State of Connecticat Department of Edancation

7> Karly Childhood Health Assessment Record
(For children ages birth - 5)

To Parent or Guardian: In order to provide the best experience, early childhood providers must understand yoor child’s health peeds. This form
mmmm(hnnWchwmbewpmlmqu:mmﬁdammwmm@mgmmmmm
* low requires complets primary immumizations and 8 health assestment by 2 physician, an advanced practice registersd nurse, #physicien sssistant, or 2
legally qualified practitioner of medicine, an sdvanced practice registered purse or 2 physician assistant stationed at sy military base prior 10 eatering
m early chilébood program in Conpecticut.

: Please print
Child's Name (Lax, Fir, M63de) Birth Date (movadiyyyy) O Male OFemale -
Address (Sveet, Town and ZIP code)
Pareot/Goardian Name (Last, Firs, Middle) ' Home Pbone Cell Pbone
Early Childhood Program (Name end Phose Namber) ; Race/Bthnicity :

_ O American Indian/Alaskan Native O Hispanic/Latino
Primary Health Care Provider: : O Black, not of Hispanic origin ~ Q Asian/Pacific Islander

0 Whi ic orig a

Wl D White, not of Hispanic origin Other

Health Insurance Company/Number* or Medicaid/Number*

Does your child bave health insurance? Y N

Does your child bave dental insurance? Y N If your child does pot bave health insurance, call 1-877-CT-HUSKY
Does your child have HUSKY insurance? Y N
* If mpplicable

Part I — To be completed by parent/guardian.
Please answer these health history questions about your child before the physical examination.
Please circle Y if “yes” or N if “po.” Explaip all “yes" answers in the space provided below.

Arny bealth concerns Y N | Frequent exr infections Y N | Asthma treatment Y- N
Allergies to food, bee stings, insects Y N | Any speach jssues 'Y N | Seizare ¥ N
Allergies to medication Y N | Anyproblems with teeth Y N [ Disbetes Y. N
Any other allergies Y N | Has your child had a denta) Any beart problems Mo N
Any daily/ongoing medications Y N | examinmtoninthelastémonths Y N | Bmergency room visits Yoo N
Any problems with vision Y N | Veryhigh orlow activity Jevel Y N | Anymajor illness or injury Y N
Uses contacts or glasses Y N | Weightconcemns Y N { Any operations/surgeries ¥ N
Any hearing concerns Y N | Problems breathing or coughing Y N | Lead concerntipoisoning Y N
Developmental — Any concern about your child’s: Sleeping cdoeerns Y N

). Physica) development Y N | S Abilitywcommunicateneeds Y N | High blood pressare Y N
2. Movement from ope place 6. Interaction with others Y N Eating concemns XN
to ancther Y N | 7. Bebavior Y N | Toileting concerns Y N
3. Social development Y N | 8 Ability to understand Y N | Birthto 3 services ¥ N
4. Emotional development Y. N 9. Ability 1o use their hands YN Preschool Special Bducstion e N

Explain all “yes™ answers or provide any sdditional information:

Have you talked with your child's primary bealth cere provider about mny of the above concerns? Y N

Piuulinmynﬁiuﬂmmchﬂd
*ﬂ]nedwtlkcdmiugprogmhws: . :
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] give rmy consent for my child’s beslth eare provider and early
childhood provider or bealt/narse consultent/coordinaor 10 discuss

the informstion oo this form for confideatia) use in meeting my

child's beakth and educationa) peeds fn the exrly chilhood program.  Signanre of Prrent/Guardian Date

ED 191 REV. 82011 C.G.5. Section 10-18a. 10-208, 180.79{x), 192-8T(c); PH. Code Section 183-75-5a(a)2). 192-87>-100(2)




ED 191 rev. a2

Part I — Medical Evaluation
Health Care Provider must complete and sign the medical evaluation, physical examination and immunization record.

Child's Name . Birth Date Date of Exam
Q 1 have reviewed the health history information provided in Past 1 of #his form (mm/ddfyryy)

‘Physical Exam

Note: *Mindated Screening/Test to be eoenpletad by provider.

*HT ___injexr___% *Weight Db ___oz/__% BMI__/__%

(mmvddiyyyy)

*HC._. m/m % *Blood Prescwre ____/___

(Birth - 24 moaths), (Ampeally 2 3 - § yewrs)
Screenings . :
*Vision Screening *Hearing Screening *Anemia: at 9 o 12 months and 2 years
Q EPSDT Subjective Screen Completed O EPSDT Subjective Screea Completed
(Brth to 3yrs) (Birth to 4 yrs)
O EPSDT Anpoally &3 yrs O EPSDT Ansually at 4 yrs
(Early xd Pesiodic Screening, (Exrly and Pepiodic Screening, = '
Disgnosis tnd Treatment) Disgnosis #d Treatment) Hgb/Hct: *Date
: ; - ; e S Lead: at 1 and 2 years; if po resalt
. . :at years; if o :
With glasses 20/, 20/ QOPsss  QPas .
Without g QFil QOFa s, i
i - — Lead poisoning (2 10ug/dL)
poisonin
O Unable to assese 0O Unable to assess
o] o
O Refeml made to: O Referral made to: e
*TB: Highrisk groop? QNo O Yes Dental Conesrns QO No O Yes T ot *Date
Test dose: ONo 0O Yes Date: O Referral made to:
Results: Has this chid received dental care Other:
Treatment ___ in the last 6 months? ONo O Yes
*Developmental Assessment: (Birth - 5 years) ONo O Yes Type:
: Results:
*IMMUNIZATIONS QUptoDateor Q Catch-up Schedule: MUST HAVR IMMTUINIZATION RECORD ATTACHED
*Chronic Distase Assessment:

