State of Connecticut Department of Education

Early Childhood Health AssessmentRecord

(For children ages birth-5)

To Parent or Guardian: In order 1o provide the best experience, early 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
health assessment (Part 3). State law requires complete primary imniunizations 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)

UMale OFemale

Address (Street, Town and ZIP code)

Parent/Guardian Name (Last, First, Middle)

Home Phone

Cell Phone

Early Childhood Program (Name and Phone Number)

Primary Health Care Provider:

Name of Dentist:

Race/Ethnicity

UAmerican Indian/Alaska Native

OAsian

OBlack or African Amcrican

OWhite
OO0ther

OHispanie/Latino of any race

UNative Hawaiian/Pacific Islander

Health Insurance Company/Number* or Medicaid/Number*

Does your child have health insurance? Y N

Does your child have dental insurance? Y N

Does your child have HUSKY insurance? Y N

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

* If applicable

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 Asthma treatment 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
Anuy other allergies Y N Has your child had a dental Any heart problems Y N
Any daily/ongoing medications Y N examination in the last 6 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 injury Y N
Uses contacts ot glasses Y N Weight concerns Y N Any operations/surgeries Y N
Any hearing concerns Y N Problems breathiing or coughing Y N Lead concems/poisoning Y N
Developmental — Any concern about your child’s: Sleeping concerns Y N
1. Physical development Y N 5. Ability to communicate needs Y N High blood pressure Y N
2. Movement from one place 6. Interaction with others Y N Eating concerns Y N
Lo another Y N 7. Behavior Y N Toileting concerns Y N
3. Social development Y N 8. Ability to understand Y N Birth to 3 services Y N
4, Emotional development Y N 9. Ability to use their hands Y N Preschool Special Education Y N
Explain all “ves” answers or provide any additional information:
Have you talked wilh your child’s primary health care provider about any of the above concerns? N
Please list any medications your child
will need to take during program hows:
Allmedications tken in child care programs require u separate Medication Authorization Form signed by an authorized prescriber und puremi/guardian
P give my consent for my child’s health caie provider and carly
childhood provider or health/nurse consullant/coordinalor Lo discuss
the information on this form for confidential use in meeting my I _ - R
child’s health and educational needs in the carly childhood program, Signaturc of Parent/Guardian Date

C.G.S. Seclion 10-16g, 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,
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Part 2 — Medical Evaluation

Health Care Provider must complete and sign the medical evaluation, physical examination and immunization record.

Child’s Name Birth Date Date of Exam
I have reviewed the health history information provided in Part I of this form (o CERRR (mm/ddryyyy)

Physical Exam

Note: *Mandated Screening/Test to be completed by provider.

*HT infem %  *Weight 1bs. oz / %  BMI / %  *HC in/cm %  *Blood Pressure /
(Birth-24 months) (Annually at 3-5 years)
Screenings

*VisionScreening *Hearing Screening *Anemia: at 9 to 12 months and 2 years
QO EPSDT Subjective Screen Completed Q0 EPSDT Subjective Screen Completed

(Birth to 3 yrs.) (Birth to 4 yrs.)
0O EPSDT Annually at 3 yrs, Q0 EPSDT Annually at 4 yrs.

(Early and Periodic Screening, (Early and Periodic Screening,

Diagnosis and Treatment) Diagnosis and Treatment) *Hgb/Hct: *Date
Type: Right Lefi Type: Right Left

With glasses 20/ 20/ O Pass UPass *Lead: at 1 and 2 years; if no result
0 Fail QFail screen between 25 — 72 months
Without glasses 20/ 20/ A a
OUnable to assess OUnable to assess History of Lead level
UReterral made to: UReferral made to: = 5pg/dL UnNo UnYes
*TB: High-risk group? UNo  DYes *Dental Concerns ONo  OYes *Resuli/Level: *Date
Test done: UNo  JYes Date: UReferral made (o:
. Other:
Results: Has this child received dental care in et
Treatment: the last 6 months? UNo QYes
*Developmental Assessment: (Birth—S5 years) WNo OYes Type:
Results:

