PPS-2K Rewv. 1/08

NORTH CAROLINA
KINDERGARTEM HEALTH ASSESSMENT REPORT

(Approved by Morth Caroling Department of Pubilc Instruction and Department of Health and Human Services)

Datos Personales *Favor de traer los records de las vacunas consigo a la visita*

LLENADO POR EL PADRE

Por Favor Escribe Claramente —Vea el otro lado para mas info requerida

Nombre del Nifio(a):

(Apellido) (Primer Nombre) (Segundo Nombre)

Fecha de Nacimiento: / / (mes/dia/afio)
Direccidn: Ciudad Estado: Caodigo Postal
Nombre del Padre/apoderado legal: teléfono:

Si No

[1 [ ¢Hay algo sobre la salud general de su hijo(a) que le preocupa a usted, por ejempolo cuanto pesa, como esté creciendo, 0 como se comporta?

[1 [ ¢Has llevado a su hijo(a) al doctor para alguno de estos problemas?

[1 [ ¢Hay alguien en la familia que tiene alguna condicion qu ha afectado su salud, peso, desarollo o comportamiento? (favor de explicar en la seccion

abajo para comentarios)
[1 [ ¢Haido su hijo(a) al dentista en los Gltimos 12 meses?
[1 [l ¢Suhijo(a) ha tenido una visita de nifio sano o un chequeo por un medico en los Gltimos 12 meses?
Comentarios:

Permiso del Padre: Yo estoy de acuerdo para que el médico de mi hijo(a) y el personal de la escuela hablen sobre la informacion en esta formay doy permiso al
Departamento de Salubridad y Servicios Humanos que coleccionen y ananlizen informacion en esta forma para tener mejor entendimiento sobre las necesidades de la
salud de los nifios de Carolina del Norte. Firma: Fecha:

HEALTH CARE PROVIDER COMPLETE

Recommendations to School Personnel Based on Health Assessment

[ Mo Recommendations, Concerns or Needs

r Requesting School Follow Up

[ Medication
[ ©Child takez medicing for specific health conditions:

Lizt medication(s): 1. a.

7 4.

[T Medication must be given andior available at schoo

[ Allergy
[ Food: I imsect— [ Medicine— [ Other:
Type of allergic reaction: I Anaphylaxis [ Local reaction
Rezponze reguired: r Epinephrine Auto-injector [ Other: ™ Mene

r Developmental Concerns ldentified (See commeniz below)
Child needs referral to school support team for further evaluation.
r Special Diet
Guidance:

™ Health-Related Recommendations to Enhance School Performance
For example: sitfing near the fronf of classroom, special equipment needs.

Flease zpecify:

r School Health Forms Attached

[™ School Medication Authorization Form [ Diabetes Care Plan [T Asthma Action Plan
[ Health Care Plan{s) List Condition )]
Comments:
Was this assessment completed in the child's regular health care provider's office? r yes I_ no

If ng , please provide a copy to the child’s parent to give to the child's regular health care provider.

Health Care Professional's Certification - Attach a copy of the immunization record.

I certify that the information on this form is accurate and complete to the bast of my knowledge,
Frovider'z Mame: Provider Stamp Here

Provider's Signature: Date:
Practice/Clinic Name:
Practice/Clinic Address:
Practice/Clinic City, State & Zip:
Fractice Phone:

Fax:

-Front-



Datos Personales

LLENADO POR EL PADRE

Fecha de nacimiento del nifio / / (mes/dia/afio) Raza: [ 1 Otro, no blanco (15 Chino [1 9 Otro asiatico
Sexo: [ Masculino [1Femenino 12 Blanco (16 Japones 110 Desconocido
Condado de Residencia: (13 Negro (17 Hawaiano
14 Indio Americano (18 Filipino

Cadigo Postal

De origen Hispano o Latino: [11Si 12 No
La escuela donde asistira su hijo(a)

Su hijo(a) tiene:

