ParenuProvider till In this part.

Parenls may wrile immunizatlen dates; health protessional should verify and camplete all data.

CHILD HEALTH REPORT

LS5 PA CODE §63270.131, 3200131 AND 3290.131)

CHILD'S HAME: {LAST) (FIRST) PAREMT/GUARDLAN:
DATE OF BIRTH; HOME PHOME: ADDRESS;
CHILD CARE FACILITY NAME:

FACILITY PHOME: COUNTY: V/ORK PHOME:

00 [ authoriza the child care stafl and my child’s health prolessional to communicate directly it needed to clarity intornation on this tarm about my ehild,

PARENT'S SIGNATURE:

]

. DO NOT OMIT ANY INFORMATION
This form may be updated by a health professional. Initlal and date any new data. The child care facllity needs a copy of the farm,

HEALTH HISTORY AMO MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AN
0 NONE D DIAGMOSIS/TREATMENT [N EMERGENCY (DESCRIBE, IF AMY):

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DI
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDmoEr' e oATIOns
O MNOME

CHILD'S ALLERGIES {DESCRIBE, IF ANY):

NAL SHEETS [F NECESSARY.

0 MNOME

LIST AMY HEALTH PROBLE#S OR SPECIAL NEEDS AND RECOMHENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SH
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, [NCLUDIMNG INDICATION OF SPECIAL TR
EQUIPMENT AMD PROVISIOM FOR EMERGEMCIES. +

0O MNOME

EETS IF MECESSARY TO

IN YOUR ASSESSMENT, IS THE CHILD ADLE TO PARTICIPATE IN CHILD CARE AND DOES THE CRILD APP -
COMMUNICABLE DISEASES? EAR TO BE FREE FROM CONTAGIOUS oR

O YES O MO [F NO, PLEASE EXPLAIMN YOUR AMSWER:

AINING REQUIRED Fop STAFF,

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE NOTE OELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCRE
SCREENINGS LISTED It THE ROUTINE PREVEMTIVE | THE SCREENING WAS ADNORMAL, PROVIDE THE DATE "mEEA scﬁ%ggﬁ:éﬂ\ﬁs
HEALTH CARE SERVICES CURRENTLY RECOMHENDED | INFORMATION ABOUT REFERRALS, TMPLICATIONS OR ACTIONS RECOMM

S WERE ADNORMAL,
NS COMPLETED AND

BY THE AMERICAM ACADEMY OF PEDIATRICS? (SEE CARE FAC:[[_‘n’Y g
SCHEDULE AT YW'W\WAAP.ORG) - -

VISION (subjective untll age 3)

YES 0O MNO
a YE! HEARING (subjectlve until age 4)

LEAD

RECOND DATES RF'IAI}!_MQ_ﬂl?_{'\‘[lﬂd?fg BELOW 'OR ATTACH A PHOTOCOPY OF THE CHILD'S IMMUNTZATION KECORD

ENDED FOR THE CHILD *
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HEDICAL CARE PROVIDER: SIGHATURE OF PHYSICIAM, CRHP DR PHYSICIAN'S ASSISTANT
ADDRESS:
TITLF:

PHOMNE: LICEHSE HUMPER: OATE FOIRM SIGHED -
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