Vance County School’s 

Pre-Kindergarten Health Assessment

Part I: To Be Completed by Parent(s) or Guardian

_________________________________    _________________________________    _______

Child’s Last Name                                        First Name                                                    MI

Date of Birth: __________   School Your Child will be attending: ________________________________

Name of Parent(s)/Guardian: ______________________________________________________________

Address:   _____________________________________________________________________________

Phone Number:  _______________________________

Do you have concerns about your child’s:

1. Health?                                                _____ Yes     _____ No     If yes, explain.

    ____________________________________________________________________________________

    ____________________________________________________________________________________

2. Behavior?                                            _____ Yes     _____ No     If yes, explain.

    ____________________________________________________________________________________

    ____________________________________________________________________________________

3. Ability to get along with others?         _____ Yes     _____ No     If yes, explain.

    ____________________________________________________________________________________

    ____________________________________________________________________________________

Does your child see a health care provider?

On a regular basis?            _____ Yes   _____ No

Only when ill or injured?   _____ Yes   _____ No

Does your child see a dentist?

On a regular basis?            _____ Yes   _____ No

Only when ill or injured?   _____ Yes   _____ No

Usual Health Care Provider

Name: __________________________________________     Phone: _______________

Address: ________________________________________________________________

Usual Dentist

Name: __________________________________________     Phone: _______________

Address: ________________________________________________________________

Does your child receive special examinations or treatment other than that provided by his/her usual health care provider? 

_____ Yes     _____ No                    If yes, list.

	Provider
	Address
	Approximate Dates

	
	
	

	
	
	

	
	
	


___________________________________________________                            ___________

Signature of Parent/Guardian                                                                                   Date

Part II. To Be Completed By Health Care Provider

Child’s Last Name: ____________________________     First Name: _____________________________ 

List any significant medical conditions, disabilities, or allergies:

______________________________________________________________________________________

______________________________________________________________________________________

To what extent might these conditions affect the child’s school performance?

______________________________________________________________________________________

______________________________________________________________________________________

Test:

TB Skin Test:      _____ Not Indicated     _____ Indicated    _____ Results

                            ________________Type of Test Used

Hemoglobin /Hematocrit: (circle test used)

_____ Not Indicated       _____ Indicated       _____ Normal       _____ Needs Follow-Up

Screenings:

1. Vision:      _____ Normal     _____ Normal with Corrective Lenses     _____ Needs Follow-Up

2. Hearing:    _____ Within Normal Limits     _____ Outside Normal Range     _____ Needs Follow-Up

3. Dental:      ______ Within normal limits     _____ Obvious decay- Needs Follow-Up 

4. Developmental: List Test Used __________________________________

                               _____   Within Normal Range   _____   Outside Normal Range

                               _____ Needs Follow-Up Comments: ___________________________

5. Blood Pressure: _____/_____ 

                              _____Normal _____ Outside Normal Range _____ Needs Follow-Up

6. Height: _____ Feet   _____ Inches

7. Weight: _____ Pounds            _____ Body Mass Index         BMI – for Age is:

                 _____ Normal (5%ile - <85%ile)                         _____ Underweight (< 5%ile)

                 _____ At Risk of Overweight (85%ile-<95%ile) _____ Overweight (>95%ile)

Part III. Continued

Does this child take medication on a regular basis? ___ Yes   ___ No   If yes, list medication and list indications for use. School Medication Form needs to be completed if student will require medication during school hours.

______________________________________________________________________________________

______________________________________________________________________________________

Does this child need nursing support services during regular school hours?

_____ Yes   _____ No      If yes, please describe. ______________________________________________________________________________________

______________________________________________________________________________________

List special health considerations needed for this child while at school:

______________________________________________________________________________________

______________________________________________________________________________________

Part IV. IMMUNIZATION RECORD  (TO BE COMPLETED ONLY BY HEALTH CARE PROVIDER)

	Enter date of EACH Dose - Month/Day/Year
	
	
	

	Vaccine
	#1
	#2
	#3
	#4
	#5

	Dtap, DTP, DT
	 
	 
	 
	 
	 

	Polio
	 
	 
	 
	 
	

	Hib
	 
	 
	 
	 
	

	Hepatitis B
	 
	 
	 
	
	

	MMR
	 
	 
	
	
	

	Measles
	 
	
	
	
	

	Mumps
	 
	
	
	
	

	Rubella
	 
	
	
	
	

	Varicella
	 
	
	
	
	


____________________________________________________    _____________    _________________

Signature of Health Care Provider                                                      Date                      Telephone
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