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Health Care Summary - Child Check-Up Exam
Child Name: _____________________________________   DOB: _______________    Gender:  M  F    
Parent/Guardian Name: ________________________   Address: ________________________________________ 
Phone Number: _______________________________                  _________________________________________                     

	Is child up to date with C&TC including all required tests:  Yes  No   Date of last Physical: _______________
Are Immunization up-to-date (please attach a copy):  Yes  No    How long have you been seeing this child? __________
How frequent do you see this child when he/she is not ill? ___________

	Height: _____ in. Weight: _____ lbs.  No Concern  Concern 
	Blood Pressure: ______/______  No Concern  Concern

	Vision Status:  No Concern  Concern  Unable  Refer
R 20/ ________ L 20/________ Corrected:  Yes  No
Hearing Status:  No Concern  Concern  Unable  Refer
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Allergies:______________________________ Routine Medications:____________________________
Is child developing appropriately for his/her age?  No  Yes, please specify:  _______________________________________________
Is a special diet necessary?  No  Yes, please identify restrictions: ________________________________________________________
[bookmark: _Hlk59519494]Is there a condition present which may result in an emergency?  No  Yes, please specify:____________________________________
Is there a condition that may interfere with learning?  No  Yes, please specify: _____________________________________________
Please indicate any present important health conditions followed by you: _____________________________________________________
Any present important health conditions followed by another health care provider?  No  Yes, please specify condition and name of health care provider: _________________________________________________________________________________________________
Does this important health condition require special attention at the child care program?  No  Yes, please specify:
____________________________________________________________________________________________________________________
Any restrictions, recommendations, or other information helpful to the child care program: ____________________________________________________________________________________________________________________

Health Care Provider (sign): ___________________________ *Physical Exam Date: ____________________Date Signed: _______________
Clinic Name: ______________________________ Address: __________________________________________________________________
Phone: _________________________________ Fax: _______________________________
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