*IMMUNIZATIONS  QUp to Date or QCatch-up Schedule: MUST HAVE IMMUNIZATION RECORD ATTACHED

*Chronic Disease Assessment:

Asthma UNo UYes:  UOlntermittent  AMild Persistent OModerate Persistent OSevere Persistent OExercise induced
If yes, please provide a copy of an Asthma Action Plan
URescue medication required in childcare setting:  ONo  QYes
Allergies UNo  OYes:
Epi Pen required: dNo UYes
History/risk of Anaphylaxis: UNo QOYes: UFood Qlnsects OLatex Medication QUnknown source
If yes, please provide a copy of the Emergency Allergy Plan
Diabetes UNo OYes: UOTypel OTypell Other ChronicDiscase:
Seizures ONo WUYes: Type:

U This child has the following problems which may adversely affect his or her educational experience:
OVision  UOAuditory  QOSpeech/Language  OPhysical  OEmotional/Social ~ OBchavior

O This child has a developmental delay/disability that may require intervention at the program.

U This child has a special health care nced which may require intervention at the program, e.g., special diet, long-term/ongoing/daily/emergency
medication, history of conlagious disease. Specifi:

LINo OYes This child has a medical or emotional illness/disorder thal now poses a risk 1o other children or affects his/her ability to participale
safely in the program.

ONo QYes Based on this comprehensive history and physical examination, this child has maintained his/her level of wellness.

UNo DYes This child may fully participate in the program,

UNo QYes This child may fully participate in the program with the following restrictions/adaptation: (Specify reason and restriction.)

UNo OYes s this the child’s medical home? 0 1would like to discuss information in this report with the early childhood provider
and/or nursc/hcalth consultant/coordinator.

Signature of health care provider MID/1D0  APRN : PA Date Signed Printed'Stamped Provider Name and Phone Number




ED 191 REV. 1/2022

Part 3 — Oral Health Assessment/Screening

Health Care Provider must complete and sign the oral health assessment.
To Parent(s) or Guardian(s):
State law requires that each local board of education request that an oral health assessment be conducted prior to public school enrollment, in cither grade
six or grade seven, and in cither 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 approeved by the Commissioner of Public Health.

Student Name (Last, First, Middle) Birth Date Date of Exam
School Grade UMale OFemale
Home Address
Parent/Guardian Name (Last, First, Middle) Home Phone Cell Phone
Dental Examination Visual Sereening Normal Referral Made:
Completed by: Completed by: QYes QYes
ODentit SEIBDO OAbnormal (Describe) UNo
UAPRN
OPrA
UDental Hygienist
Risk Assessment Describe Risk Factors
ULow UDental or orthodontic appliance O Carious lesions
OModerate OSaliva ORestorations
OHigh QGingival condition OPain
QVisible plaque USwelling
UTooth demineralization OTrauma
UOther UOther = I

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.

Signaturce 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/Year)

Birth Date:

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

REV. 1/2022

Dose 1

Dose 2

Dose 3

Dose 4

Dose

5

Dose 6

DTP/DTaP/DT

1PV/OPY

MMR

Measles

Mumps

Rubella

Hib

Hepatitis A

Hepatitis B

Varicella

PCV* vaccine

*Pneumococcal conjugate vaccine

Rotavirus

MCV**

**Meningococcal conjugate vaccine

Flu

Other

Religious Exemption:

Religious exemptions must meet the criteria established in Public
Act 21-6: https://www.ctoec.org/wp-

content/uploads/2021/07/OEC-Vaccination-QA-Final.pdf.

