i) HEALTH CARE PROGRAM FOR CHILD CARE
5. HEALTH RECORD -~ CHILD

Stete Form 48989 (R5 1 7-19)

FAMILY AND SOCIAL SERVICES
ADMINISTRATION - MS02
402 W. Washington S1., Room W362
Indianapolis, ¥ 46204

Name of chitd (ast, first) Date of birth (montk, day, year) Date of admisslon {(month, day, year)
Address {number and sireel, city, state, and 2IP code)
Child lives wilh {refationship) Name Telaphone number
( )
Communicabte Disease Month / Yoar Condition Explain if prosent
Allergles: e e e ]
Handicapping conditions; N e e
Soraenings Result | Date (month, day, year)
TB Risk { Symptom Other: Y
Dovelopmental Sereen 1V e e oemmnnnnd
Lead

L PHYSICAL EXAMINATION .

Date of axannlh. dy, a)

Age of child
Skin Heart
Lymphnodes Lungs
Eyes Abdoman
Ears Genitalia
Nasopharynx Skeleton
Teath and Mouth Other:
Note any unusual findings:

Lops this child have any heallh condition thal would be hazardo

o ug etther to the child or to other children in a group setting as a result of participation in nonmeal agtivities {inciuding sportsy?
Yos [] Mo

________ LNo _IE )’f‘?x " 995 mo_:iu_lca!ix{nwgr_ normal activiles woutd be necessary to protect the ehitd and the chitd's classmates:
Have you lEsMbed any medications or specinal routines which should be Ingiudud in the certer's plans for this child's aclivities? Explaim
Yoo No




< -
HISTORY OF IMMUNIZATIONS AND TEST (indicate monéth / day / year)
: i
1 2 3 4 5 ’
DTaP /DT
1 2 3 4
Hib
1 2 3 4 5
PV {Polio}
1 2 3 4 5
* [ Influenza (Flu)
1 2
Measles Mumps
Rubella (MMR)
1 2 3
Rotavirus (RGE)|
1 2
Varicella : ) Month / year
(Varivax) or Chicken Pox Disease
1 2 3 4
Prneumococcal
(PCV) (Prevnar)
1 2
HEP A
1 2 3
Hav
(HEP B)
' ™ Recommended yearly.
Name of physician / nurse practitioner cornpleting form {please print) Telephdne numbwer
( )
Signatyre of physieian / nurse practitioner
ADDITIONAL NOTES AND INSTRUCTIONS!




