CHILD HEALTH ASSESSMENT
To be completed ONLY by Health Care Provider

Child’s Name:

Birth Date: Sex
Month / Day / Year M [ F[I

Last First Middle

Does the child named above have a diagnosed medical, developmental, behavioral or any other health condition?

[ONo [ Yes, describe:
2. Does the child receive care from a Health Care Specialist/Consultant?
[ONo [ Yes, describe
3. Does the child have a health condition which may require EMERGENCY ACTION while he/she is in child care? (e.g., seizure, allergy, asthma,
bleeding problem, diabetes, heart problem, or other problem) If yes, please DESCRIBE and describe emergency action(s) on the emergency
card.
[ONo [ Yes, describe:
4. Health Assessment Findings
Not
Physical Exam WNL ABNL Evaluated | Health Area of Concern NO | YES DESCRIBE
Head ] ] ] Allergies ] ]
Eyes O d O Asthma O d
Ears/Nose/Throat | | | Attention Deficit/Hyperactivity | |
Dental/Mouth ] ] ] Autism Spectrum Disorder ] ]
Respiratory J J J Bleeding Disorder J J
Cardiac J J J Diabetes Mellitus J J
Gastrointestinal J J J Eczema/Skin issues J J
Genitourinary || || || Feeding Device/Tube || ||
Musculoskeletal/orthopedic | | | Lead Exposure/Elevated Lead | |
Neurological || || || Mobility Device || ||
Endocrine || || || Nutrition/Modified Diet || ||
Skin || || || Physical illness/impairment || ||
Psychosocial ] ] ] Respiratory Problems ] ]
Vision ] ] ] Seizures/Epilepsy ] ]
Speech/Language ] ] ] Sensory Impairment ] ]
Hematology ] ] ] Developmental Disorder ] ]
Developmental Milestones ] ] ] Other:
REMARKS: (Please explain any abnormal findings.)
5. Measurements Date Results/Remarks

Tuberculosis Screening/Test, if indicated

Blood Pressure

Height

Weight

BMI % tile

Developmental Screening

O No

6. Is the child on medication?
[ Yes, indicate medication and diagnosis:

Prescription Medication Authorization Form must be completed to administer medication in school.

O No

7. Should there be any restriction of physical activity in child care?
[ Yes, specify nature and duration of restriction:

O No

8. Are there any dietary restrictions?
[ Yes, specify nature and duration of restriction:

9. RECORD OF IMMUNIZATIONS — MDH 896 or other official immunization document (e.g. military immunization record of immunizations) is
required to be completed by a health care provider or a computer generated immunization record must be provided.

10.

RECORD OF LEAD TESTING - MDH 4620 or other official document is required to be completed by a health care provider. (This form may be
obtained from: https://earlychildhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms Select MDH 4620)

Under Maryland law, all children younger than 6 years old who are enrolled in child care must receive a blood lead test at 12 months and 24
months of age. Two tests are required if the 1st test was done prior to 24 months of age. If a child is enrolled in child care during the period
between the 1st and 2nd tests, his/her parents are required to provide evidence from their health care provider that the child received a second
test after the 24 month well child visit. If the 1st test is done after 24 months of age, one test is required.

Additional Comments:

Health Care Provider Name (Type or Print):

Phone Number: Health Care Provider Signature: Date:

OCC 1215 Health Inventory - Revised February 2023 - A/l previous editions are obsolete.



https://earlychildhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms
https://earlychildhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms

