State of Connecticut Department of Education

Early Childhood Health Assessment Record ACSDE_
(For children ages birth-5)

To Parent or Guardian: In order to provide the best experience, earty childhood providers must understand your child’s health needs. This form
requests information from you (Part 1) which will be helpful to the health care provider when he or she completes the health evaluation (Part 2) and oral
heaith assessment (Part 3). State law requires complete primary immunizations and a health assessment by a physician, an advanced practice registered
nurse, a physician assistant, or a legally qualified practitioner of medicine, an advanced practice registered nurse or a physician assistant stationed at
any military base prior to entering an early childhood program in Connecticut,

Please print

Child’s Name (Last, First, Middle) Birth Date (mm/dd/yyyy) OMale QOFemale
Address (Street, Town and ZIP code)
Parent/Guardian Name (Last, First, Middle) Home Phone Cell Phone
Early Childhood Program (Name and Phone Number} Race/Ethnicity

JAmerican Indian/Alaska Native  ONative Hawaiian/Pacific Islander
Primary Health Care Provider: JAsian OWhite

JBlack or African American OOther
Name of Dentist: JHispanic/Latino of any race

Health Insurance Company/Number* or Medicaid/Number*

Does your child have health insurance?
Does your child have dental insurance?
Does your child have HUSKY insurance?
* If applicable

Y N
Y N If your child does not have health insurance, call 1-877-CT-HUSKY
Y N

Part 1 — To be completed by parent/guardian.
Please answer these health history questions about your child before the physical examination.
Please circle Y if “yes” or N if “no.” Explain all “yes” answers in the space provided below.

Any health concerns Y N | Frequent ear infections Y N | Asthmatreatment Y N

Allergies to food, bee stings, insects Y N Any speech issues Y N Seizure Y N

Allergies to medication Y N Any problems with teeth Y N Diabetes Y N

Any other a!lergiés Y N | Has your child had a dentai Any heart prr;blerhs Y N

Any daily/ongoing medications Y N | examinationinthelasté months? Y N Emergency room visits Y N

Any problems with vision Y N Very high or low activity level Y N Any major illness or injliry Y N

Uses contacts or glasses Y N Weight concerns Y N Any operations/surgeries Y N

Any hearing concerns Y N | Problems breathing or coughing Y N Lead concerhs/poisoning Y N

Developmental — Any concern about your child’s: - Sleeping concerns Y 1

1. Physical development Y N |s. Ability to communicate needs Y N | Highblood pressure Y N

2. Movement from one place 6. Interaction with others Y N | Eatingconcems Y N
to another Y N 7. Behavior Y N Toileting concerns Y N

3. Social development Y N | 8. Ability to understand Y N | Birthto 3 services Y N

4. Emotional developrment Y N 9. Ability to use their hands Y N Preschool Special Education Y N

Explain all “yes” answers or provide any additional informatien:

Have you talked with wour chiid’s primary health care provider about any of the above concerns? ¥ N

Please list any medications your child

will need to take durirng program hours:

Al medications taken in child care programs require a separate Medication Authorization Form signed by an authorized prescriber and parent/guardian.

1 give my consent for tmy child’s health care provider and carly

childhood provider or health/nurse consultant/coordinator to discuss

the information on this form for confidential use in meeting my

child’s health and educat ional needs in the early childhood program. Signature of Parent/Guardian Date

ED 191 REV. 10/201 8 C.G.S. Section 10-16q, 10-206, 19a.79(a), 19a-87b {c): P.H, Code Section 19a-79-5a(a){2), 19a-87b-10b(2); Public Act No, 18-168.







TIFY U Ny, JIEVI10

rart 2 — IVledical Lvaluaton
Health Care Provider must complete and sign the medical evaluation and physical examination

Student Name Birth Date Date of Exam
{0 I have reviewed the health history information provided in Part 1 of this form

Physical Exam

Note: *Mandated Screening/Test to be completed by provider under Connecticut State Law

*Height in. / % *Weight lbs. / % BMI____/ % Pulse ____ *Blood Pressure ____ /__
Normal Describe Abnormal Ortho Normal Describe Abnormal

Neurologic Neck
HEENT Shoulders
*Gross Dental Arms/Hands
Lymphatic Hips
Heart Knees
Lungs Feet/Ankles
Abdomen *Postural O No spinal 0 Spine abnormality:
Genitalia/ hernia abnormality Qa Mild Q Moderate
Skin Q Marked QO Referral made
Screenings
*Vision Screening *Auditory Screening History of Lead level Date

Type: Right Left Type: Right Left z5pg/dl O Ne 0 Yes

With glasses 20/ 20/ QPass O Pass *HCT/HGB:
- i Q Fai
Without glasses 20/ 20/ Skicth ail *Speech (school entry only)

{] Referral made O Referral made Other:

TB: High-risk group? QONo O Yes PPD date read: Results: Treatment:
*IMMUNIZATIONS

O Up to Date or & Catch-up Schedule: MUST HAVE IMMUNIZATION RECORD ATTACHED
*Chronic Disease Assessment:

Asthma UNo OYes: OlIntermittent 0O Mild Persistent QO Moderate Persistent O Severe Persistent 3 Exercise induced
If yes, please provide a copy of the Asthma Action Plan to School

Anaphylaxis ONo O Yes: OFood Olnsects O Latex O Unknown source
Allergies If yes, please provide a copy of the Emergency Allergy Plan to School
History of Anaphylaxis Q No Q Yes Epi Penrequired O No O Yes

Diabetes QUNo OYes: OTypel QTypell Other Chronic Disease:
Seizures O No 0O Yes, type:

Q This stedent has a developmental, emotional, behavioral or psychiatric condition that may affect his or her educational experience.
Explain:
Daily Medications (specify):
This student may: Q participate fully in the school program

U participate in the school program with the following restriction/adaptation:

This student may:  ( participate fully in athletic activities and competitive sports
U participate in athletic activities and competitive sports with the following restriction/adaptation:

Q Yes O No Based on this comprehensive health history and physical examination, this student has maintained his/her level of wellness.
Is this the student’s medical home? O Yes @ No O I would like to discuss information in this report with the school nurse.