Astoma  .ONo OYes Olmermiment OMidPersistt O ModeratePersistent O Severe Persistent O Exercise indoced
If yes, please provide a copy of an Asthma Action Plan

O Rescoe medication required in child care setting:  QNo O Yes

QNo OYes:

Epi Pen required: QNo QOYes
Histerykisk of Ansphylaxis: O No O Yes: QOFood Olnsects OLatex O Medication O Unknown source

If yes, please provide o copy of the Emerpency Allergy Plan
Diabetes ONo OYes: OTypel OTypell Other Chronic Disesse:
Seinres ONo QOYes: Type i

Allergles

Q This child bas the following problems which may sdversely affect his or ber educational experience:
QO Vision QAuditry (FSpeechlanguage O Pbysical O Emotional/Social O Behavior

O This child bas 2 developmenta) delay/disability that may require intervention at the program.

O This child has a special health care peed which may require intervention at the program, e.g., special diet, Jong-term/ongoing/daily/emergency
medication, history of contagious disease. Specify:

O No QYes This chiddhas 2 medical or emotional illnest/disorder that now poses a risk to other children or affects his/her ability to participate

safely in the program.

O No O Yes Bused on this comprebensive history and physical examination, this child has maintained his/her level of weltpess.

O No OYes This child may fully participate in the program.

QO No O Yes This child may fully participate in the program with the following restrictions/adaptation: (Specify reason and restriction.)

ONo O Yes s this the child's medical home? O T would like to discuss informatiagi this report with the early childbood provider
and/or nurse/health consultant/coordinator.



Birth Date: REv. $2011

Immunization Record
To the Health Care Provider: Please complete and initial below.

Chua’s Name:

Vaccine (Month/Day/Year)
Dose 1 Dose 2

Dose 3 Dose 4 Dose § Dose &

DTP/DTYP/DT

IPV/OPV

MMR

Mesasies

Mumps

Rubells

b

Hepatifis A
_Bepatits B

Varicella

PCV* vaccine

Rotaviros

MCV*

F

Other

*Pneumococea] conjugate vaccine
|
**Meningococcal comjugate vACCIne

Disease history for varicella (chickenpoz)

(Date) (Confirmed by)

DT Nooe
Polie None
MMR None
HepB Nooe
20r 3d0%es | | booster dose | | booster dose | 1 booster dose | 1 booster dose Imﬁw
HIB None 1 dose 2doses .| depending 00 sher 1st after 1nt after It afer I st
vaccive given’ | birthdey* birthdry* birthday' brhdry | binbdey’
1doseafier | 1dosenher | 1 dosefeer
Istbirbdey | Isbirddry | lstbirtdsy
Varicella None None Nooe None None None ox peicr hisory | or pricr bise “Ww
of disease'? | of disease? | of Gsexse™
Poeamocoecal
] dose after ] dose after 1 doseafter | 1doseafier | 1dose her
m:"’“‘m'" Hoss 1 dom 2 doses Jdoses | ) bimhday | Isbirthdsy | Istbirbdry | Imbirhdry | 1stbirthdey
Hepotitis ] dose after | ] dose sfier 1 dose after | 2 doses givea | 2 doses given
T iy o T Hom Istbirhday' | 1stbirthday' | 1st birddey® |6 mooths spert’|6 mooths spent®
Infloenra Nooe Nooe lor2doses | lor2doses | lor2doses® | 1or2doses® | 1or2doser® | 1 or2domect | 10r2doms’
1. Laborsicry coatirmed imemenity a0 scceptable
1 Phrysicin diagrosis of disease

3. A complex primary series is 2 doses of PRP-OMP (PedvazHIB) ox } doses of HYOC (AcHT or Pentacel)

4. As8 Sad boorer dose I e child completed the primary secies befors age 12 months. Chikdres who recsive the first dose of Fib 0a or after 12 mows of age aad bafors 15 movths of age are
wnmimmumm-'mmmmummaumumnﬂnwnmmmm

5. Hepatits A is required for al childres bora afier Jamoary 1, 2009

6. Two doses 1n the parne My season are raqired for chiddran who have not previously racaived an influents vaccination. with 8 single dose required during ssbsequest sessons

Initill/Signatare of bealth care provider MD/DO/APRN/PA Date Signed Printed/Stamped Provider Name snd Phooe Number
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