& Beaver Lake Day Camp Health Form

TO BE COMPLETED BY THE PARENT OR GUARDIAN

Child's Last Name First Name Middle Name Sex [J Female |Date of Birth AMonm/Dey/foer)
O Male / /
Child's Address Hispamic/Latine? | Race (MackALL matgpyy [ American Indian [ Asian [ Black [ White
OYes ONo | Ngtive HawaiiarvPacific klander [ Other
City/Borough State Tip Code School/Center/Camp Name District ____ | Phone Numbers
Number __ __ __| Home
Health insurance ([ Yes |(J] Parent/Guardian Last Name First Name | Email Call
(inchading Medicaid)? O No | Foster Parent | Work
| TO BE COMPLETED BY THE HEALTH CARE PRACTITIONER
Birth history (age 06 yrs Does the child/adelescent have a past or present medical history ef the following? T TS T PR
. : . [ Asthma (check severty and attach MAFE [ ntemitient [ Mid Persistent [ Modsrats Perstart [ Savere Persistent
O Uncomplicated (] Prematurs: wesks gastation If persietart, check ai cument medicaton(d: (] Quick Rellef Medcaton (O inhaled Coticosterod [ OvalSterold (] Other Controller (] None
0 Complicated by _ Asthma Control Status | O] Welcontoled | O Poorly Comtroled or Mot Comtrolled il
- 3 p ] Anaphylaxis D&mndmnh Medications (aftsch MAF If b-schod medk st bo needed)
Allergies (] None ] Epi pen preecribed (] Behavioral/imental health disordsr [ Speech, hearing, or visual impaiment O None ! O] Yes st potw)
[ Congenital or acquired heert disorder [ Tuberculosis fstent nfecfon or dbesss)
O Drugs (g 30" ing problam Ewm
iabetse
o u| injrykpeebiity 53 Other (speci
O Other ast) |Explain ail checked items above. O Addendum attached
Attach MAF if in-school medic ations needed
PHYSICAL EXAM Date of Exam: ___/___/___|General A|
) g ] Physical Exam WNL
.° o ‘—_* NI Abor N Ami NI Abor N Ami NI Abof
Weight kg ( — — %ile) | [ Paychosocial Development (] () HEENT O O Lymph nodes 0 O Abdomen 0O O Skin
BMI kg/m? (— __ %ilg) [0 O Language O O Dental 0 0 Lungs 0 O Genitourinery O O Neurclogical
Haad Circumferance (g <2 yrg) em (______ %ile) E.E‘Bdn“m"w 01 O Neck 0 O Cardiovascular 0 O Extremities [ [ Back/spine
Blood Pressure (gge 23 yrs) /
DEVELOPMENTAL (g2 0-6 yr5f Nutrition Hearing Date Done Resufls
Validated Screening Tool Usad? Dats Screensd |< 1 year (] Breastfed (] Formula (] Both < 4 years: gross hearing —J__J___ D Dt Cetras
OYes O No _I_/_aiymDNl-bﬁEd"EnhD-vh“v;mUMUM 0AE _I_I_‘DIDCMM
Screening Resufts: (] WNL 2y puetoneavdiomery  _ /_ /  [Ow Daso DRemsrar
[0 Delay or Concem Suspectad/Confirmed (specify areafs) below): Vision Date Dane Resufts
O CopttvePrblemSovng () Adaptve/Selr-Help SCREENING TESTS DsteDow Reuts |3 vears Vision appears: N [ I S 5 [ n
O communicstonLanguage (O &mes MatorFine Motor Blood Lead Level (BLL) / / PO4L | acuny (required for new entrants - Fight /
O social-Emational or [ Other Area of Conoem: (required at age 1 yr and 2 SR and children age 3-7 years) = Left /
Personal-Socldl yis and for those at risk) / .. paddL [ Unable to st
Describe Suspectad Delay or Concam: A O Atrigk (do BLL) | Screened with Glasssa? COYes ONe
o s ey b Strabismus? OYes ClNe
2 ] Not at risk Dental
i ——ChBd Coro Only —  |Visible Tooth Decay . OYe OM
Hemoglobin or - 9/dL | Urgent need for dentel referrsl (pai, swalling, infsction) | [)Yes [ Mo
Child Recsives EJ/CPSE/CSE servicse OYes Oho Hematocrit _ o |Dentsl Visit within the past 12 monthe OYes [ MNo
oRNumber [T T T T [ [ [ []] Physician Confirmed History of Varicalla Infection [ Report only pasitive immunity
IMMUNIZATIONS - DATES Ig6 Toers | Dats
OTPOTAOT e S __I__I___ _I_l__ __/__1__ s R S R TP g ] el
o i o o MMR __ , i1 Measks __ ; /
Polio ¢ o __ 00 0 o I Vasicela __ , o«  __ ¢ s __ 11 Mumps __ /  /
Ml Coseepatn piuipniel Eiogivgeia MTgeepiny deprinpssd (Mg Sfec v the e T ST IEE et | RRPR RN
TS hUty ) s fPrelfore sosfiaiPens oo, s B o B fne  puseilPius Plogy  socieaadiine, Varicella __ ;7
|, O [N A L SR, I WRTTS: | 0. IS 5 N R, P L AR B et et o4 £
Whvenza __ o o+ __ o+ o __4__ 0 0 I MeningB __ o+ 0 4 Palio 2 N
HFV gi LI i i1 ! Other s B (N Palio 3 i
ASSESSMENT =~ [I1WellChild 200120)  []Disgneses/Problems sy =~ ICD-10 Code | RECOMMENDATIONS (] Full physical activity
[ Restrictions (spaciny
Follow-up Needed (JNo [ Yes, for Appt.datex __/___ ¢ _ __
Referral(sk [INeme [JEadyintervenion [JIEP [0 Demtal [JVision
O Other
Haalth Care Practitionsr Signature Da®. Form Completed
Haalth Cars Praciitonsr Name and Degree g Practitioner Licones No. and Stats _—
Faciity Name National Prowider Identifiar (NFY)
Addrees City Stats Tp
Talephone [Fax Email



