UNIVERSAL

CHILD HEALTH RECORD

Endorsed by:

American Academy of Pediatnics, New Jersey Chapter

New Jersey Academy of Farmily Physicians

New Jersey Depariment of Haalth and Ssnior Services

SECTION |- TO BE COMPLETED BY PARENT(S)

Child's Name [Last)

{First) Gender

1 Male

Date of Birth

1 Femals ! /

Does Child Have Health Insurance?

[es Mo

If ¥es, Mame of Child's Health Insurance Carrier

Farent'Guardian Mame

Home Telephons Mumber

Work Telephone/Cell Fhone NMumber

Parent'Guardian Mamse

Home Telephons Mumber

Work Telephone/Cell Phone NMumber

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

Slgnature/Date

This form may be released to WIC.

Cves Cro
SECTION Il - TO BE COMPLETED BY HEALTH CARE PROVIDER
Date of Physical Examination: Resultz of physical examination nomal? [ves Ome

Abnormalities Noted:

Weight{must be faksn
within 20 days for WIC)

Height {must be taken
within 20 days for WIC)

Head Circumference
(if =2 Years)

Blood Pressurs
(if =3 Years)

IMMUNIZATIONS

[(Jimmunization Record Attached
[(JCate Mext Immunization Due:

MEDICAL CONDITIONS

Chronic Medical Conditions/Related Surgeries Crone Comments
* izt medical condiionsfongoing surgica [(Jspecial Care Plan
CONCETnSs: Attached
Comments
Medicationz/Treatments EE“’”? Care FI
* List medicationsftreatments: :?tzzllfed are Flan
Comments
Limitations to Physical Activity EE"“E. Care FI
* List limitations/special considerationsa: :?tzzllfed are Flan
Comments
Special Equipment Nesds EE“’”? o =
+ List items necessary for daily activities :?tzzllfed ars Flan
Comments
Allergies/Sensitivities EE“’”? Care FI
+ List allergies: :?tzzllfed ars Flan
Comments
Special Diet"Vitamin & Mineral Supplemsniz EE“’”? o =
+ List dietary specifications: :?tzzllfed ars Flan
Behavioral lssues/Mental Health Disgnosis Crone Comments
* Lizt behavicral/mental health [ISpecial Care Plan
SSUSS/CONCSIME: Attached
Emergency Plans Crone Comments
+ Lizt emergency plan that might be needed [(Jspecial Care Plan
and the sign'symptoms o watch for: Attached

PREVENTIVE HEALTH SCREENINGS

Signature/Date

CH-14  JAM D6

Distripution: Original-Child Care Provider

Copy-FarentGuardian

Type Screening Date Performed Record Value Type Screening Date Performed Hote if Abnormal
Hgl/Het Hearing
Lead: [JCapillary [JVenous Wision
TB (mm of Induration) Dental
Other: Developmental
Other: Scoliosis
Name of Health Care Provider (Print) Health Care Provider Stamp:

Copy-Health Care Provider




UNIVERSAL

CHILD HEALTH RECORD

Endorsed by:

American Academy of Pediafrics, New Jersey Chapter

New Jersey Acadsmy of Family Physicians

New Jersey Deparfment of Health and Senior Services

SECTION - TO BE COMPLETED BY PARENT(S)

Child's Name {Last)

(First) Gender

] Male

Date of Birth

] Femals ! /

Does Child Have Health Insurance?

Oves (Mo

If ¥es, Mame of Child's Health Insurance Carrier

Parent/Guardian Mams

Home Telephons Mumber

Work Telzphone/Cell Phone Mumber

Parent/Guardian Mams

Home Telephons Mumber

Work Telzphone/Cell Phone NMumber

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 he released to WIC.

Cves o
SECTION Il - TO BE COMPLETED BY HEALTH CARE PROVIDER
Date of Physical Examination: Resulis of physical examination normal? (Oves e

Abnormalities Moted:

Weilght{musf be faken
within 30 days for WIC)

Height {must be taken
within 30 days for WIC)

{if <2 Years)

Head Circumference

(if =3 Years)

Blood Pressure

IMMUNIZATIONS

Oimmunization Record Attached
oate Mext Immunization Due:

MEDICAL CONDITIONS

Chronic Medical Conditions/Related Surgeries Crene Commenis
+ List medical condiions/ongoing surgica DSpecia Care Plan
CONCErms: Attached
Comments
Medications/Treatments Eﬂme_ Care BI
* List medicationsitreatments: i?tzzlr?ed are Flan
Commenis
Limitations to Physical Activity EE“‘;EI& Care Blan
* List limitations/special considerations: i?tached
Commentz
Special Equipment Mesds EE{EE& Care Plan
* Lizt itemsz necessary for daily activities i?tached
Comments
Allergies/Sensitivities EE{E;& Care Blan
+ List allergies: i?tached
Comments
Special Dist/Vitamin & Mineral Supplemsnis EEO‘;;& Care Blan
+ Lizt dietary specifications: i?tached
Behavioral lasues/Mental Health Diagnosis CMane Commentz
+ List behaviorallmental health [ISpecial Care Flan
SSUSS/CONCErns: Attached
Emergency Plans Crone Comments
+ List emergency plan that might be needed [(special Care Plan
and the sign/zympioms to watch for: Attached

PREVENTIVE HEALTH SCREENINGS

Signaturs/Date

CH-14  JAN D6

Distribution: Original-Child Care Provider

Copy-ParentGuardian

Type Screening Date Performed Record Value Type Screening Date Performed Mote if Abnormal
Hgh/Het Hearing
Lead: [Capillary [JVenous Wision
TE (mm of Induration) Dental
Other: Developmental
Other: Scoliosis
Name of Health Care Provider (Print) Health Care Provider Stamp:

Copy-Health Care Provider




