UN IVE RSAL Endorsed by:  American Academy of Pedlatrics, New Jersey Chapter

New Jersay Academy of Family Physicians
CH".D HEALTH RECO RD New Jersey Department of Heaith
Child's Nama (Lasl) Gender Date of Birth
OMale [JFemale / !
Doss Chitld Have Health Insurance? If Yes, Name of Child's Health [nsurance Camier
[yes [ONo

Parent/Guardian Name Home Telephone Number Work Telaphone/Cell Phone Number
Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phona Number

! give my consent for my child’s Health Care Provider and Child Care Provider/School Nurse to discuss the Information on this form.

Srgnamre{Data This form may ba released to WIC.
[Oyas ONe

Date of Physical Examination:

Oves

Results of physical examination normal?

Abnormalitias Noled: Weight (must be taken
within 30 days for WIC)
Height (musf be teken
within 30 days for WIC)
Head Circumfersnce
(if <2 Yoars)
Blood Pressura
(if >3 Yoars)
[ immunization Racord Attached
IMMUNIZATIONS (] Date Next Immuntzation Dus:
MEDICAL CONDITIONS
Chronic Madical Condltions/Related Surgeries L1 None Commeants
» List medical conditions/ongoing surgical [ special Care Ptan
concems: ___Attached
Medications/Treatmants E gone | Care Plan Comments
» List madications/treatments: !pada od
Limitations ko Physical Activity B None o | TN
« List limitations/special considerations: ipecial Cara Plan
ttached
Special Equipment Neads S:""e | Cars Pian Comments
» Llst tems nacessary for dally activiies Hfadﬂl ed
Allergies/Sensitlvitles Eg“s:;m Cars Plan Comments
+ List allerglas: Attached
Spedial DietVitamin & Mineral Supplements 8 :Dp::[al Care Plan Camments
» List dietary spacifications: ad
Bahavioral Issuss/Mental Heatth Diagnoss Sg‘""“ | Caro Plan Comments
» List behavioralimental health issuss/concems: pecial Care
Emargency Flans Ll Nona Comments
* List emergency plan thal might ba needed and | [] Special Care Plan
the sign/symploms to watch for: Attached
PREVENTIVE HEALTH SCREENINGS
Typs Screening Data Parformad Record Valua Type Screaning Date Parformad Note If Abnormat
Hgh'Hot . Hearing
Lead: [ Caplilary ] Venous Vision
TB {mm of Induration) Dental
Other: Devalopmental
Other: Scoliogls
‘:l I have examined the above student and reviewed his/her health history. It is my opinion thet he/she Is medically tleared to
participate fully in all child care/school activities, Inciuding physical education and competitive contact spoits, unisss noted above.
Name of Health Care Providar (Print) Heaith Care Provider Stamp:
Signature/Date
CH-14  JuL12 Distribution: Original-Child Care Provider  Copy-Parant/Guardlan Copy-Health Care Provider




