UNIVERSAL

CHILD HEALTH RECORD

Endorsed by:  American

Academy of Pediatrics, New Jersey Chapter

New Jersey Academy of Family Physicians

New Jersey Department of Health

SECTION |- TO BE COMPLETED BY PARENT(S)

Child’'s Name (Lasf)

Gender

[ Male

(First)

Date of Birth

[ Female / /

Does Child Have Health Insurance?

CYes [INo

If Yes, Name of Child's Health Insurance Carrier

Parent/Guardian Name

Home Telephone Number

Work Telephone/Cell Phone Number

Parent/Guardian Name

Home Telephone Number

Work Telephone/Cell Phone Number

I give my consent for my child’s Health Care Provider and Child Care Provider/School Nurse to discuss the information on this form.

Signature/Date This form may be released to WIC.
Cyes o
SECTION Il - TO BE COMPLETED BY HEALTH CARE PROVIDER
Date of Physical Examination: Results of physical examination normal? |:|Yes |:|No

Abnormalities Noted:

Weight (must be taken
within 30 days for WIC)

Height (must be taken
within 30 days for WIC)

Head Circumference
(if <2 Years)

Blood Pressure
(if >3 Years)

IMMUNIZATIONS

D Immunization Record Attached
[[] Date Next Immunization Due:

MEDICAL CONDITIONS

Chronic Medical Conditions/Related Surgeries [ None Comments
e List medical conditions/ongoing surgical ] special Care Plan
CONCerns: Attached
Medications/Treatments Egone_ | Care Pl Comments
o List medicationsfreatments: pecia.are kan
Attached
Limitations to Physical Activity E 2°"e_ —e Comments
o List limitations/special considerations: rsAssas ke
Attached
Special Equipment Needs E gsz:ial care Plan Saiment
e List items necessary for daily activities Attached
Allergies/Sensitivities L] None oL
o Listall6giss: [ special Care Plan
i Attached
Special Diet/Vitamin & Mineral Supplements E gone. | Care PI Gomments
sy ey . i Y pecial Care Plan
o List dietary specifications: Attached
Behavioral Issues/Mental Health Diagnosis E gone. | Care PI Gommenls
o List behavioral/mental health issues/concerns: pecial L.are Flan
Attached
Emergency Plans [ None Comments
o List emergency plan that might be needed and | [] Special Care Plan
the sign/symptoms to watch for: Attached

PREVENTIVE HEALTH SCREENINGS

Type Screening Date Performed Record Value Type Screening Date Performed Note if Abnormal
Hgb/Hct Hearing
Lead: [ cCapillary [ Venous Vision
TB (mm of Induration) Dental

Other:

Developmental

Other:

Scoliosis

D I have examined the above student and reviewed his/her health history.
participate fully in all child care/school activities, including physical education and competitive contact sports, uniess noted above.

It is my opinion that he/she is medically cleared to

Name of Health Care Provider (Print)

Signature/Date

CH-14 JUL12

Distribution: Original-Child Care Provider

Copy-Parent/Guardian

-13-

Health Care Provider Stamp:

Copy-Health Care Provider




Instructions for Completing the Universal Child Health Record (CH-14)

Section 1 - Parent

Please hawe the parent'guardian complete the top section and
sign the consent for the child care provider’school nurse o
discuss any information on this form with the health care
prowider.

The WIC box needs to be checked only if this form is being
sent o the WIC ofice. WIC is a supplemental nutrition
program for Women, Infants and Children that provides
nuiritiows foods, nuintion counseling, health care refermals and
breast feeding support to income eligible families. For more
mformation about WIC in your area call 1-B00-328-3838.

Section 2 - Health Care Provider

Please enter the date of the physical exam that s being
Ased to complete the foqm Mote significant abnormalities
especially if the child needs treatment for that

(eyg. creams for eczema; asthma medications for

uﬁeemngelx:}

Weight - Please note pounds vs. kilograms. If the
form s being used for WIG, the weight must hawve
been taken within the last 30 days.

" Height - Please note inches vs. centimeters. If the
form is being used for WIC, the height must have
been taken within the last 30

" Head Circumference - Only enter if the child is less
than 2

. Blood Pressure - Only enter if the child is 3 years
or older.

Immunization - A copy of an immunization record may

be copied and attached. K you need a blank form on

which to enter the immunization dates, you can request a

supply of Personal Immunization Record (IMM-2) cards

from the Mew Jersey Department of Health, Vaccine

Preventable Diseases Program at 809-820-4380.

«  The Immunization record must be attached for the
form to be valid.

= “Date next immunization is due” is optional but helps
child care providers to assure that children in their
care are up-to-date with immunizations.

Medical Conditions - Please kst any ongoing medical

conditions that might impact the child’s health and well

being in the child care or school setting.

a Mot any significant medical conditions or major
surgical history. K the child has a complex
medical condition, a special care plan should be
completed and attached for any of the medical
issue blocks that follow. .ﬁ.generu:mplm
[CH-15) can be dowmloaded
www.nj.gowhealthforms/ch-15.dot or pdf. I-Iad
copies of the CH-15 can be requesied from the
Division of Family Health Services at 809-202-5868.

b. Medications - List any ongoing medications.
Inchude any medications given at home if they might
impact the child’s health whie in child care [sezure,
cardiac or asthma medications, etc). Short-term
medications such as antibiotics do not need to be
listed on this form.  Long-term antibiobes such as
antibiotics fior urinary ract infecions or sickle cell
prophylaxis should be included.

PRM Medicaions are medications given only as
needed and should hawe guidelines as to specific
factors that should trigger medication administration.

CH-14 (insruetions]
R T

Piease be specific abouf what over-the-counder
{OTC) medications you recommend, and include
infoymation for the parent and child care provider as
lo dosage, roufe, freguency, and possible side
effects. l.laﬂyahddmpfmnders M3y require
separate permissions sfiips for prescripiion and OTC
medications.

c. Limitations to physical activity - Please be as
specific a5 possible and include dates of limitation
as appropriate. Any limitation to field trips should be
noted. Mote any special consideraions swch as
avoiding sun exposwre or exposure to allergens.
Potential severe reaction to insect stings should be
noted. Special considerations such as back-only
sleeping for infants should be noted.

d. Special Equipment — Enter if the child wears
glasses, orthodontic devices, orthotics, or other
special  equipment. Chidren with complex
equipment needs should have a care plan.

e AllergiesiSensitivities - Children with life-
threatening allergies should hawe a special care
plan. Sewere allergic reactions to animals or foods

Screening - This section is required for school, WIC,
Head Start. child care sefings, and some other
programs.  This sechion can provide valuable data for
public heath personnel to track children's health. Please
enter the date that the test was performed.  Note if the
test was abnommal or place an "N° if it was normal.

. For lead screening state if the blood sample was

the signature line and make any appropriate notaions n

the Limitabion to Physical Activities block

Please sign and date the form with the date the form was

completed (nobe the dabe of the exam, if different)

. Print the health care provider's name.

. Stamp with health care site’s name, address and
phone numbesr.

-14 -



