
I CHILD & ADOLESCENT HEALTH EXAMINATION FORM
HYC DEPARTMENT OF HEALTHS MENTAL HYGIENE — DEPARTMENT OF EDUCATION

Please

Print Clearly NYC ID (DSIS}

TO BE COMPLETED BY THE PARENT OR GUARDIAN
Child's Last Name First Name Middle Name Sex □ Female Date of Birth flUani/vOsivYear)

G Male y y

Child's Address Hispanic/Latino?
□ Yes GNo

Race (Cfieck Ait inafapAM □ Amencan Indian ij Asian uoiacx uwniie

D Nah'"' HawailanrPanifir l.^arulnr n (Ithar

Crty/Borough State

!

Zip Code School/Center/Camp Name

Heallh insurance G Yes
(including Medicaid]? □ No

□ Parent/Guardian i
0 Foster Parent

Last Name First Name Email rirtl

Wnrk

□ Anaphylaxis
□ Betiavioral/niental health disorder

TO BE COMPLETED BY THE HEALTH CARE PFtACTITJONER
Birth history rajed-dr;; Does tfte ctiilU/adolesci

c Uncomplicated LZ Premature: weeks gestation °
n Complicated by Asllmia ConlrcH Status

Allergies G None G Epi pen prescribed

□ Drugs iiiso

G Poods lUsu

G Other insi)

Attach MAP In in-scliool medications needed

Does tfte ctiilU/adolesce

□ Congenital or acquired h
— □ Developmental/learning p

PHYSICAL EXAM Date of Exam

nt have a oast or present medical history of the following?
□ Asthma feftecksBwrib'iJ/itfaKaeftAUr?.' □ Inicimineni □ Miia Persisient □ Liodcrsic Porsistem ^ Sewic Pewjiew

If pcisistofiL check o!icuncnlmc(Jicaiion(s|: □ OiicK hcliel Medieaften □ iniBletJ Cortcosteroid □OralSiereid □ Olher ConinjUei DHons
AsUima Conlrcd Status □ Wcn-conlroned □ Ptarly Conlroiled or Wot Cormoiled

G Seizure disorder
G Speech, hearing, or visual impairment

eart disorder l.i Tuberculosis mutnt iniecsoa a aiseasci
□ Hospilalizalion

Medications (attaetiUAFlllit-sciieelmetllab'eniiKMI
G None □ Yes fwaabi-^i

roblem
□ Diabetes faUae/iAM/g

— □ Orthopedic injury/disability
explain alt checked Items above.

□ Surgery
□ Other (specily)
G Addendum attached.

Height cm

Weigh! kg

BMI kg/m'

HeadCitcumlerenceiUffesayrs;

Ceneral Appearance:
□ Physical Exam WNL

^  ' ^ M Aini m Aim!
I  %he) □ □ Psydiosocial Development G □ HEENT
{  %j]g) □ □ Language □ G Dental

I iGGNd □ Behavioral
I Describe obnormalllJes:

eck

G D Lymph nodes
G □ Lungs
□ G Cardiovascular

m AM

O G /todomen
□ □ Genitourinary
O G ExIremlBes

m Aim!

CD Skin
G G Neurological
G G Back/spine

Blood Pressure rape /
DEVELOPMENTAL Cape O-eyrs!
Validated Screening Tool Used? Dale Screened

G Yes G No / !
Screening Results: G WNL
C Delay or Concern SuspecieryConiitmed (specily area(s),below}:
G Coonldvc/ProWetn Solving O Waptive/Sel(-Hel(i
G CodimunieailoiVljnguagt G Gross Moiof/Ytne Molw
G Socal-Emotiotai or □ Omw Area ot Concettv

PersonaFSodal

Describe Suspected Delay or Concern;

Nutrition

Dale Screened < 1 year G Breastfed C Formula □ BoUi
,  at year □ Well-balancedD Needs guidanceO (

—  Dietary Restrictions G None □ Yes {list betovj)

SCREENING TESTS

Lead Risk Assessment
(annually, age 6 mo-6 yrs)

Child Receives El/CPSE/CSE servicos
CIR Nunfter

IMMUNIZATIONS - DATES

DT?/DT.iP/I)T ! / !_

□ Yes GNO

Hemoglobin or
Hematocrit

Hearing Date Done
< 4 years: gross hearing / /
CAE / /

> 4 yis: pure tone audiomeiry . .

Sesults

GM GAiml GAfl/ew«/

Gm Gaw Gftewrrt
Gm Gam; Gseienw

Vision oaioDoaB
<3 years: Vision appears: / /
Acuity (required for new entrants
and children age 3-7 years) ' '

Jtaulls

G M G AW
RkrtJt /
Left /

Ci Unable to lest
•—1 III-

Screened vrilh Glasses?
Strabismus?

Y6S NO

G Yes G No

Dental

Visible TootlJ Decay Tos ij No
Urgent need tor denal rolerral (pain, swelling, inlectionf i G Yes G No
Dental Visit within the pasll2 months -Yes GNo

Physician Conlimied History ot Varicella intection □

Td „
Polio _

HepB _

Hib _
PCV _

Influenza _

HPV

ASSESSMENT

/  / /_ ! ' _/

./ /  / _/ !—

_/ /  / !—

/  / _ / / _/

/  / /_ / ' _/

/  / __ '—

/ 1 /  .. ,  ' /_ / / ./

/  /

MMR

Varicella

Mening ACWY

Hep A

Rotavirus

Mening B

□ Well Child (Z00.129) □ Dlagnoses/Prabjems fbe ^^^Q^f^^PATIONS
□ ReslricBons (scccfiy;.

ull physical ac

Report only positive immunity:

IgG Titersj Oale_
Hepatitis B

Measles
Mumps

Rubella
Varicella

Polio 1

Polio 2
Polio 3

HealUi Care Practilioncr Signature

Healin Care Pracblianer Name and Degree ipiinu

Facility Name

Follow-up Needed □ No □ Yes. lor
ReferTal(s): GNone □ Early intervention
G Oilier ____

Dale Form Completed

Praclihoner License No. and State

National Provider idcntlfior (NPI)

Stale Ttp

Appl. date: .

3 Vision

DOHMH
ONLY

PRACrmONSt
IJ).

TYPE OF EXAM: □NAECunent QNAE Prior Year(8)
Comments:

Date Reviewed:
/  I.

REVIEWER:

I.D. NUMBER


