Student’s Name Birth Date Sex School Grade Level/ ID #
Last First Middie | Month/Day/ Y ear

HEALTRH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY BEALTH CARE PROVIDER
 ALLERGIES (Food. drug, insect, other) MEPICATION (Lin 2}l prescribed of taken on 3 regulas basis. )

Diagnosis of asthma? ' Yes  No | Indicate Severity Loss of function of one of paired

Child wakes during the night eoughing | Yes  No organs? {eye/eas/kidney/testicle) | Yes Neo

Bnth defects? | Yes No Hospitahizations?

When? What for? Yes No

Developmental delay? Yes No ‘

Blood disorders? Hemophilia, Surgery? (List all.)

Sickle Cell, Other? Explain. Yes  No When? What for? Yes  No

Diabetes? Yes No Senious injory or iliness? Yes No

Head injury/Concussion/Passed out? |[Yes No TB skintest positive (pastpresent)?  lyecr N | *H yes, refer to local healih

- department.

Serzures? What are they like? Yes No TB discase (past oF present)? Yes* No

Heant problem/Shormess of breath? Yes No Tobacco use (type, frequency)? Yes No

Heart murmur/High blood presswre? [Yes No AlcoholDrug vse? - [Yes  Ne

Drzzimess or chest pain with | Family history of sundden death

exercise? Yes Mo : before age 50?7 (Cause?) Yes  No

Eve/Vision proeblems? Glasses [} Contacts [J Last exam by eye doctor Dental UBraces DOBridge [OPlate Other

Other concerns? {crossed eye, drooping lids, squnting, dificulty reading) Other concems?

Ear/Hearing problems? Yes No Information may be shared with appropriate personnel for heafth and educational purposes,
Bone/Joint problem/injury/scoliosis? {Yes  No Signstore Date

Entire section below to be completed by MD/DO/APN/PA  (“INDICATES TESTING MANDATED FOR STATE LICENSED CHILD CARE FACILITIES)

PHYSICAL EXAMINATION REQUIREMENTS HEIGHT WEIGHT BM} B/P
| DIABETES SCREENING BMI>85% age/sex Yes [1 NoJ And any two of the following: Family History Yes[d NoiJ Etheic Mipority Yes EJ No [3}

Signs of Insulin Resistance (hypenension, dysiipidernia, polycystic ovarian syndrome, acanthosis nigricans) Yes I3 No O At Risk Yes[3 No I3

LEAD RISK QUESTIONNAIRE- Required for children age 6 months through 6 years enrolled in licensed or public school operated Qay care, preschool, nursery school andfor kindergarten.
Blood Test Indicated? Yes[J No[d  Blood Test Date Blood Test Result {Blood test required in Chicago and other high risk zip codes.)

TB SKIN TEST Recommended only for children in high-risk groups inchading children who are immmosuppressed due to HIV infection or other conditions, recent tnumigrants from high
prevaience covmaries, or those exposed 1o sdults in high-risk categories. See CDC guidelines. Date Read I/ Resnlt mm

LAB TESTS *INDICATES TESTING f
MANDATED FOR STATE LICENSED CHILD Date Resulis | Date Results
CARE FACILITIES _

Hemoglebin * or Hematocrit * Sickle Cell * (as indicated)

Urinalysis Other

SYSTEM REVIEW|Norma1 Comments/Follow-up/Needs Normal | Comments/Follow-up/Needs

Skin | [ | Endocrine

Ears | I f | Gastrointestinal

Eyes Nomal  Yesll NolJ Objectivescreening Yest] NoDJ Result Gentto-Urimary | LMP

Amblyopia Yesf] No3 Referred to Optimlmologist/Optometrist Yestd NoDJ Neurological

Nose | Musculoskeletal | L

Throat | Spinal examination |

Mouth/Dental ¢ | | Nutritional status j i

Cardiovascular/HTN |

Respisatory | | Mental Healdh -

NEEDS/MODIFICATIONS required in the school setting DIETARY Necds/Restrictions

SPECIAL INSTRUCTIONS/DEVICES ¢.g safety glasses, glass eye, chest protecior for anhythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletic support/cup

MENTAL BEALTH/OTHER  )s there anything else the school should know about this student?
}fyﬂuwmﬂdlilccmdis:mﬂissmﬁem’shuhhwhhmhmlmmMahhp:rsm:cl,chuktﬁk: [JNuse 1 Teacher 3 Counselor  [J Principal

EMERGENCY ACTION neﬂdn:fﬂfﬁl:ﬂlmhn&lduﬂnchild’shﬂmmﬁﬁm&;,mmm&m,ﬁnimaﬂm,ﬂwﬁngMMMWMF
Yesl2 No [ Hyes, please describe |

-Onthbﬁisnftht:nmin:ﬁnnuﬂ:hd:y,lnwthh:hilﬂ’sp:rﬁtipnlinn'nl | (I No or Modified,please attach expisnation.) o
PHYSICAL EDUCATION' Yes ] No OO Modified O INTERSCHOLASTIC SPORTS (for one year) 1 Yesd NeD3 Limited L}
Physician/Advanced Practice Nurse/Physician Assistant performing examination
Print Name ) s _ Signature | Date

New Beginnings Pediglics, S. ,, |
Address 302 Randall Road - Pone (490 - 252 77200

Suite 106 Complete both sides
Geneva, IL 60134 (Complete '




