong audlometry i Oy OlAbet DlReferred
[ Defay or Cancern Suspected/Cenfirmed {(specify area(s) balow): Vision - " Date Done "Resulls.
[ Cognitive/Problsm Solving [ Adaptive/Self-Help 20721 o8 years: Vision. appears: P Ow T A
O communication/Language O Gress Motor/Fine Motar Bluud_ Lead Level (BLL} / / Jg, Acuity (requlred for new entrants Right /
[ Social-Emotional or [ Other Arez of Conceri: (required at age 1 yr and 2 and childron age 3-7 years} A F et
Personal-Social yrs and for those af risk) Y S S ug/dL [ Unable to test
Describe Suspected Delay or Congern; Lead Risk Assessment ) ; [ At risk (do RL1) Screeﬁed m;ith Glasses? O ¥BS [0 Ko
(annually, age 6 mo-6 yrs) _ ‘ Strabismus? i ElYes I:J No
[ Mot ai risk Dental )
5 Child Care Dnly = - - : Liiesn |visible Tooth Decay ©OYes ClNo
Hemoglohin or / ; o/dL Urgent need for dental refarral bain, sweling, infection) © OYes ONo
Chitd Receives EVCPSE/CSE services [l Yes T No | Hematoorit T v,  |Dental Visit within the past 12 months DlYes [IMo

Physician Confirmed History ot Varicella Infection [J

] Other

GIR Number | ‘ r ! ‘ { r l | | ‘ Report only positive immunity;
IMMUNIZATIUNS IJATES ) I9G Titers | Date
DTP!DTHP/DT __Jifi o Y S A SN SR S SN Tdap ¢+ 7 __4_ 4 | HepstiisB __ /s
™ _ . Y R Y S S MMR s Y A A S S Measles s ;s
Pelio ;s [ A Y S Varicela  __ ¢,  __ ¢, 4 i 4 Mumps ¢ 7
HepB ___» 4+ Y Y B Mening ACWY _ ; + Y S R S B Rubella __ ;4
Hib _ , 4+ _ Y S B R S HepA ;o i 4 i Varicella _ 4
PGV oy 4 Y A S S | Rotavirus _ ; I R Y Y S Polio 1 4
Influenza _ v 4 Y S S S S MeningB ;4 I S S Y N Pelio2 _ s 4
K S S S I 44 Cer ______ s/ 4 i i Polio3 ;4
ASSESSMENT L1Well Chi Problems st _lgpﬂqcude HEGOMMENDATIDNS EIFuH physical activity .
e (SDECM SRR el iy toeloovioh e AN OO SN
Follow-up Needed [INo 7 Yes, for Appt.date: __ /4
Referral(s): [INone [Early Interventon [OJIEP [ Dental [ Vision

Health Care Pragtitionsr Signature

Date Form Complated

. /—mfgmmnea} ] | | | | 1

Health Care Practitionsr Name and Degree foninb

Practitioner License No. and Staie

'TYBE OF EXAME:: (] feaE Current CI NAE Prler Year(s)
Comments - '_ .

Facllity Name National Provider Identifier (NPI) : .
Date Rewewed 3D I\EUMBEH

Address City State Zip e T | | I_ |
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