
In 
Endorsed by:
 

New Jersey Department of
 New Jersey Academy of
American Academy of Pediatrics Family PhysiciansHealth and Senior Services New Jersey Ghapter 

I Parent/Guardian Name Home Telephone Number I Work Telephone/Cell Phone Number 

I 
I 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. 

I This form may be released to WIC. 

DYes DNa 

I Results of physical examination normal? 

Weight(must be taken 
within 30 days for WIG) 

Head Circumference 

Height (must be taken
within 30 days for WIG) 

(if Years) 
I

II Blood Pressure 
(if Years) i	 I 

I Dlmmunization Record Attached 
IMMUNIZATIONS 

IODate Next Immunization Due:	 II 
MEDICAL CONDITIONS	 I 

Signature/Date 

I Date of Physical Examination: 

I Abnormalities Noted: 

I 

I 

I 

Chronic Medical Conditions/Related Surgeries 
I List medical conditions/ongoing surgical II · concerns: 

· 
MedicationslTreatments
 

List medicationsltreatments:
 

Limitations to Physical Activity 
• List limitations/special considerations: 

I Special Equipment Needs 
I • List items necessary for daily activities 

I 

, Allergies/Sensitivities 
I • List allergies: 

· 
Special DieWitamin & Mineral Supplements 

List dletary specifications: 

BehaVioral Issues/Mental Health DiagnosIs 
•	 List behavioral/mental health
 

issues/concems:
 
Emergency Plans 

•	 List emergency plan that might be needed 
and the Sign/symptoms to watch for: 

IDNone 
DSpecial Care Plan 

II Attached 
DNone 
DSpecial Care Plan 

Attached 
IDNone 
DSpeciaJ Care Plan 

Attached 
DNone 
DSpecial Care Plan 

Attached 

DNone 
DSpecial Care Plan 

Attached 
DNone 
DSpecial Cara Plan 

Attached 
1 DNone 
OSpecial Care Plan 

Attached 
DNone 

I OSpecial Care Plan 
I Attached 

Comments 

Comments I 

I I 
Comments 

I 
Comments 

I 

I Comments 

Comments 
! 

I 
! 1 

I Comments 

I Comments 

PREVENTIVE HEALTH SCREENINGS 
Record Value Type Screening Date Performed Type Screening LDate Performed 

1 HeatingHgb/Hct 
; Vision Lead: DCapillary DVenous 
I DentalTB (mm of Induration) 
I DevelopmentaiOther:	 i 

ScoliosisOther:	 
, Healtn Care proVider Stamp' Name of Health Care Provider (Print) 

Signature/Date 

Distribution: Onginal-Chlld Care Provrcar Cooy-Parent/Guardian Copv-Health Care Provrdsr	 G8802JUN 03 
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.. Phone 

PERSOHAL HEALTH HISTORY Da le recorded: 

Yes 

, 01 molher during 0 0 Trouble vision 0 0 
hI 

-

01 0 0 Frequenl or diarrhea, 0 0 
al ler birth 0 0 Tendency to bleed easily '0 0 

alone months old Eczema or hives 0 0 
Said lew months old 

child had: Yes Dale 
Coovulsions or other seizures 0, 0 
Unusual nervousness, nail 

0 0 or 0 0 
0 0' 

CI trouble 0 0 
Rubella 0 0 

0 0 Breath-holding or temper lantrems 0 0 
Rheumatic 0 0 Difriculty toilet training or 

0 0 
0 0 

ting' 
As lhma or - .' 

or bronchitis 0 0 Any severe injury 0 O. 

0 0throals opera lions 0 0 
Frequent in! eclicns 0 0 .. 

Trouble 0 0 .. 

with speech 0 0 
' . 

: 

T IONS 

Ini lial Boosters: Dale Reaction.. 

, I. 
DTP 2. 
DT 3. ., 
Oral Polio 4. 

5. 
., 

Mumps 
Rubella 7. 

LY HEALTH HISTORY 
Relation ' Year Birth Stale 01 Health Has any relation Yes ' 

Fa lh er alie: 0 
Rheurna tic [ever 0 0 

Brothers H diseas e 0 0 
and Diabeles 0 0 

lers Juberc.ulosis 0 0, 
0 

.. illness 0 0 
Cance: .. 0 D· 
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-
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