Medical Exemption:
Must have signed and completed medical exemption form attached.
https://portal.ct.gov/-/media/Departments-and-

Agencies/DPH/dph/infectious diseases/immunization/CT-WI1Z/CT-

Medical-Exemption-Form-final-0927202 1{illable3.pdf

Disease history of varicella:

(confirmed by)

Vaccines Under 2 By3 Bys5 By 7 By 16 16-18 By 19 2-3 years ol age| 3—5 years of agg|
¢ months of age [ months of age | months of age | months of age [ months of age | months of age | months of age | (24-35mos.) | (36-59 mos.)
DlP]/)',Jrj ap/ None 1 dose 2 doses 3 doses 3 doses 3 doses 4 doses 4 doses 4 doses
Polio None 1 dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 dosces 3 doscs
I dose after 1st| 1 dose after Ist| | dose afier Ist| 1 dose after Ist| I dose after Ist
N . . ) : .
[ R Nang None s birthday' birthday' birthday' bivthday! birthday'
Hep B None 1 dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 doses 3 doses
2 or 3 doses | | booster dose | | booster dose | | booster dose | | booster dose | 1 booster dose
HiBs None 1 dose 2 doses depending on after st after 1st after 1st afler 1st after Ist
vaccine given® birthday? birthday® birthday* birthday* birthday*
1 dosc afier 1 dosc atter 1 dosc afier
irthd i Tst birthda
Varicella None None Nonc None None None ]Sl.b“ ncay lsl‘blnh_day e \_d’\y
or prior history | or prior history | or prior history
of discase’” ol discase'? of discasc'?
Pm?unrococcul 1 dose after | dosc afier 1 dosc alter 1 dosc aller I dosc afer
Conjugate None I dose 2 doses 3 doses - - . | Peiiny .
. 1st birthday Ist birthday Ist birthday Ist birthday I'st birthday
Vaccine (PCV) ‘ g e
sc afler sc aft se afle ses given | 2 doses giv
WUepatitis A None None None None 1 do-sc dflcl‘ 1 dolsc al(cr; | d()fL af u: 2 doses giv LI]{ doscs giv en.
1st birthday® Ist birthday? Ist birthday® | 6 montbs apart®| 6 months apart®
Influenza None None None | or 2 doscs 1 or 2 doscs® 1 or 2 doses” 1 or 2 doses” 1 or 2 doses® 1 or 2 doses®

Lo —

Physiciun diagnosis of'discase
A complete primary series is 2 doses of PRP-OMP (PedvaxHTB) or 3 doses of HLOC (ActHib or Pentacel)
As a final bovster dosc ifthe child completed the primary series before age 12 monihs, Children who reccive the first dose of Hib on or alter 12 manths of age and before 135 months of age are

Laboratory conlirmed immunity alsoacceptable

required to have 2 doses. Children who teceived the first dose of Hib vaccine on orafter 15 months of age are required 10 have only one dose
3o Hepatitis Ans required Tor adl childien born after January 1. 2009

G Two doses in the sume fu scason are requirced for children whe have not previously received an inftuenza vaccination, with a single dose required during subsequent seasons

IntnialiSignatire of health care provider

MD /DG APRN /PA

Date Signed

Printed Stamped Provider Name and Phone Number




PRESCHOOL

KINDERGARTEN

GRADES 1-6

GRADE 7-12

STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

IMMUNIZATION REQUIREMENTS FOR ENROLLED
STUDENTS IN CONNECTICUT SCHOOLS

Hepatitis B:
DTaP:
Polio:

MMR:
Varicella:

Hepatitis A:
Hib:

Pneumococcal:

Influenza:

Hepatitis B:
DTaP:
Polio:
MMR:
Varicella:

Hepatitis A:
Hib:

Pneumococcal:

Hepatitis B:
DTaP/Td:

Polio:
MMR:
Varicella;

Hepatitis A:

Hepatitis B:
Tdap/Td:

Polio:
MMR:
Varicella:

Hepatitis A:

2024-2025 SCHOOL YEAR

3 doses, last one on or after 24
weeks of age

4 doses (by 18 months for programs
with children 18 months of age)

3 doses (by 18 months for programs
with children 18 months of age)

1 dose on or after 1%t birthday

1 dose on or after 1%t birthday or
verification of disease £
2 doses given six calendar months apart, 1std '." on or after 1stbirthday
1 dose on or after 1%t birthday

1 dose on or after 15! birthday

1 dose administered each year between August 1s-December 31t

(2 doses separated by at least 28 days required for those receiving flu for
the first time)

3 doses, last dose on or after 24 weeks of age

At least 4 doses. The last dose must be given on or after 4™ birthday

At least 3 doses. The last dose must be given on or after 4" birthday

2 doses separated by at least 28 days, 15tdose on or after 1stbirthday

2 doses separated by at least 3 months-1stdose on or after 15 birthday;
or verification of disease. 28 days between doses is acceptable if the
doses have already been administered.

