Endenf’s Name : : Birth Date. Sex  [School ‘ Grade Level/ ID#

Liast . - Figst . . Middle ) Monﬂy’])ag.‘ Year - R
HEALTH HISTORY - 10 BE COMPLETED AND SIGNED'BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER ' '
ALLERGIES (Food. drug, Insect, other) - _ _IMEDI(’ATION (Listall preséribed or taken en & regufar basis,)
Diagnosis of asthma? Yes Ne Lo,ss of function of cne of paired Yes No
Child wales during the night Yes  No organs? {eyefear/kidney/tesiiole)
Birth defects? Yes  No Hospitalizations? Yes  No
Devélopmental delay? © fYes Mol o When? Whet for? ‘
Bload disorders? Hemophilia, Yes.  No ) Surgery? (List all) : Yes  No
Sickle Cell, Other? Explain, When? What for? ok ]
Diabetes? ‘ Yes  No : Serlous fajury or illnews? Yes  No
§Head injury/Conclission/Passed out? [Yez  No . ' | B skin test positive (pastipresent)?  [Yes¥.. No.| *if yes, refer o local health
Seizures?: What dre they Hke? Yes No TB disease (past or present)? Yes*  No department,
Heart problem/Shoriness of breath? + | Yes, o -f. S o .| Tobaceo use {type, frequancy)? - ¥es ~ No
Hears musmme/Figh blood pressure? Yes . No . . o fAlecholDmguse? Yes. No
Dizziness or chest bain with Yes No ' Family history of sudden death Yes Mo
dxercise? - ... .. ... -|before ngs 307 (Cauge?) o
Eye/Vision pmblems? Glasses El Contacts U1 Laut exan., by aye dcwtor : Den?.‘ai - !:I Braces - -Bndge D Plate Other .
Other conerns? {crossed eye. draoping lids, squinting, difficufty teading) T : i :
Ear/Hearlog problems? Yey No hifnnnahun nigy be slmmrl with uppwpuate parsonnel for health and educational purpoaes
- - Parent/Gurrdian . e s .
| Hone/foint prob[emfmjmyfscehoszs? Yoy No Slgnatm'e ’ : _ Date
PI-IYSICAL EXAMINATIGN REQU}REMENTS Entive section below to be completed by MD/DG/APN/PA -
HEAD C]RCUMFERENCE . ) s HEIGHT WEIGHT Bl . BT

DIABETES SCREENING (NDT maqmmm FORDAY CARE) BMI>85% agefsex YesT? Noll  Andanytwo ofthe following; Frmily History Yes 3 No IIJ
gEthnic Minority YesDD No [0 Signs of Insulin Resistance thypertension. dyslipidernia, polyeystic overian syndrome, aeanthosis nigricans) Yes[l'No E] At Risk Ves[l No [l

LEAD RISK QUESTIONNAIRE Required for ¢hildren age 6 months through 6 years enrolled in Keensed or public school operated day care, preschool, aursery school and/or kmdargar&en
Questiennalre Administered ? Yes [1 No [ Blood Test Indicated? Yos [0 No[ - Blood Test Date (Blocd test required if resides in Chicage.)

TB SKIN OR BLOOD TEST  Recomuended onty for children in high-risk grotps including ehildren imminasugpressed due to HIV ififection or other conditions, frequent travel to o bom in
figh prevaience countries or those exposed to adults in high-risk catogories. See CDC guidelings. No test needed T -Test performed [}

“Skin Test:  Date Read I Result: Positive [1  Negative 01 B
- Blood Test: Date Reported I Resuli: Posltive a| Nﬂgative El . Valwe . ‘ _
LAB TESTS (Recommended) Date - Results _ I _ Date ' Results
Heét_toglbbiu ar Hematoerit - - . : R : . |8ickle Cell- (when indicated) ‘
Urinalysis . : _|Developmental Screenmg Tool
SYSTEM REVIEW  [Normat Comments/Follow-up/Needs- Normal Cnmmentsanl!owmpreeds B
Skin- - - -1 - p T e .~ |Endocrine. - ' :
Ears o : ' - - Gastrotntestinal _ _
Eyes Ambiyopia YesZ Noll }Genito-Urinary ) LMP
Nase . . : : .. |Mearalogical
Throat | | Museuloskeletal
Mouth/Dental Spinal Exsm
Cardiovascular{l—l’I‘N ' o7 Nutritional sintus
Res;)iratury - "[] Diagnosis of Asthma - Menti] Health-
: Cursently Prescnbed Asthma Medication: k
5 Quickerelief medication (e.g.8hoit Acting Beta Antagonist ) Other
[J Controller medication, (e.g, inhaled corticostaroid) . . I
NEEDSJ‘MODH“ICATIONS fequired in tlm sehool settmg ' T | BIRTARY Needs/Restrictions

SPEC"IAL INSTRUCTIONS/DEVICES e.g. afoty g]aases slass eys, vhest pmfector for aizhythmia, paceutaker, prosthetic device, dentsl’ hndge. false teeth; athiletic support!cup

MENTAL HDALTH]OTHER ¥s there anything else the schovl shouid Imow about this srudent? :

If you would Jike fo disouss this stadent’s health with school or scheol health persognel, eheck titte: Dl Nurse [0 Tencher [ Coumselor [3 Principal

EMERGENCY ACTION needed while at school due to child’s health condition (e.g. seizures, astiua, insect sting, food, pearut sllergy, bleeding proklem, dinbetes, heart problem)?

Yes 1 No Bl  If ves please desoribe,

G the basis of the exdmination on this day, [ approve this child’s participation i (I£ Mo or Modified,please attack explanation.)

PHYSICAL EDUCATION  VYes 3 NoEl Modified [ INTERSCHOLASTIC SPORTS (fotoneyear) Yes[d Nol[dl  Limited [
Priut Maie -\ wo v e L MDDO/APN,PA)  Signatare . - : S aM N et T YgEgest L we ¥
Address Phone

Vo cn PRUEUL JRFIE TS B S %



Child's Name: |

LEAD SCREENING -

is not at risk for lead 'poisoning and does not
need a lead screening test at this time,

mg! is the result of the above child’s lead screening test which

was performed on

iDa*te

Signature of Physician

Walver for T.B. Skin Test/Lead Screening, Pg. 8

Child's Name:

TB. SKINTEST . o Bl
recommendations of the American Academy of

According to the currenk

Pediatrics and CDC, _, has been determined by me

to be at low risk for tube;-rculosis and does not require routine testing.

reéul-t c‘pf t.b. test performéd on

Date

Physician’s (Printed) Name Date Physici-an's‘ Signature

“Please complete and fax to Grand Avenue Preschool at (708) 246-2126.

Walver for 7.B. Skin Tesul_.ead Screening, Pg. &



