Please return this form to Ms. Petruso by June 30, 2017

GENERAL RELEASE

I hereby authorize Garden School, to use photographs of my child,

, In its publications, advertising and

on the Garden School website (www.gardenschool.org).

Parent or Guardian Signature Date



CHILD & ADOLESCENT HEALTH EXAMINATION FORM

Please

: NYC ID {OSIS
NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE — DEPARTMENT OF EDUCATION Print Clearly { )
TO BE COMPLETED BY THE PARENT OR GUARDIAN
Child’s Last Name First Name Middle Name Sex [ Female |Date of Birth (MonthDay/Year)
[] Male
——
Child’s Address Hispanic/Lating? |Race /Check ALL thatappty [ American Indian ] Asian ] Black [ White
CiYes LINo O Native Hawalian/Pacific Islander [ Other
City/Borough State Zip Code School/Center/Camp Name District ____ [ Phone Numbers
Number ____|Home
Health insurance [0 Yes |1 Parent/Guardian Last Name First Name Email Cell
{including Medicaid)? (0 No | (] Foster Parent Work
TO BE COMPLETED BY THE HEALTH CARE PRACTITIONER
Birth history (age 0-6 yrsj Does the child/adolescent have a past or present medical history of the following?
Ol Ungomplicated 7] Premature: weeks gestation O Asthrpa {check severity and attach MAF): [J Intermiftent [ Mild Persistent [ Moderatz Parsistent [ Severe Persistent
If persistert, check all cument medication(s): [ (uick Relisf Medication [ Inhaled Corticostercid [ oral Sterai¢ [ Other Controfler ] None
1 Gomplicated by Asthma Control Status [ Well-cortrolled [ Poorly Cantrolied or Not G
1 ; : [ Anaphylaxis [_] Seizure disorder Medications (attach MAF if in-school medication nesde
Altergies [ Nane ] Epi pen prescribed . Behavioral‘mental heatth disorder [ Speech, hearing, or visual Impalnment [ Nona O] Yes st belo *
) C Congenital or acquired heart disorder  [J Tuberculosis (atent infection or disease)
[ Drugs gisy % Develepmental/learning problem [ Hospitalization
; Diahetes fattach MAR [ Surgery
L Foods #isy [ Orthapedic injury/disatility 7] Other (specity)
L Other gisp Explain afl checked items above. 01 Addendum attached.
Aitach MAF in in-school medications needed
PHYSICAL EXAM Date of Exam:  / /| General Appearance:
Height & (%l [ Physical Exam WNL
i Abnt N} Aot N Abrt M A N Abit
Weight kg {____%ile} |01 0 Peyohosocial Development |3 (3 HEENT [ [ Lymph nodes [1 [ Abdomen [ [1 Skin
B! kafm? (__ %ilgy |0 Language {J [ Dental [ [ Lungs 03 [ Geniteurinary O O Neurolegical
MGGt » il [3 [ Behavioral 3G O Neck [j [} Cardiovascular [ [ Extremities [ [] Back/spine
ead Circumference fage <2 yrs) em {__ _ %ile} Describe abnormaites:
Blood Pressure fage >3 ws) /
DEVELGPMENTAL (age 0-6 yrs) Nutrition Hearing Date Done Results
Validated Screening Tool Used? Date Screened |« 1 year (] Breastfed [] Formula [J Both < 4 years: gross hearing ;I O Claesi TReferred
2 1 year [] Well-balanced [ Needs guidance [2 Counseled [ Referred -
Ces Lo ——'——— |Dletary Restrictions [ None () Yes fist below) DAE — e Dabal Detered
Soreening Resutts: 71 WHL = 4 yrs: pure tone audiornelry i 7 inr Clabar ClReferred
(1. Delay or Concerr: Suspected/Confirmed (specify areals) below): Vision Date Doneg Resuilfs
[ GognitiveProsizm Sohing (1 Adaptive/Selt-Help SCREENING TESTS Bate Bone Reqots <3 years: Vision appears: i Om O b
[T communication/Language [ Gross Motor/Fine Mator Blood Lead Level {BLL) / i pgfdL Araity (required for new entrants Right /
[ sccial-Ematicnal er [J Other Area of Concem: {required at age 7 yr and 2 and children age 3-7 years) 4 ilett /
Personal-Social yrs and for those at sk} S S S pg/dL [T Unable to test
1 B j i V] 3
Describe Suspected Delay or Concern: Lead Risk Assessment L Atrisk {do BLL) Screened with Glasses? [DYes o
(annully, age § mo-6 yrs) ! / Strabismus? COYes [ONo
4 [] Not atrisk Dental
——Child Gare Only — Visible Tooth Decay i OYes O
Hermoglobin ot / / o/l furgent need for dental referral oain, swelling, infection) : ~ ClYes  INo
Child Receives EVCPSE/CSE services [ Yes [] do | Hematocrit _ 4 |DentalVisewilhindhe past12 mooihs OYes Do
CIR Number | ' | | | | | I | i l Physician Confirmed History of Varicella Infection Report only positive immunity:
IMMUNIZATIONS - DATES lgG THers | Date
1)t ] R S ST SR S S S S S S A SN S Tdap __ v/ 4 ! | HepatitisB __r /
L1 IR S AN S S SR S S S S MMR o+ b i Measles _ s
Polio ¢ o 4 4 4 b i Vericella v ¢, ¢ & 4 Mumps __ 7/ +
kesB _ s ¢ 4 _f 4 i h b4t MemingACWY __ , o, = _ ¢ ¢ __ i 1 Rubella _ ; 7
111 S S S SN SN SN SN S S S Hepd __ s v  __i 1 i i Varicella s 7
B (S S S Y SN SN AU SN S S S Rotawius _ , ;¢ 41 Polio 1 A
Influenza ___ ;¢ ¢ p 4 4 b p Mening® __ s s 4 i __ 4 i Polio2 _ 4 4
Wv v s 40 4 4 4 4 _ 4 ¢ Other s o R BE Poliod _ ;s 4
ASSESSMENT [ Well Child 700,129 [T Diagnoses/Problems gish 1GD-10 Code | REGOMMENDATIONS 2 Full physical activity
[ Restrictions (specify)
Follow-up Needed ['No [ Yes, for Appt.date: s ___
Referral(s): [C1None  [Early Intervention  TTIEP  [JDental [ Vision
O Other
Health Care Praciitioner Signature Date Form Gompleted

Pchmon | ' | | | |
ONLY [}

Health Care Practitioner Name and Degree {pring}

Practitioner License No, and State

TYPE OF EXAM: [ NAE Corrent [C) NAE Prior Year(s)
Comments:

Facility Name Nationat Provider identifier (NP
Date Reviewed: LD. HUMBER

Aucress oy Sute Zip v [ TTTTTT]
REVIEWER:

Telephang Fax Email

Forwme LI L LI TP ET T

CH205 Health Exam 2016_r4-16_FINAL.indd