Signature of health care provider MD/DO/APRN/PA Date Signed Printed/Stamped Provider Name and Phone Number







To Parent(s) or Guardian(s):

Part 3 — Oral Health Assessment/Screening
Health Care Provider must complete and sign the oral health assessment.

HAH-3 REV. 7/2018

State law requires that each local board of education request that an oral heaith assessment be conducted prior to public school
enrollment, in either grade six or grade seven, and in either grade nine or grade ten (Public Act No. 18-168). The specific grade
levels will be determined by the local board of education. The oral health assessment shall include a dental examination by a dentist
or a visual screening and risk assessment for oral health conditions by a dental hygienist, or by a legally qualified practitioner of
medicine, physician assistant or advanced practice registered nurse who has been trained in conducting an oral health assessment as
part of a training program approved by the Commissioner of Public Health.

Student Name (Last, First, Middle) Birth Date Date of Exam
School Grade U Male Q Female
Home Address

Parent/Guardian Name (Last, First, Middle) Home Phone Cell Phone

Dental Examination Visual Screening Normal Referral Made:
Completed by: Completed by: 0 Yes O Yes
O Dentist Q MD/DO O Abnormal (Describe) Q No

O APRN

O PA

O Dental Hygienist
Risk Assessment Describe Risk Factors
d Low U Dental or orthodontic appliance Q Carious lesions
O Moderate Q Saliva U Restorations
Q High O Gingival condition Q Pain

Q Visible plaque O Swelling

Q Tooth demineralization 0 Trauma

O Other Q Other

Recommendation(s) by health care provider:

I give permission for release and exchange of information on this form between the school nurse and health care provider for confidential
use in meeting my child’s health and educational needs in school.

Signature of Parent/Guardian

Date

Signature of health care provider

DMD /DDS / MD / DO [ APRN / PA/ RDH

Date Signed

Printed/Stamped Provider Name and Phone Number







Child’s Name:

Vaccine (Month/Day/Y ear)

Birth Date:

REV. 1072018

Immunization Record
To the Health Care Provider: Please complete and initial below.

Dose 1

Dose 2

Dose 3

Dose 4

Dose 5

Dose 6

DTP/DTaP/DT

IPV/OPV

MMR

Measles

Mumps

Rubella

Hib

Hepatitis A

Hepatitis B

Varicella

PCV* vaccine

*Pneumococcal conjugate vaccine

Rotavirus

MCV**

**Meningococcal conjugate vaccine

Flu

Other

Exemption:

Disease history for varicella (chickenpox)

Religious

tRecerti

fy Date

Medical: Permanent

(Date)

tRecertify Date

1Temporary

tRecertify Date

{Confirmed by)

Date

Immunization Requirements for Connecticut Day Care, Family Day Care and Group Day Care Homes

Vaccines Under 2 By3 By 5 By 7 By 16 16-18 By 19 2-3 years of age|3-5 years of age
months of age | months of age | months of age | months of age | months of age | months of age | months of age | (24-35 mos.) | (36-5% mos.)
DTP'[,?[.TIW None 1 dose 2 doses 3 doses 3 doscs 3 doscs 4 doses 4 doses 4 doses
Polio Nene 1 dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 doses 3 doses
1 dose after 1st | 1 dose afier 1st | 1 dose after 1st | ] dose after {st | 1 dose after 1st
it None L LD LU birthday’ birthday' birthday' birthday' birthday’
Hep B None 1 dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 doses 3 doses
2or3doses | 1 booster dose | 1 booster dose | 1 booster dose | 1 booster dose | 1 booster dose
HIB None | dose 2 doscs depending on after 1st after lst after 1st after 1st after 1st
vaccine given? birthday* birthday* birthday* birthday' birthday*
1 dose after 1 dose after 1 dose after
Varicella None None None None None None - b 1rlh_day - b mh‘day - b m.h.day
or prior history | or prior history | or prior history
of disease* of disease'? of disease'*
P’:::;:;:::a' None | dose 2 doses 3 doses 1 dosc after 1 dose after 1 dose afler I dose afler 1 dose afler
Vaccine (PCY) 1st birthday 1st birthday ist arthday 1st birthday Ist birthday
1 dose after 1 dose after 1 dose after | 2 doses given | 2 doses given
SR RetEel None LS LTS LS Istbirthday® | Istbirthday® | lstbirthday® |6 months apart® |6 months apart®
Influenza Nene Nene None 1 or 2 doses lor2doses® | lor2doses® | 1or2doses® | 1or2doses® 1 or 2 doses®

1. Laboratory confirmed imumunity also acceptable
2. Physician diagnosis of discase
3. A complete primary series is 2 doses of PRP-OMP (PedvaxHI1B) or 3 doses of HbOC {ActHib or Pentacel)
4. As a final booster dose if the child completed the pimary senies before age 12 months. Children who reccive the first dose of Hib on or after 12 months of age and before 15 months of age are

required to have 2 doses. €Children who reccived the first dose of Hib vaccine on or afier 15 months of age are required to have only one dose
5. Hepatitis A is required for all children born after January 1, 2009
6. Two doses in the same flu season arc required for children who have not previously received an influenza vaccination, with a single dose required dunng subsequent seasons

Intial/Signature of heal th care provider

MD /DO /APRN / PA

Date Signed

Printed/Stamped Provider Name and Phone Number







