The Learning Tree Pre-School
"Helping Children Grow"

993 Green Street. Iselin, NJ 08830
(732) 283-4746

Medical History: (dates)

Whopping Cough Otitis Media Chicken Pox

Tonsillitis (middle ear inflamn.) Mumps

Diphtheria Measles Asthma e
Scarlst Fever Jerman Measles _ Diabetes S
Paraiysis . : Pneumonia e LConvuisioms

Tuberculosis Rheumatic Fever

IBIIIIllll_ﬂlIlllU‘I“ll!l'lllllllllﬂllliﬂlIISIIIIIIIIIQI!Ill"'lll'll!!lll'lllll!ll
Immunization Record:

DtaP: L. 2. 3, Booster: 1. 2

PV/IOPY L. 2, 3. Booster:‘;ﬁ 2.

MMR: 1. 2 3. ' ;\faricslia: 1. 2.
Y

Mantoux Test: Results; ‘ Other:

HIB {, 2 3 4,

Hepatitis B 1. | 2. 3

S
pecd
-

. Prevnar (recommended); |.

Physical Examination By Physician:

Height __ Teeth/Gums Lungs Orthopedic —
Weight Throat Abdomen Nutrition o
Eyes Skin Hemia ] 9 Nervous System

Fars -— Giands e—_ Genitals ____

Nose * Hean e Speech

In view of my physical examination, I believe the applicant to be physically and menially developed within norma
limits. He/She may participate in all activities of a childcare center.

Physician’s Full Name:

Physician’s Signature:

Physician’s Address:

Physician's Telephone Number(s):

Date of Examination:




UNIVERSAL CHILD HEALTH HECOHD

‘ : Endorgsgab‘gﬂa.\ B owl oo ome
Amencan Academy of Pediatrics New-Jersay, Deparrmenr of New Jersay Academy of
New Jerssy Chaprer Haalth and S&; W‘Semces Famjly Physicians

Child's Name (Last) . Date of Birth
| A ;o
Parent/Guardian Name , tHome Telaphone Number Work Telephone/Celt Phone Numezsr
S .
Parent/Guardian Name Home Telephona Number ! Work Telephone/Cell Phone Number
: i
L

i give my consant for my chll;r & Heafth Care Provider and Chiid Care Prov!der/School Nurse to discuss the information on this form.

l Signawre/Date : - ] . _ | This form may be released o WiC.

[ves

Date of Physical Examination: - ' Resuits of physical examination normal?

o+
Abnormalities Notegd: ) Weight(must ba taken
within 30 days for WiC}
1 Height (must ba taken
! | withire 30 days for WIC)
' Head Circumierence
{if <2 Yaars)
g : Blood Pressure
! = (if >3 Years)
| f
i IMMUNIZATIONS C]rmmumzanon Record Attached
i [JDate Next Immunization Due:
| MEDICAL CONDITIONS i
l Chronic Medicai Cunditions/Related Surgeries | [JNore Commenis f
» List medical conditions/ongoing surgical [CIspeciai Care Plan "
concems: J Attached ) . e
Madications/Treatments gg‘s‘“@_ T Comments
o List medications/ireatmnents: A§2§’:B i AtR rlafl
Limitations to Physicai Activity Egme e B Corimants
» List limitations/special considerations: Ag:glr? o are Flan
Special Equipment Needs ggonq Baradl Comments
+ Listitems necessary for daily activities A;t”;gfe b are Flan
Allergies/Sensitivities Eg‘m;a' Care Plan Gasniits . A ol
s List aflergies: Agched 8
Special Diet/Vilamin & Mineral Supplements Egc’:‘; A —— Comments _ Lo o
« Listdietarv specifications: ' Aﬁache q ’ _
 Behavioral Issues/Mantal Heatth Diagnosis L IMona Comments
» List behavioral/mentas health (CiSpecial Care Plan |
issues/concaims: Aflached L
Emergency Plans CiNone | Comments
» List emargency plan that might be needed [ ISpecial Care Plan
and the sign/symptoms 1o watch for: Altached
- ‘ PREVENTIVE HEALTH SCREENINGS
Type Screening - | Date Performed Record Value | “Typa Screening: | Date Performed [ Note if Abnormai
| Hgb/Het ‘ ' _ Hearing . _!
‘Lead: JCapiilary [ JVenous Visicn {
{ T8 (mm of Induration) i : : Dentat ‘ -
,[ Other, : ! Developmental |
! Other: i _ Scoliosis !
| Mame of Health Care vaider {Print} rieaith Care Fravider Stamp:

Signature/Date




