APPENDIX H

Endorsedby:  Amerlcan Academy of Padialrics, New Jersay Chapler
UNIVERSAL Naw Jersey Academy of Famlly i’hysia!ms
CHILD HEALTH RECORD Naw Jarsey Depariment of Health
SECTION [- TO BE COMPLETED BY PARENT(S) _
Child's Name (Lasf {Ffrsi) Gender Date of Birlh
O male [ Female I /
Daes Chlid Have Health Insuranca? 1f Yes, Nama of Child's Heafth Insurance Canler *
ClYes  [No
Parant/Guardlan Name Home Telephone Number Work Telephone/Cell Phone Number
_ ( ) - { ) a
Parent/Guardian Nama Home Telephans Number Work Telephone/Cel Phone Number
( ) - ( ) .
i ___iglvamyconsent for my chlld's Hoalth Care Provider and Child Care Provider/School Nurse fo discuss the !nf&mmf[n_q_ on this form.
Signature/Date This form may be released o WIC,
[Clves CIne
SECTION Il - TO BE COMPLETED BY HEALTH CARE FROVIDER
Date of Physlcal Examination: Resulls of physlcal examinalion normal? Clves [ONo
| Abnormalilies Noted: Welght (must be taken
withln 30 days for WIG)
‘ Helght {must be taken
l within 30 days for WIC)
| Head Circumference
‘ | {if <2 Yoars)
| Blood Pressura
‘ . {if=8 Years)
| [ immunization Record Attached
| MpUNIZATIONS [ Date Next Immunlzation Dua;
MEDICAL CONDITIONS
Chronfc Medical Condifions/Related Surgeries 1 Nane Comments
o List medical condiffuns/engoing surglcat {1 specia! Cara Plan
_Concems: __Aliashed —
Medicalions/Treatments g Nena Comments
« List medicationsfirealments: if;‘;';‘egm Flan ~
Limitations to Physlcal Actlvity L] None Gommenls
o List limtations/speclal considerations: m i‘t‘m‘f":legm Plan
Speclal Equipment Neads E Nona Commants
) Speclal Care Plan
» Llst tams necessary for dally aclivilles = Aitached
Allergles/Sensilivities £l None Comments
" Speclal Cara Pian
s List allargles: Alached
Speclal DlatVitamin & Mineral Supplements [D] Naone Gomments
; Speclal Cara Plan
s Listdletery specifications: D Aftached n
Behavioral lseues/Mental Health Diagnosls Nane Ronnsqls
+ List belavioralimental health lssuesfooncerns: | i‘t’t:f;!edcm Plan *
Emergency Plans LJ None Comments
« List emergency plan that might ba needed and | [] Special Cara Plan
the slgn/symptoms to wafch for: Altached
PREVENTIVE HEALTH SCREENINGS
Typa Screening Date Performed Racord Valus Typa Scraening Date Performed j Mote if Abnormal
 Hgh/Hat _ Hearing
Lead: [ Cspliary [ Venous Vislon
T8 (mm of Induration) Dental
Other: Davelopmental
Qther: Scaliosls T
l—_-l 1 hava examined the above student and reviewed his/her health history. It Is my oplnion that helshe Is modically cleared fo
pariicipate fully In all child care/school activitles, Including physical education and competitive contact sports; tnless noted ahaove.
Nama of Health Cara Provider (Pdnt) Heallh Care Provider Stamp:
Signature/Date
CH-14 OCT17 Distabullon: Origlnal-Child Care Pravider  Copy-Parent/Guardian  Copy-Health Care Provider




Instructions for Completing the Universal Child Health Record (CH-14)

Section 1 « Parent

Please have the parent/guardian complete the fop section and
sign the cansent for the child care providerfschool nurse to
discuss any information on this form with the health care

pravider,

The WIC box needs {o be checked only If this form Is being
sent fo the WIC office. WIC is a supplemental nutrition
program for Women, Infants and Children that provides
nutrdtious foods, nutrition counseling, health care referrals and
breast feading supporl to income eligible families. For more
Information about WIC in your area call 1-800-328-3838,

Section 2 - Health Gare Provider

1.

Please enter the dale of the physical exam that is being

ysed to complete the form. Note significant abnommalities

especially if the child neads treatmaent for that abnomality

{e.g. creams for eczema; asthma medicatlons for

wheezing etc.)

