CHILD HEALTH REPORT
(55 PA CODE §§3270.131, 3280.131 AND 3290.131)


	Child’s Name:

	Child’s DOB:

	       I authorize the Child Care Staff and my child’s health professional to communicate directly, if needed to clarify information on this form about my child. 

 Parent Name ________________________________         Parent Signature ______________________________________


	
	

	
Date of Exam __________________________

Type of Exam ___________________________

	Exam Findings
           Within Normal limits
           Abnormal Findings

Immunization Record
            Attached



	Food Allergy _________________________                                 Food allergy requires the child’s classroom be free of allergen 

Describe all medications and specialized dietary needs the child should receive:


	Medical condition _____________________                  Allergies _____________________
Please list any health problems or special needs and the recommended treatment/service:

      Child is taking prescription medication
                      Please describe:

	Child is free and clear of contagious or communicable diseases and able to participate in Child Care:           Yes             No
If no, please explain:  


	Has the child been referred for any of the below services?
         Early Intervention 0-3                              Intermediate Unit 4 (ages 3-5)                           Outpatient Speech/Language/OT            
         Psychological Evaluation                         Behavioral Health Services	

	Has the child received all age appropriate screenings listed according to the current recommendations by the American Academy of Peidatrics?           Yes             No

	Note below if the results were abnormal.  If screen was abnormal, please provide date completed and information about referrals, implications, or actions recommended for Child Care Facility.  

	SCREEN:
	DATE OF SCREEN:
	RESULT:

	VISION (SUBJECTIVE UNTIL AGE 3)
	
	

	HEARING (SUBJECTIVE UNTIL AGE 4)
	
	

	BLOOD LEAD
	
	

	HEMOGLOBIN (IRON)
	
	

	GROWTH ASSESSMENT (Height and Weight)
	
	

	ORAL HEALTH (CITY OR WELL WATER)
	
	FLUORIDE   □ YES               □ NO                   



	MEDICAL CARE PROVIDER:


LICENSE NUMBER:                      
	SIGNATURE OF PHYSICIAN, CRNP, OR PHYSICIAN ASSISTANT


TITLE:
	DATE FORM SIGNED:



LCCAP Early Learning
Forms available at www.lccap.org/parentresources
Email forms to:  Healthoffice@lccap.org
Fax forms to 724-658-7389