2 doses given six calendar months apart, 15'dose on or after 1stbirthday
1 dose on or after 1stbirthday for children less than 5 years old

1 dose on or after 15tbirthday for children less than 5 years old

3 doses, last dose on or after 24 weeks of age

At least 4 doses. The last dose must be given on or after 4" birthday.
Students who start the series at age 7 or older only need a total of 3
doses.

At least 3 doses. The last dose must be given on or after 4" birthday

2 doses separated by at least 28 days, 15'dose on or after 1=tbirthday

2 doses separated by at least 3 months-1stdose on or after 15t birthday;
or verification of disease. 28 days between doses is acceptable if the
doses have already been administered.

2 doses given six calendar months apart, 1stdose on or after 1stbirthday

3 doses, last dose on or after 24 weeks of age

1 dose for students who have completed their primary DTaP series.
Students who start the series at age 7 or older only need 3 doses of
tetanus-diphtheria containing vaccine, one of which must be Tdap

At least 3 doses. The last dose must be given on or after 4" birthday

2 doses separated by at least 28 days, 1'dose on or after 15t birthday

2 doses separated by at least 3 months-15tdose on or after 15 birthday;
or verification of disease. 28 days between doses is acceptable if the
doses have already been administered.

2 doses given six calendar months apart, 15'dose on or after 15 birthday

Meningococcal: 1 dose

Revised 1/3/2024



DTaP vaccine is not administered on or after the 7' birthday.

Tdap can be given in lieu of Td vaccine for children 7 years and older unless contraindicated.

Hib is NOT required once a student turns 5 years of age.

Pneumococcal conjugate is NOT required once a student turns 5 years of age.

Influenza is NOT required once a student turns 5 years of age.

HepA requirement for school year 2024-2025 applies to all Pre-K through 12" graders born 1/1/07 orlater.
HepB requirement for school year 2024-2025 applies to all students in grades K-12.

Spacing intervals for a valid HepB series: at least 4 weeks between doses 1 and 2; 8 weeks between doses

2 and 3; at least 16 weeks between doses 1 and 3; dose 3 must be administered at 24 weeks of age or later.
Second MMR for school year 2024-2025 applies to all students in grades K—12,

Meningococcal conjugate requirement for school year 2024-25 applies to all students in grades 7-12.

Tdap requirement for school year 2024—2025 applies to all students in grades 7-12.

If two live virus vaccines (MMR, varicella, MMRV, intranasal influenza) are not administered on the same day,
they must be separated by at least 28 days (there is no 4 day grace period for live virus vaccines). If they arenot
separated by at least 28 days, the vaccine administered second must be repeated.

Lab confirmation of immunity is only acceptable for HepA, HepB, measles, mumps, rubella, and varicella.
VERIFICATION OF VARICELLA DISEASE: confirmation in writing by a MD, PA, or APRN that the child has a
previous history of disease, based on family or medical history.

For the full legal requirements for school entry visit: Laws and Requlations (ct.gov)

If you are unsure if a child is in compliance, please call the Immunization Program at (860) 509-7929.

New Entrant Definition:
*New entrants are any students who are new to the school district, including all preschoolers and all students coming
in from Connecticut private, parochial and charter schools located in the same or another community. All
preschoolers, as well as all students entering kindergarten, including those repeating kindergarten, and those
moving from any public or private pre-school program, even inthe same school district, are considered new entrants.
The one exception is students returning from private approved special education placements—they are not considered
new entrants.

Vaccines supplied by the State of Connecticut are listed here, along with brand names.