	Sex_2: Off
	F_2: Off
	Does the child named above have a diagnosed medical developmental behavioral or any other health condition: Off
	Yes describe: Off
	2 Does the child receive care from a Health Care SpecialistConsultant No Yes describe: 
	undefined_67: Off
	undefined_68: Off
	bleeding problem diabetes heart problem or other problem If yes please DESCRIBE and describe emergency actions on the emergency: Off
	card: Off
	4 Health Assessment Findings: 
	Physical Exam: 
	Head: 
	undefined_69: 
	undefined_70: 
	undefined_71: 
	Allergies_2: 
	undefined_72: 
	undefined_73: 
	DESCRIBE: 
	Eyes_2: 
	undefined_74: 
	undefined_75: 
	undefined_76: 
	Asthma: 
	undefined_77: 
	undefined_78: 
	DESCRIBE_2: 
	EarsNoseThroat: 
	undefined_79: 
	undefined_80: 
	undefined_81: 
	undefined_82: 
	undefined_83: 
	DESCRIBE_3: 
	DentalMouth: 
	undefined_84: 
	undefined_85: 
	undefined_86: 
	undefined_87: 
	undefined_88: 
	DESCRIBE_4: 
	Respiratory: 
	undefined_89: 
	undefined_90: 
	undefined_91: 
	Bleeding Disorder: 
	undefined_92: 
	undefined_93: 
	DESCRIBE_5: 
	Cardiac: 
	undefined_94: 
	undefined_95: 
	undefined_96: 
	Diabetes Mellitus_2: 
	undefined_97: 
	undefined_98: 
	DESCRIBE_6: 
	Gastrointestinal: 
	undefined_99: 
	undefined_100: 
	undefined_101: 
	EczemaSkin issues: 
	undefined_102: 
	undefined_103: 
	DESCRIBE_7: 
	Genitourinary: 
	undefined_104: 
	undefined_105: 
	undefined_106: 
	undefined_107: 
	undefined_108: 
	DESCRIBE_8: 
	undefined_109: 
	undefined_110: 
	undefined_111: 
	undefined_112: 
	undefined_113: 
	DESCRIBE_9: 
	Neurological: 
	undefined_114: 
	undefined_115: 
	undefined_116: 
	Mobility Device: 
	undefined_117: 
	undefined_118: 
	DESCRIBE_10: 
	Endocrine: 
	undefined_119: 
	undefined_120: 
	undefined_121: 
	undefined_122: 
	undefined_123: 
	DESCRIBE_11: 
	Skin: 
	undefined_124: 
	undefined_125: 
	undefined_126: 
	undefined_127: 
	undefined_128: 
	DESCRIBE_12: 
	Psychosocial: 
	undefined_129: 
	undefined_130: 
	undefined_131: 
	undefined_132: 
	undefined_133: 
	DESCRIBE_13: 
	Vision_2: 
	undefined_134: 
	undefined_135: 
	undefined_136: 
	SeizuresEpilepsy: 
	undefined_137: 
	undefined_138: 
	DESCRIBE_14: 
	SpeechLanguage_2: 
	undefined_139: 
	undefined_140: 
	undefined_141: 
	Sensory Impairment_2: 
	undefined_142: 
	undefined_143: 
	DESCRIBE_15: 
	Hematology: 
	undefined_144: 
	undefined_145: 
	undefined_146: 
	undefined_147: 
	undefined_148: 
	DESCRIBE_16: 
	undefined_149: 
	undefined_150: 
	undefined_151: 
	Other_2: 
	Other_3: 
	DESCRIBEOther: 
	REMARKS Please explain any abnormal findings: 
	5 Measurements: 
	DateTuberculosis ScreeningTest if indicated: 
	ResultsRemarksTuberculosis ScreeningTest if indicated: 
	DateBlood Pressure: 
	ResultsRemarksBlood Pressure: 
	DateHeight: 
	ResultsRemarksHeight: 
	DateWeight: 
	ResultsRemarksWeight: 
	fill_29: 
	fill_30: 
	DateDevelopmental Screening: 
	ResultsRemarksDevelopmental Screening: 
	Is the child on medication: Off
	Yes indicate medication and diagnosis: Off
	7 Should there be any restriction of physical activity in child care No Yes specify nature and duration of restriction: 
	undefined_152: Off
	undefined_153: Off
	8 Are there any dietary restrictions No Yes specify nature and duration of restriction: 
	undefined_154: Off
	undefined_155: Off
	Additional Comments: 
	Health Care Provider Name Type or Print: 
	Phone Number: 
	Health Care Provider Signature: 
	Date: 
	Child's Name (Last): 
	Child's Name (First): 
	Child's Name (Middle): 
	Child's Birth Date (Month/Day/Year): 


