Pupy;
pam “ubl,

Q
s\©

Early Childhood Center
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Early Childhood Center

Dear Parents,

Laura Tinsley, BPS Early Childhood Specialist
LTinsley@birmingham.k12.mi.us

248.203.5800
2121 Midvale Street ~ Birmingham, MI

Fax: 248.203.5804
48009

Here are important instructions for completing your child’s Health Appraisal form. Some areas are filled out by
parents and others at the doctor’s office. It is very important that you make sure this form is completed as seen
below. These guidelines are requirements by the State of Michigan Department of Human Services and every lit-
tle detail counts. It is important that we are in full compliance. We are required to have a Health Appraisal on file
for each child and it must be completed and signed by the doctor. You can help us by doing the following: please
double check the form before leaving the doctor’s office. (Sections that the doctor needs to complete are in pink.)
Please note, incomplete forms will not be accepted and we will ask you to return to your doctor’s office.

Please confirm:

1. The doctor has signed and dated the form. (Please note, the doctor cannot be the child’s parent.)
2. The doctor has checked the two boxes in Section 4.

3. The doctor has filled in the exam date (bottom right of first page.)

4. The immunization section is completed or attached as a separate document.

5. The physical exam section is fully completed.

There is also a parent section (highlighted in blue) that needs to be completely filled out. Please make sure you

do the following before turning it in:

1. Fill in all requested Personal information.

2. Fill in Section 1 - Health History (answer questions on left and fill in information on right.

3. Sign and date at the end of Section 1.

HEALTH APPRAISAL

Dear Parent or Guardian: The following information is requested so that the school can work with the parent to meet the physical, intellectual and emotional needs SECTION Il - IMMUNIZATIONS
of the child. Fill out the information requested in Section I. Section Ill may be certified by the transcription of information from the certificate of immunization. The Statements such as “UP-TO-DATE" or “GOMPLETE” wil not be accepted. Admission to school may be denied on the basis of this information:*
remaining section
DATE ADMINISTERED DATE ADMINISTERED
W VACCINES (Circle Type) MM/DDIYYYY VACCINES (Circle Type) MM/DDAYYYY
PERSONAL Hepatitis B 1 3 Hepatitis A (Hep A) 1 [2
= . . e (He| 3
“HqUestions by checking the correct box. ™" == ; e — ey —— |
T T DTaP/DTR/DT/Td 2 Ih
ADDREssqNumbersueeu (©ity) {ZIP Codle) TODAY'S DATE (mmvd/yy) DTaP/DTP/DT/T : I ls sectlon Can elther be ﬁlled | |
PARENT/GUARDIAN {Last, First, Middle) HOME TELEPHONE NUMBER Tdap i I h 1 ] ]
: ; e 3 out or have an immunization [
ADDRESS (Number & Stieet] {City) {ZIP Code) 'WORK TELEPHONE NUMBER lype b {HIB) 2 4
M < 1 =—Jrecord attached to the health
(IPV/OPV} 2 4
SECTION | - HEALTH HISTORY > u
Pneumococcal Conjugate: 1 3 fOrm
g (PCV7/PCV13) 2 a M
£ 2 & # Isyourchild having any of the problems listed below? Birth History: BT = -
CICI 0 1 Allergies or Reactions (for example, food, or other) o Exemptions o these S e
Teln - abjections, provided that the walver forms-aro properly prepared, signed and
DO £ drgesec i, & Vieedfy WMeasles Mumps, Rubella (MMR) | 1 > delivered 1o school tt lable at
OO0 3 Eczema or Frequent Skin Rashes Variosia Grickonmend 5 = your child's school of local
ElENIEIR S Gonvlislohs/Gslalies History of Ghickenpox Disease? [ Yes O No Ifyes, date Parent/Guardian refused immunizations: [
U EIR S Heai ool 1 certify that the immunization dates are true to the best of my knowledge
OO0 6 Diabetes / ’
O [ 7 Frequent Colds, Sore Throats, Earaches (4 or more per year) Are there any current or past O Yes 0O No Health Professional’s Signature Title Date
OO 8 Trouble with Passing Urine or Bowel Movements If yes, please describe: —
CICICJ 9 Shortness of Breath 4 SECTION IV - RECOMMENDATIONS
10 Speech Problems = % &+ UGPARSP e FRASEAE L SN s by A 1en e
=Tnln A L] v MLALD il ol kel 1] d d
L1010 11 Menstrual Problems o of s ref pLLLLEd L e bW AHIRLD L L sl 1 b L
CI0O1 0 12 Dental Problems: Date of Last Exam f /
OO 00 O Other (please describe):

OO  Does your child take any \(s) regularly? If yes, list 1

o5 i lany restrictions:for-school. These.must.be checked
by the doctor,

Other Recom

I

Parent sign and date here
O / Was the health history reviewed by a health professional?
Ol Yes O No Examiner’s Initials:

SECTION V - DENTAL EXAMINATION AND RECOMMENDATIONS (OPTIONAL)

Parent/Guardian Signature Date

SECTION Il - PHYSICAL EXAMINATION, INSPECTION, TESTS AND MEASUREMENTS
Required for Child Care and Head Start / Early Head Start

Tests and Measurements

2 e
HHE HHE
2| 8| was child tested for Test results: 2| 2|E] 2 £ was child tested for Test results: 3|25
VISON Vil Aoty O O |HEGHT & WEIGHT. Height
alo Mussle mbaianca et
Dats r Oier 0| 0 foer Gner
TEARING Radometer T3] 03 | FEMOGL 0B /HEVATOORT >
Otver
oo & 5 0| o [pLoon pressuRe Feading;
ot /
TRNAYSE S TURERGULIY e
- ‘Aoumin o
Dato: L4 Mioroscopic bt 1 s Neg O Pos: O i
BLOOD LERD LEVEL NOTE: Blood lead level required for all children enrolled in Medicaid must b tested
tovd i 5 | at one and two years of age, or once between three and six years of age if not
olo  — previously tested. All chidren tnder age six lving in high.isk areas should be tested
oo s atthe same intervals as listed above.

and/or

‘Essontial Findings Deviating from Normal

Exam Date: 7 7
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‘ teeth. As a fesult of this examination, my for weatments:
IdE name
[ S S
Dentist’s Signature Date
PHYSICIAN'S SIGNATURE
/
Examiner’s Signature Date Examiner's Name (Print or Type) Degree o Licenss
i ( )
Normer & Street City ZIP Gode Telephone

Information required for:

Early On - Hearing and Vision Status; Diagnosis; Health Status
Child Care Licensing - Physical Exam, Restrictions, Immunizations

Head Start/Early Head Start - Determination that child is up-to-date on a schedule of age-appropriate preventive and primary health care, including
medical, dental, and mental health. The schedule must incorporate the well-child care visit required by EPSDT and the latest immunizations schediule
recommended by the Centers for Disease Control and Prevention, State, tribal, and local authorities. An EPSDT well-child exam includes height, weight,
and blood tests for anemia at regular intervals based on age.

Developed in Gooperation with the Departments of Human Services, Education, Community Heaith, Michigan American Association of Pediatrics, Early
Childhood Investment Corporation, Child Care Licensing, Head Start, Michigan State Medical Society, Michigan Association of Osteopathic Physicians
and Surgeons.
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