INTERLOCAL CAP HEAD START

CHILD’S NAME BIRTHDATE
PARENT'S NAME ADDRESS
PHYSICAL EXAMINATION
HEIGHT WEIGHT AGE BLOOD PRESSURE
IN.OR CM. | PERCENTILE | LB. OR KG. PERCENTILE YEARS MONTHS
8w | X
DOES THE EXAMINATION REVEAL S |% va DESCRIBE .FULLY ANY ABNORMAL FINDINGS
ANY ABNORMALITY IN Bolwg
A L E
4 D

GENERAL APPEARANCE, POSTURE, GAIT

SPEECH

BEHAVIOR DURING EXAMINATION

SKIN

EYES: EXTERNALS

OPTIC FUNDI

EARS: EXTERNAL AND CANALS

TYMPANIC MEMBRANES

NOSE, MOUTH, PHARYNX

TEETH

HEART

LUNGS

ABDOMEN (INCLUDE HERNIAS)

GENITALIA

BONES, JOINTS, MUSCLES

NEUROLOGICAL EXAMINATION

OTHER

DEVELOPMENTAL SCREENING EXAMINATION

GROSS MOTOR FUNCTION

NOAMAL
FOR AGE

OTHER
{(EXPLAIN)

REMARKS

FINE MOTOR AND MANIPULATIVE
FUNCTIONS

ADAPTIVE FUNCTION

LANGUAGE FUNCTION

PERSONAL - SOCIAL FUNCTION

IMMUNIZATION RECORD (NOTE DATE AND ANY ADVERSE REACTIONS)

DIPHTHERIA, | ORIGINAL |#1 42 #3
PERTUSSIS, SERIES
TETANUS, BOOSTERS |#1 #2 #3 #4 #5
(DPT) {DT AFTER AGE 6)
FOR EACH IMMUNIZATION, INDICATE TYPE OF VACCINE {OPV-T = TRIVALENT ORAL OPV-| = TYPE 1 ORAL; § = SALK
POLIO #t #2 #1 #4 #5 #6
MMR VARICELLA
HiB PREVNAR
HBV LEAD SCREENING
SCREENING TESTS RECORD REASON FOR NOT ADMINISTERING TB TEST
INTRADERMAL DATE
TUBERCULIN TESTS | RESULT :
DATE RESULT DATE RESULT
HEMATOCRIT U“'NS;YS‘S
HEMO%}?.OB!N URINE
CULTURE
SIGNATURE OF PHYSICIAN DATE




DENTAL HEALTH RECORD

CHILD'S NAME: SEX: BIRTHDATE:

HEAD START CENTER: PHONE:

ADORESS:

1. IS THE CHILD it "yas,” include lepgth of time 2. DOES THE CHILD HAVE ANY TROUBLE WITH TEETH
NOW RECEIVING: recaiving fivoride GUMS, OR MOUTH THAN THE PARENT KNOWS
Topical Fluoride Application? No Unknown Yes ABQUT?

Fluoridated water? Na Unknown Yas
Fluoride Supplement diet? No Unknown Yes
{tablets liquid )

3. CHILD [_._HAS, _HAS NOT) PREVIQUSLY SEEN A DENTIST, 7. BO0URCE OF REIMBURSEMENT OR SERVICES
Cantist's name . Dats last visit_____ [J EPSDT/Medicaid

4 CHILD (___IS, __._IS NOT) UNDER A PHYSICIAN'S CARE. LI Federal, State, or Jocal Agency
Physiclan's nama

5. CHILD (__IS, __IS NOT) RECEIVING MEDICATION. [ Head Start
Type O 1n-kind Provider

€. CHILD IS REPORTED TO HAVE (Giva detalis or attach Health [] Parents/Guardians
History, Form 24). YES NO YES NO {J Other {3rd Party)

Allergiss e ——  LlverDis. — . {8 PRIORITY GROUP
Asthma —m —— Rheumatlc Faver ___ ___ O A. Needs Attention Immediately
Bleeding ___ ___  Sickle Cell Dis. —— (J B. Neads Attention Soon
Diabates —— ___  Other(LIstBeiow) ___ ___ 1 C. Needs Routine Care
Epllepsy —
Hear/VascularDis. ____  ___

9.

TREATMENT: missing { :

ORAL CONDITIONS BEFSHE 0. EXAMINATION AND TREATMENT RECORD (List recommended services in order),
decayed ( ). or flilsd

{ ) Indickte restorations oolh Description Treatment | Date Sarvica ADA Actual
you perform in itam 10. 4 o | Surfaces of Work Approved Pur lormed Procedura Charges
) atie] MO DAY YA, Numper {Fea)
H —

LEFT
] "
T K
s t
R LNGUAL M
N
3 p

g

11.DENTAL NEEDS (Chack one or more and raturn 3 coples to Head Start after first visit).

3 A, TREATMENT [restoration, (1 B. CLEANING {0 C. FLUCRIDE
pulp tharapy, exiraction)

0D. OTHER (] E. NO PROBLEMS

Approximate number of vislts Approximate coat

12.CHILD ORAL HEALTH SUMMARY (Comp/ste and retumn 2 copies to Hesd Start atter final visit).

All planned treatment ( ___Is, ___Ia not} completa. If not, explain here, as well as items checked,
[a.  Routlne recall visits 0Jc. Dietary problam(s) O e Harmfu! aral habits
Jb.  Special home amphasis, [0 d.  Developmental problem{s) [ t. Needs {luoride supplement

oral hyglene
i certity that | have compisted the service!s) listad in Par! I, tam 10, and that Itamized ¢harges do not

exceed my usual and customary fees,
Signature Date




ICAP Head Start Vision Screening

Teacher's Name:

Classroom:

Chitd’s Name:

Child’s Age:

Address:

Parent(s) Name: —

Has the child visited an eye doctor before? Yes No

Eyve Examination

Vision: Right Left
Needs Another Exam: Yes .l_\lo _
Needs Corrective Work: Yes No
Comments:

Date of Examination:

Doctor's Signature:

{Revised 7-7-06)



