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Endorsed by:

New Jersey Department of

Health and Senior Services

(First)

ate of Birth

New Jersey Academy of
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| Parent/Guardian Name

Home Telephone Number

| Work Telephone/Cell Phone Number

| Parent/Guardian Name

Home Telephone Number

Work Telephone/Cell Phone Number

I give my consent for my child's Health Care Provider and Child Care Provider/School Nurse to discuss the information on this form.

Signature/Date

| This form may be released to WIC.
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1 Date of Physical Examination: 1 Results of physical examination normal?
| Abnormalities Noted: Weight(must be taken ’
within 30 days for WIG)
! Height (must be taken
| within 30 days for WIG)
Head Circumference
. (if <2 Years)
| Blood Pressure '
(if =3 Years) i |
*_ IMMUNIZATIONS % | DImmunization Rec?ord_Attached
I0ODate NextImmunization Due: |
T
MEDICAL CONDITIONS |
Chronic Medical Conditions/Related Surgeries  |pNone Comments
| . List medical conditions/ongoing surgical DSpecial Care Plan
concerns: | Attached
|
MedicationsITreatments DNO”? Comments :
List medicationsltreatments: DSpecial Care Plan
. ) Attached | |
S . . I
Limitations to Physical Activity IDNone Comments I
e List limitations/special considerations: DSpecia) Care Plan
) Attached |
; ; DNone Comments
! Speugl Equipment Needs ST DSpecial Care Plan I
| < Listitems necessary for daily activities Attached
! . . DNone 1 Comments
,AIIergl_es/Sens_lthltles DSpecial Care Plan
| e« Listallergies: Attached
. . DNone Comments |
Speual DieWitamin & Mlperal Supplements DSpecial Cara Plan :
« List dletary specifications: Attached , X
BehaVioral Issues/Mental Health Diagnosls - DNone I Comments
« List behavioral/mental health OSpecial Care Plan
issues/concems: Attached
Emergency Plans DNone 1 Comments
« List emergency plan that might be needed | OSpecial Care Plan
and-the Sign/symptoms to watch for: 1 Attached
PREVENTIVE HEALTH SCREENINGS
| Date Performed Record Value Type Screening Performed | Note if Abnormal

Type Screening

Hab/Hct . Heating

Lead: DCapillary DVenous ; Vision

TB (mm of Induration) | Dental

Other: i | Developmentai *
Other: | 1 ! Scoliosis

Name of Health Care Provider (Print)

Signature/Date
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PERSOHAL HEALTH HISTORY Dale recorded:
No  Yes No Yes Date
+[llaess 0 molher during pregnancy 0 0 Trouble with_vison 0 0
Cemplicalions 0L delivery 0 0 requen vomiting Of diarhea,
Dilicully soon d ler birth 0 O Tendency to blead essily 'O 0
Walked done when months old Eczema or hives 0 0
| _SAd 5 law words_when months ald _ ) 0
_ . | y Dd Coovulsons or other seizures ’ 0
Has child hed: Ho Y& € Unusud nervousness, nail biling
Measles 0 0 or thumb sucking 0 0
Mumps 0 0 Nighlmares ci trouble sieeping 0 0
Rubdla 0 0
Chickenpox 0O O gr:gh—lholdilnl?\ or _femper_ lanrems 0 0
. ifriculty wilh toilet training or
Rheumdic feve o O hculy g tole gg - 0 0
Aslhma or wheezing 0O O N -
Paeumonia or bronchitis 0 0 Any severe |njur_y 0 0.
Fiequeat sore throds 0 0 ‘Any operalions 0 0
Frequent cat in! edlicns O O
Trouble with heartng O O
“Trouble with speech - 0 0
IRHURIZAT TUCERCULIN TESTS
Ini lid Seties; Boogters: Dde Type Reection
,Smalipor- l.
DTP 2.
1 DT 3 "
Ord Polio i 4,
Heasles ’ 5. - -
Mumps 6.
Rubella 7.
FAMILY HEALTH HISTORY
Relation ' Year of Birth Stde 01 Hedth Has any relation had: No Yes Refalion '
Falher Significan! die gy 0 0
Mothes Rheurnatic [ever 0 0
Brothers Hear! disease 0 0
ad Diabeles 0 0
Sislers Juberc.ulosis 0 0,
Convulsive disorder ] 0
Mental illness 0 0
Cance: 0 D-
I ADDITIONAL IRFORKAL IO
|
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COMPLETED B TPaReRT . |




