Endorsed by:  American Academy of Pediatrics, New Jersey Chapler
UNIVERSAL New JJersey Academy of Family Physicians

CHILD HEALTH RECORD New Jersey Dcparlment of Health
| T T T SECTION!-TO BE COMPLETED BY PARENT(S) _ S

|
" Child's Name | ('L'ast) (Frrst) I Gender
i [ Male [___I Female

Does Child Have Heallh Insurance? | If Yes, Name of Child's Health Insurance Carrier
[Jves [ONo

Parent/Guardian Name

Dale of Birth

T ] Home Telephone Number TWork Teiephone/Cell Phane Number

| Home Telephane Number Work Telephone/Cell Phone Number

Parent/Guardian Name

Ig:ve my consent for my ¢:hald Health Care Provu:ler and Chrld Care Prowder/SchooI Nurse to discuss the information on thl_s_ form.
‘Signature/Date T - I This form may be released to WIC.
Cves (Mo
(- ~ SECTIONII-TO B__E_'EOMPLEFED BY HEALTH CAREPROVIDER -
Date of Physical Examination: Results of physwal exammatlon normal? DYes [CINo
Abnormalities Noted: Weight (must be laken
within 30 days for WIC) o o
Height {must be taken
within 30 days for WIC) s
Head Circumference
(if <2 Years) R, | O
Blood Pressure
. o (if >3 Years)
IMMUNIZATIONS 7] trnmunization Record Atlached
o | O pate Next immunization Due: _ o R
R MEDICAL CONDITIONS__ P |
Chronic Medical Conditions/Related Surgeries ] None Commenls
@ List medical conditions/ongoing surgical [] special Care Plan
_concerns: Attached e
Med:cattonsn‘ reatments a Nong Somments
o List medicationsftreatments: 0 iﬁ?‘i’igﬂe Plan
Limitations to Physical Acnwt{ | T None L
s Lst Amitations/special considerations: O if;zl‘?;é:are Elan
Speclal Equipment Needs g i;ona. care P Comments
= List items necessary for daily activities A’lJlZZI:e " BISE 190
Allergies/Sensitivifies E None Comments
> List allergies: i’;’é‘;ﬁ;;arﬂ Plan
Special Diet/Vitamin & Mlnera[ Supplemems E]I fors! COMIENIS
« List dietary specifications: i’?;i':;gam Plan
Behavmrat Issues/Mental Health Diagnosis H piage 1 Sommpite
= List behavioral/mental health issues/concerns: iﬁ’;zlﬁ;dcare Plan |
Emergency Flans | ] Nane o | Comments T
e List emergency plan that might be needed and | [} Speciat Care Plan |
the sign/symptoms to watch for. | Aached T S S S
I PREVENTIVE HEALTH SCREENINGS = I
Type Screening Date Performed T Re:urd Value o Typa Seraening | Date F’_erfqnp_ed_ |k Note if Abnormal
_Hgbn’Hcl - i Hearing )
Lead: []Capitiary []Venous | . o fvision
TB (mim of Induration) B - Dental } .
_O_thfr: L Deveiopmenlal - ~
_Other ) — — | Scohos_l:.
I'j i have examined the above student and revlewed histher heaith hfstory It is my opm:on n that he/she Is medlcally cleared fo
— partlcy_yaﬁt_e»ﬁ{l_lz in alif child cars.:_(schoot activities, including phys:cal education and competmve contact sports, unless noted akove.
| Name of Health Gare Providar (Print - [ I
“Signaturciate - - SRS e

CH-14  JUL12 Disiribution: Original-Child Care Provider  Copy-PareniGuardian ~ Copy-Health Care Provider






