Endorsed by:  American Academy of Pediatrics, New Jersey Chapter

UNIVERSAL New Jarsey Academy of Family Physiclans
New Jersey Department of Health and Senfor Services

Date of Bith

. [ Gender
_ 7 - | - | OMale []Female / /
Doas Child Have Health Insurance? If Yes, Name of Child's Health Insurance Carrier
{lves [No -~ : o
ParenyGuardian Name Home Telephone Number Work Telephene/Celi Phone Number
Parent/Guardian Name Home Telephone Number' Work Telephane/Cell Phone Number
1 give my consent for my child’s Heaith Care Provider and Child Care Provitler/School Nurse fo discuss the information on this form,
Signature/Date ’ : ’ This form may be released to WIC,
SR T SECTIONIETOEE GO THCARE EROVIBER S RGN R s
Date of Physlcal Examination: [Oves = [INo
Abnormalities Noted: Weight {must be faken
: _ within 30 days for WIC)
Helght (must be taken
within 30 days for WIC}
Head Circumference
{if <2 Years)
Blood Pressure
(if >3 Years}
1 iImmunization Record Attached
[ZATION
IMMUNIZATIONS ) [ Date Next Inmunization Dus:
MEDICAL CONDITIONS
Chronic Medical Conditions/Related Surgeties £1 None Comments
+ 1ist medical conditions/ongoing surgicat ] Speciat Care Plan
COncems. K Aftached . _
Medications/Treatments ) g gss:ial Care Plan Comments )
« List medications/trealiments: Attached i
Limitations to Physloal Activity E NG Commernis
» List imitations/speclal considerations: Attached
Special Equipment Needs S g:z;al Gare Plan Comments
» List items necessary for daily activities Attached
U None Comments
Aliergles/Sensifivities %
] . Speclal Care Plan
+ List allargles: . Attached
Speciat DletVitamin & Mineral Supplements 8 g:;‘;a] Cm'ﬂ Pla, Comments
+ - Ligt dietary speclfications: Attachad
Behavioral Issues/Meantal Health Dlagnosis gg‘m; { Care I Camments .
+ List behavioralfmental health Issuesfconcems: A?te dl Lare Fian .
ached
Emergency Plans 1 None Comments
+ List emergency plan that might be needed and | ] Special Care Plan
the sign/sympterns to watch for: ] Attached
B PREVENTIVE HEALTH SCREENINGS
Type Screening Date Performed Record Value Type Screening Date Performed Note if Abnormal
Hgb/Het Hearing
tead: [T cCapliary [ Venous Vision
TB {mm of induration) Dental
Other,, Deveiopmental
Other: : Scoliosis -
D | have examined the above student and reviewed his/her health history. If is my opipion that he/she is medically cleared fo
participate fully in ail child care/school aclivities, including physical education and compelitive contact sports, unless noted above.
Name of Health Care Pravider {Prinf) Health Care Provider Stamp: .
Signature/Date

CH-14 SEPO8 Distributicn: Original-Child Care Provider  Copy-Parent/Guardian  Copy-Health Care Provider





