CHILD CARE PROGRAM

HEALTH CARE SUMMARY
(To be completed by health care provider)

PROGRAM ENROLLMENT DATE

CHILD'S NAME BIRTHDATE HEIGHT (PERCENTILE) WEIGHT (PERCENTILE)
ADDRESS PHONE NUMBER
PHYSICAL FINDINGS (N=NORMAL; A=ABNORMAL)
AREA N/AB COMMENTS AREA N/AB COMMENTS

1. Head 11. Cardiovascular
2. Face 12. Abdomen
3. Neck 13. Genitals
4. Eyes 14. Extremities
5. Ears 15. Joints
6. Nose 16. Muscle Tone
7. Mouth 17. Skin
8. Throat 18. Neurological
9. Chest 19. VISION
10. Spine 20. HEARING

LAB FINDINGS
HEMOGLOBIN/HEMATOCRIT URINALYSIS SICKLE CELL BLOOD LEAD MANTOUX OTHER

1. Assessments:
2. Does this child have ALLERGIES?

Recommendations:

oNO

O YES Specify:

Is there a condition which may result in an emergency?

oNO

O YES Specify:

Emergency Plan:

IMPORTANT HEALTH PROBLEMS

FOLLOWED BY (NAME AND TITLE)

SPECIAL CARE NEEDED IN CHILD CARE PROGRAM

5. Is this child developing appropriately for his/her age?

Program are needed?

O YES

ONO

If not, what modifications in the Child Care

6. Nutrition: Is a special diet necessary?

Milk (Whole, 2%, etc.)

ONO

O YES Type of Formula:
Until what age?
Age for introduction of solid foods:

Cereal

Meat
Orange juice
Vegetables

Fruit

Eggs
Table foods

HOW LONG HAVE YOU BEEN SEEING THIS CHILD:

NAME OF CLINIC, IF APPLICABLE:

ADDRESS

PHONE NUMBER

SIGNATURE OF HEALTH PROVIDER:

DATE OF EXAM:

DATE FORM COMPLETED:




