Endorsed by Amenican Academy of Pedizfrics, New Jersey Chaplzr
UNIVERSAL New Jersey Academy of Family Physicians

CHILD HEALTH RECORD New Jersey Deparfment of Heafth and Senior Services
SECTION |- TO BE COMPLETED BY PARENT(S)
Chid's Mame (Lasf) {Firsf] Gender Diate of Birth
Omale [ Female i /
D=s Child Have Health Insuranca? If ¥es, Mame of Child's Health Insurance Carrier
Oves OMe

ParentGuardian Mame Home Telephone Mumber Work Telephone!/Cell Phone Number
Farent'Guardian Marme Home Telephone Mumber Work Telephone!/Cell Phone NMumber

I give my consent for my child’s Haalrh Care Provider and Child Care ProviderSchool Nurse to discuss the information on this form.

Signature/Date Thiz farm ray be released o WIC
[Trves Cue
SECTION - TO BE COMPLETED BY HEALTH CARE PROVIDER
Date of Physical Examination: Resuts of physical examnation nomnal? res Onie
Abnermnalities Noted: Weight {musf be taken

within 30 days for WIG)

Height fmust be aken
within 30 days for WIG)

Head Circumference

{if <2 Years)
Blood Pressure
(i =3 Years)
* IMMUNIZATIONS O immunization Record Attached
[ Date Mext Immunization Dus
MEDICAL CONDITIONS
Chronic Medica' Conditons/Related Surgeres [ Hone Commenis
+ List medical conditions/ongong surgical [ =pecial Care Plan
CONCEMS: Attached
MadicationsTreatments H l‘b"f_ ) ~OmmEns
+ List medications/treatments: Special Care Pla
Attached
Limitations to Physica’ Activity E ;;;;al Care Plan wOmmenis
« List limitationsispecial considerations: Afiached
Special Equiprment Meads E ;pn;;al Care Flan ~ommEns
» Listitems necessary for daly activities Attached
S [ Mone Comments
e 0] Special Care Plan
T gies: Attached
Special DietViamin & Mineral Supplements H ;E;Sjal Care Plan —OmmEns
+ List distary specifications: Bttched
Behavioral Issuss/Meantal Health Ciagnosis E ;s;;'al Care Plan ~EMmMEns
+ List behavicraUmenta! heath issuesiconcerns: Afached
Emergency Plans O Mone Commenis
» List emergency plan that might be needed and | [0 Special Care Plan
the signisymiptoms fo waich for: Attached
PREVENTIVE HEALTH SCREENINGS
Type Screening Date Performed Record Walue Type Screening Date Performed Mote if Abnormal
HglHct Hearing
Lead: [JCapiflary [ Venous Vision
TB [mm of Induration) Dental
Cither: Dewvelopmental
Cither: Scoliosis

D I have examined the abowve student and reviewed his‘her health history. It is my opinion thar hefshe is medically cleared to
participare fully in all child care/school activities, including physical educarion and competitive contact sports, unless nored above.

MName of Health Care Provider (Print) Health Care Provider Stamp:

Signature/Date

CH-14 OCTODE Disrbution: Orging-Child Care Provider  Copy-ParentGuardian Copy-Health Care Provider

*x . Please attach a listing of all immunizations and dates.

This form must be completed and returned on or before August 1%
Children must be examined within 6 months of admission to school.