»  Weight - Please note pounds vs. kilograms. If the
form Is belng used for WIC, the welght must have
been taken within the last 30 days.

»  Helght - Please note inches vs, centimelers, If the
form is being used for WIC, the height must have
been taken within the last 30 days.

« Head Clreumferance - Only enter if the chiid Is less
than 2 years.

«  Biood Pressure - Only enter if the child is 3 years
crolder.

Immunization - A copy of an immunization record may
be copled and altached. If you need a blank form on
which to enter the Immunization dates, you can request a
supply of Personal Immunization Record {{MM-8) cards
from the New Jersey Depariment of Health, Vaccine
Prevenlable Diseases Program at 609-828-4880. The
Immunization record must be attached for the form ta be
valid,
»  "Date next Immunization is due” is optional but helps
chlld care providers to assure that children in thelr
care are up-to-date with immunizations.

Medical Conditions ~ Please list any ongoing medical
canditions that might impact the child's health and well
belng in the child care or schaol selling.

a, Note any significant medical conditions or major
surglcal’ history. If the child has a complex
medical condition, a speclal care plan should be
completed and attached for any of the medical
issue blocks that follow. A generic care plan
{cH-15)  .can be downloaded at
www.ni.govhealthfforms/ch-18.dot or pdf. Hard
coples of the CH-15 can ba requested from the
Division of Famlly Health Services at 608-292-5666.

b, Medications - List any ongoing medications.
Inciude any medications given at home If they might
Impact the child's health while In child care {selzure,
cardlac or astima medications, etc.). Shori-term
medications such as antiblotics do not need to be
listed on this form. Leng-term antiblotics such as
anlibloties for urinary tract infections or sickle cell
prophylaxis should be Included,

PRN Medlcations are medications given only as
needed and should have guidelines as to specific
factors that should tigger medication administration.

GH-%4 tlistrclions)
e i

Pleass be specific about what over-the-counter
(OTC) medications you recommend, and include
Information for the parent and child care provider as
fo dosage, route, frequency, and possibla side
effecls. Many child care providers may require
separale parmissions slips for pressiiption and OTC
madizations.

¢, Limitations {o physical activify - Please be as
speaific as possible and Include dales of limitation
as appropriate. Any limitation to field trips should be
noted, Note any speclal consideralions such as
avolding sun expostre or exposure to allergens.
Potential severe reaction o Insect slings should be
noted. Special considerations swh as back-only
sieeping for infants should be noled,

d. Spacial Equipment — Enter If the child wears
glasses, orthodontic devices, orhotics, or other
speclal equlpment, Children with complex
equipment needs should have a care plan,

e. Allergies/Sensitivities -« Childen with life-
threatening allergies should have a special care
plan, Severs allergle reactions to anlmals or foods
(wheezing ete.) should be noted. Pedlatrlc asthma
acllon plans can be obtained from The Pediatric
Asthma Coalition of New Jersey al www.pacn.org
or by phone at 908-687-9340.

f.  Special Diets - Any special diet andlor supplements
that are medically indicated shovld be included.
Exglusive breastfeeding should be poted.

g. Behavioral/Mental Health issues - Please note
any signlficant behavioral prablems or mental health
diagnoses such as autism, brealh holding, or
ADHD,

h. Emergency Plans - May require a special care plan
If interventions are complex. Be specific about
signs and symptoms to watch for. Use simple
language and avold the use of complex medical
terms.

Screening - This section s required for school, WIC,
Head Start, child care seifings, and some other
programs. This section can provide vauable data for
public heath personnel to track children's health. Please
anter the date that the test was perfomed. Note if the
test'was abnommal or place an "N if it was normal,

s  For lead screening state If the blood sample was
capillary or venous and the vale of the fest
perfarmed.

=  For PPD enter millimeters of indwation, and the
date listed should be the date read. If a chest xray
was done, recard restlis.

»  Scoliosls scresnings are done blennially In the
public schools beginning at age 10. '

This form may be used for clearance for sports ar
physlcal education. As such, please check the box above
the signaturs line and make any appropriate notations in
the Limitation fo Physical Activitles block.

Please sign and date the form with the dale the form was

completed (nota the date of the exam, if diferent)

= Printthe health care provider's name,

»  Stamp with health care site's name, address and
phone number.




