CHILD & ADOLESCENT HEALTH EXAMINATION FORM
NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE — DEPARTMENT OF EDUCATION

Please
Print Clearly

NYC 1D (0sts)

Wil

TO BE COMPLETED BY THE PARENT OR GUARDIAN :
Child’s Last Name First Name Middie Name Sex [ Female |Date of Birth (MonthvDay/Year)
[ Mae / /
Child’s Address Hispanic/Latino? |Race (Check AL hat apply) [ American Indian — Asian [ Black [J White
I1Yes (N0 | | Native Howalian/Pacific Isiander  Other
City/Borough State Zip Code School/Center/Camp Name District ____ | Phone Numbers
Number __ ____|Home
Healthinsurancs (] Yes | _ Parent/Guardian Last Name First Name Email Cell
(including Medicaid)? (J No | — Foster Parent Work
TO BE COMPLETED BY THE HEALTH CARE PRACTITIONER
Birth history (age 0-5 yr3) Dmﬂndildladdesceﬂhmapastwmﬂmdalwdmfw
U seks gostation | ASIhma check sevarity and attech MY | | imermittent | | Mild Persistent | | Moderats Persistent | | Severe Persistent
i pcted, |\ ¥ persisient, check all cumrent medication(s) | | Quick Relief Medication | | Inhaled Corticosteroid | | Oral Steroid Other Controller | | None
(] Complicated by Asthma Control Status | | Well-controlied | | Poorly Controlled or Not Controlied
[ Anaphylaxis DSemnm [Medications (attsch MAF ¥ in-school medication nesded)
Altergles () None (J Epi pen prescribed ] BehavioralUmental health disorder (] Speech, hearing, or visual impaiment ) None 3 Yes (aat beows
[J Congenital or acquired heart disorder (] Tuberculosis (latant infaction or disease)
(] Drugs (ist) goewopmmﬁngpmblem DHomezaﬁon
" Ay Surgery
[ Foods (s Domopodic iniwyldisabtmy [ Other (specify)
O] Other gisy Expiain all checked iems above. | | Addendum
Attach MAF in In-school medications needed
PHYSICAL EXAM Date of Exam: ___/___/___ |General Appearance:
Height o (L %ie) [ Physical Exam WNL
LR N A N Abol M Abol M Abol
Weight kg ( — — %ile} |7 [ Psychosocial Development | (J HEENT (] O] Lymph nodes [ Abdomen [ [ Skin
BMI kg/m? (__ __ %ile) |0 O Language (] [ Dental 1 O Lungs — [ Genitourinary (J (1 Newrological
(] [J Behavioral [ [J Neck [J [J Cardiovascutar — — Extremities (] (J Back/spine .
Head Clrcumference (age <2 yrs) em (il [ ibe abnormalities: ;
| Blood Pressure (age 23 yr3) losi oo,
DEVELOPMENTAL (age 0-6 yrs) Nutrition Hearing Dats Done Results
Validated Screening Tool Used? Date Screened |< 1 year (] Breastfed _ Formuia [ Both < 4 years: gross hearing [/ iCm DAl (lRefered
ClYes ONo o R le“l“"'a"’ufu“éﬁ:‘:g“‘ P,"”“""D""““‘ OAE I/ iOm O ClRetarsd
Screening Results: (] WNL > 4 yrs: pure fone audiometry A/ iOm DAl [JRefered
| | Delay or Concem Suspected/Confirmed (specify area(s) below): Vision . Dats Done Results
[ Cognitive/Problem Sokdng ~ _ Adaptive/Sel-Help SCREENING TESTS fle B Pty . <3 years: Vision appears: A Y RV
[ CommunicatioLanguage —_ Gross Motor/Fine Motor Blood Lead Level (BLL) / / PY/AL | pruity (requirsd for new entrants Right /
[ Socia-Emotional or Z Other Area of Concenn: (required at age 1yr and 2 and chidren age 3T years) =~ —/— /et [
Personal-Social yrsand for thoss atrisk) | /| pg/di [ Unable to test
Describe Suspected Delay or Concem: Lead Risk A ¢ . ’ [ Al risk (do BLL) | Screened with Glasses? 8:: gNNz
(annually, age 6 mo-6 yrs) | —— —— ] Not at risk Stablsmus?
~—— Child Care Only —— Visible Tooth Decay i OYes ONo
Hemoglobin or / / gdL MMVWWMMHIMM)‘ OYes [INo
Child Recaives EVCPSE/CSE services [ Yes (] No| Hematocrit = s g U0l Vel i e i 32 Sonb i Ows [k
c1RNumbef| | | | l r l l lJ Physician Confirmed History of Variceita Infection [J Report only positive immunity:
IMMUNIZATIONS - DATES lgG Tm[Dale
1 S ) B ST SN (ne NS /4 iy i ORNL o et SRR 1y (SN Lol e, [y T T U SR b1 |HepatitisB __/___/
7 e KA SRR o1 L el N ety sl et gy cou oy [l Sy N MMR _ / / T R, e T Measles _ /  /
PORO”, - o s e SRS i Ve ok v e [0 oo o fines Varicella /4 e R ) o e Mumps ¢ /_
;AR ey NS iy A ST R ey |ty IS S Y RSN e 1 Mening ACWY /1 7 Rubelta _ /s /
W ki fR B St Wi et S D e BT Rt S e S HOpA:. )t b Ty T4 & Varicella _ /1
ey Oy T SORNE By [ V0 Tl GRM ety oty T [IONS ) TCa Nly [Sl iat Rotavirus __ / /. Ay NS R 1 TR Polio 1 AN
INfnrgy _ = /bR e e e pa Rt e e f e el B o Y e e (e WIS NN SR 1 e Polio2 /1
T iy e et o) YA L R I Sy P SIS G e ) | S e S By A e R e e e Pollo3 __ /1
ASSESSMENT ] Weill Child (200.129) [ Diagnoses/Problems (isp 1CD-10 Code | RECOMMENDATIONS ] Full physical activity
| | Restrictions (specify)
Follow-up Needed (] No [ Yes, for Appt.date: __/___ 1 __
Referral(s): — None [ Earlyinfervention [(JIEP — Dental — Vision
| | Other
Heaith Care Practitioner Signature Date Form Completed DO mrl l l [ I l
) ST AN R T LD.
Health Care Practitioner Name and Degree (orin Practitioner License No. and State TYPE OF EXAM: [JNAE Current (] NAE Prior Year(s)
; Comments:
Facility Name National Provider Identifier (NP =
Date Reviewed: 1.D. NUMBER
Address City State Zp / /
REVIEWER:
Talanhana Tea Temai —