Lugar donde su hijo(a) recibe su cuidado de salud regular: [ 1 Medicaid [J 2 Seguro Privado/HMO
[ 1 Departamento de Salubridad [J 4 Médico Privado/HMO [J 3 No tiene seguro [J 4 Otro:
12 Hospital/Clinica (15 Otro: Nombre del Médico/Clinica:

13 Centro de Salud de la Comunidad (16 Ningun lugar regular

HEALTH CARE PROVIDER COMPLETE

Date of Health Assessment: ! i

The heaith assessment must be conducted by a physician licensed to practice medicine. 3 physician's assistant as defined in General Stature
90-18. & cenified nurse practitioner. or 3 public health nurse meezing the state standards for Health Check Services.

Immunizations - Attach a copy of the immunization record.

r Allergy r Diabetes

r Anemia [ at-Risk for Anemia r Ematicnal/Behavioral

[T Asthma [T Encopresiz

[T Attention/Learning [ Enuresis (Daytime)

r Bleeding Problems T Genetic Disorders

[T cancerLeukemia [T Heart Problems

[ Cersbral Palsy [ Hearing Problems

N Cystic Fibrosis MK dney Problems

[ Dental Problems [ Lead (Hx of =10 mcg!
Screening Results [7 Ovesity

Pertinent llinesses, Risks or Developmental Problems: (Fieaze check ail that appty)

Orthopedic Proklems
r Prematurity (<32 wks. EGA)
Seizures/Convulsions
Sickle Cell Anemia [ Trait
Speech/Language
Tuberculosis [ At-Risk for T8
Wision Problems
Oither;
Mone

-

r
-
-
r
-
-

dL) [~ At-Risk [ Test done

Screening Toolis) Used: Developmental Domains: 'l."l.'ithin1‘hl-:|rrnal Cunce'-_’rn ldentifed Referred to Specialist

) 2 3

T 1reEDS T lapac EmaticnaVSocial I r r Comments:
T |zasa I sazm-zE Problern Sohing F B r
- m o Languags/Communization I I_

COLCDR 0

Lls I & Bngance Fine Motor Skills r r r
Gross Motor Skills [ . .

i
§
g

Indicafe Pass (P} or Refer (R) in each box. Refer means any failurs af
any frequency in either ear af =20d8

Hearing (1000 Hz 2000 Hz 4000 Hz
Right ™ 108
Laft r 2 Audiometry

Screening Tool Used: ™1 Pass

T |2 Scheduled for re-screen due io middie ear fuid.
Re-szreen appt. in weeks

r&- Referal to audiologistENT (check if yes)

T |4 Child has previousty diagnosed hearing loss. Scresning
is ot Necessany

Please remember that vision screening is not a substitut

e [ 1 Pass [ Acuty, Stereopsis, & Sympioms)

for a comprehensive eye examination.

[ 2 Referral io eye doctor icheck if YES) Refer if worse than 20040

Right Left Stereapsls [~ Pass T/ Fall

in either or both eyes, a two fne dfference between eyes,

Vision

Far: Acuity Test Used:

unable to test, faled stersopsts, or signs of diseass.

T2 cChild has a dizgnosed vision conddion and has had an eye

Comments:

Was test performed with corrective lenses? | yes [ no exam in the last 12 menths. Screening is not necessary.
Physical Examination
Weight: lks. Height: ft. in. Mormal Abnormal
- - T 1 2
Body Mass Ind B - -
1 Nomal f:;l css%in) REENT L L
= ormal (5 |e-_ B .r\.:hI'E.‘:I DentaliCira r r
2 Underweight (=5%ile) Lungs r .
[ 3 At-Risk (85%ile to =95%ile) Cardiac r r
[T 4 Overweight (35%ile) Abdomen r I
. Meurological r r
Blood Pressure: / e r
™ 1 Within Normal Range Back/Extremites [
' g Genital r r
[T 2 =20 Percentile | “%ile) Zkin r r

-Back-




