New Hampshire Early Childhood Health Assessment Record (page 1 0f 2)
FOR USE FROM BIRTH THROUGH GRADE 3

To Parent or Guardian: In order to provide the best experience for your child, early childhood providers and school staff
must understand your child's health needs. This form requests information from you (Part I) which also will be
helpful to the health care provider when he or she completes the bea!th evaiuatmn (Part li).

PartI: FAMILY INFORMATION AND HEALTH HISTORY (to be completed by parent or guardlan}
Important: Complete this page BEFORE you give this form to your child's primary care provider.

Please print
Name of Child/Student (Last, First, Middle) Birth Date Sex Primary Care Provider
Address (Street) Town and ZIP Code
Parent/Guardian (Last, First, Middle) Home Phane Number Work/Cell Phone Mumber
*If your child does not
have health insurance,
Is your child currently enrolled in WIC? Yes | No Does your child have healthinsurance? Yes [ No* call 1=877=-464=2447
(NH Healthy Kids)

Please check "Yes" or "No" next to each question below. Use this checklist to talk to your child's healthcare provider about your answers.
Yes No

1 Do you have any questions or concerns about your child's health, development, or behavior?
Do you have any concerns about your child's eating or sleeping habits?

Has your child had a dental exam in the past 6 months?

Does your child have any ongoing health problems (such as asthma, diabetes, or seizure disorder)?
Does your child have any allergies (to food, medication, insects, latex, etc.)?

Does your child require a special diet while in school or other early childhood program?
Does your child take any medications (daily or occasionally)?

Does your child have any difficulty with his/her vision, hearing, or speech?

In the past 12 months, has your child experienced any difficulty with wheezing or coughing?
In the past 12 months, have you been concerned about a change in your child's weight?

In the past 12 months, have you noticed any change in your child's appetite or thirst?

In the past 12 months, have you noticed that your'child is urinating more frequently?

Has your child ever been hospitalized or had any operations, procedures, or special tests?
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3
Explain any "yes" answers here. Give approximate dates for any hospitalizations, operations, or serious illnesses
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PERMISSION TO EXCHANGE INFORMATION

Name of Parent/Guardian g s ;
i 00 , authorize and request my child's primary care provider

to exchange information about my child's health and development with the program/school listed below. The information may
be provided by phone, fax, mail, or in person. | understand that the disclosed information will be considered confidential and will
be used for the health and educational benefit of my child and family. Except as needed to comply with federal and state
requlations, it will not be re-disclosed to any other person, school, or agency without my consent. | understand that this form
will expire in one year unless | choose to cancel my permission in writing before that time.

?.(31 'SiiU.-' 4 i~.. hic 'l NS L‘- I IT'L‘
Name of Program/School Requesting Information
7 ".il.\\lf‘}"i"\‘\*- S Coontor A NH 0330\
Program/School Mailing Address Signature of Parent/Guardian Date

RQag- 134) @05) 228-3353

Program/School Telephone Numbér Fax Number Signature of Witness Date

Endorsed by the NH Department of Health and

Human Services; the NH Department of Education, (&RY } iR
NH Women, Infants & Children Nutnition Program; [h]\.utmull nl l dm lllllll WI

Head Start; and the NH Pediatric Society

May 2011




New Hampshire Early Childhood Health Assessment Record (page 2 of 2)
Part Il: PHYSICAL EXAMINATION, SCREENING, AND MEDICAL CONDITIONS

(To be completed by the child's primary care provider)

Name of Child/Student Date of Assessment
PLEASE ATTACH COPY
Birth Date Date of Next Scheduled Assessment OF IMMUNIZATION RECORD
{must be taken within Body Mass Index (BMI)
W 60 days for WIC) ilg {if = 2 years)
{must be taken within . [ 5-84thsile [ <sthsbile
HT in/ecm i
g 6o days for WIC) [ 85-94th%ile > gsthssile

S ] . . [ Within normal range
2| HC o nfcm | BP (f 2 3years) / 0> 95th % ile

E Normal Follow-up Please comment on any Hindings outside of normal range,

o Yes No Indicated including timeframe for re-evaluation, if applicable:

35 | HEENT O O O

— | Dental/Oral health O a O
@ | cardiac [} O O
& | Lungs O O O

= | Abdomen O O O

O- | Back/Extremities O O O

Breasts/Genitalia O O O
Neurologic O O O
Skin O O O
& PLEASE NOTE: Objective heanng screening beginning ot age 4 yeors 1z REGUIRED Jor Head Start
z e ] L OoPrass [OFail . [ Audiometry
g Date performed: / / R O pass CIFal Method: O] OAE
T | Was child referred for rescreen or further evaluation? Y[OJ N[ Does child wearahearingaid? YO NO
PLEASE NOTE: Objective vislon screening beginning at age 3 years 1s REQUIRED Jor Head Start
| 3 L 20/ O Snellen Oother
o = .

g 2 Eate performed: / / R 20/ Both 20/ Method: = Tumbling €
7] Was child referred for rescreen or further evaluation? YO N[O Does child wear glasses? yO NO
E PLEASE NOTE: Hgb or HLT values ot ages 1 and 2 years,

a ond lead levels at ages 3, 2, and 3-6 years are REQUIRED for Head Start. Typically developing: Y N Referred
@ HGB: gldL  HCT: %  Date: / / g Gressmotor | - O O 0O
= z

= HGB: gldL  HCT: % Date: / / E Fine motor O o O
gf @9 Lead: mcg/dL Date: / / ; Language/cammunication O O O
@

o 3 | Lead: o mcg/dL Date: / / % Problem-solving O a4 O

Lead: mcg/dL Date: / / § Social/femotional o d O
Is child at risk for TB? NO YO g
Screening tool(s) used:
If yes, PPD result: POS [ NEG  Date: / /
Chronic medical conditions/related surgeries? |[[(ONo [JYes
[JSpecial care plan attached* I:lst special need?/consfderaﬂcns and medications #rn’ow (other than
Niadicotlons of trestments? O Ov in attached special care plans). Please attach Special Meals
= » = Prescription Form, if applicable.
- [JSpecial care plan attached*

8 Allergies/sensitivities? One  [Cyes
Q [Special care plan attached*

E Behavioral issues/mental health diagnoses? OONe  [Cves

B [C1Special care plan attached*

3 Limitations to physical activity? [CINo  [OYes
Ui'_:;_ [JSpecial care plan attached*
Special equipment needs? CONo  [JYes
[OSpecial care plan attached*
Special dietary requirements? ONo  [CJYes
[JSpecial care plan attached*
Name, address, and telephone no. of health care provider (please print or use stamp):
Signature of Health Care Provider Date
*Please attach any special care plans or other information




