STATE OF CALIFORNIA-HEALTH AND HUMAN SERVICES AGENCY

CHILD’S PREADMISSION HEALTH HISTORY—PARENT’S REPORT

CALIFORNIA DEPARTMENT OF SOCIAL SEAYICES
COMMUNITY CARE LICENSING

CHILD'S NAME

lssx BIRTH DATE

FATHER'S NAME

DOES FATHER LIVE IN HOME WITH CHILD?

MOTHER'S NAME

DOES MOTHER LIVE IN HOME WITH CHILD”

;S /HAS CHILD BEEN UNDER REGULAR SUPERVISION OF PHYSICIAN?

DATE OF LAST PHYSICAL/MEDICAL EXAMINATICN

DEVELOPMENTAL RISTORY {«For infants and préschool-age children only)

WALKED AT* BEGAN TALKING AT* TOILET TRAINING STARTED AT*
MONTHS MONTHS MONTHS
PAST ILLNESSES — Check illnesses that chifd has had and specify approximate dates of ilinesses: »; )
DATES DATES DATES

3 Chicken Pox 0 Diabetes O Poliomyelitis
£J Asthma T Epilepsy [0 Ten-Day Measles

(Rubeola)
) Rheumatic Fever [J  Whooping cough

ping colg [ Three-Day Measles

1 Hay Fever 1 Mumps (Rubella)

SPECIFY ANY OTHER SERIOUS OR SEVERE ILLNESSES OR ACCIDENTS

O ves [ no

DOES CHILD HAVE FREQUENT COLDS?

HOW MANY IN LAST YEAR?

LIST ANY ALLERGIES STAFF SHOULD BE AWARE OF

DAILY ROUTINES (*For infants and preschool-age children only)

WHAT TIME DOES CHILD GET UP7+

WHAT TIME DOES CHILD GO TO BED?

BOES CHILD SLEEP WELL?*

DOES CHILD SLEERP DURING THE DAY?*

WHEN?*

HOW LONG?~

DIET PATTEAN: BREAKFAST . WHAT ARE USUAL EATING HOURS?
(What does child usuatly BREAKFAST
eatl for these meals?) LUNCH LUNCH
DINNER
DINNER

ANY FOOD DISUKES?

ANY EATING PROBLEMS?

1S CHILD TOILET TRAINED?*

O  ves J no

IF YES, AT WHAT STAGE: ¥

ARE BOWEL MOVEMENTS REGULAR?®

O ves O wo

WHAT IS USUAL TIME?

WORD USED FOR "BOWEL MOVEMENT™*

WORD USED FOR URINATION*

PARENT'S EVALUATION OF CH:LD'S HEALTH

iS CHILD PRESENTLY UNDER A DOCTOR'S CARE?”

F YES, NAME OF ODOCTOR: DOES CHILD TAKE PRESCRIBED MEDICATION(S)? IF YES, WHAT KIND AND ANY SIDE EFFECTS
O ves O wo O ves O wo
DOES CHILD USE ANY SPECIAL DEVICE(S): F YES, WHAT KIND: DOES CHILD USE ANY SPECIAL DEVICE(S) AT HOME?| IF YES, WHAT KIND
O ves O w O ves O v

PARENT'S EVALUATION OF CHILD'S PERSONALITY

3

HOW DOES CHILD GET ALONG WITH PARENTS, BROTRERS, SISTERS AND OTHER CHILDREN?

HAS THE CHILD HAD GROUP PLAY EXPERIENCES?

DOES THE CHILD RAVE ANY SPECIAL PROBLEMS/FEARS/NEEDS? (EXPLAIN.)

WHAT IS THE PLAN FOR CARE WHEN THE CHILD IS ILL?

REASON FOR REQUESTING DAY CARE PLACEMENT

PARENT'S SIGNATURE
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31872 OF CALIFORNIA—HEALTH AND HUMAN SERVICES iCY DEPAR T OF SOCIAL SERVICES—COMMUNITY CARE LICENSING

PHYSICIAN’S REPORT—CHILD CARE CENTERS
(CHILD'S PRE-ADMISSION HEALTH EVALUATION)

PART A — PARENT’S CONSENT (TO BE COMPLETED BY PARENT)

, born is being studied for readiness to enter
(NAME OF CHILD) (BIRTH DATE)

. This Child Care Center/School provides a program which extends from

(NAME OF CHILD CARE CENTER/SCHOOL)
a.m./p.m. to a.m./p.m., days a week.

Please provide a report on above-named child using the form below. | hereby authorize release of medical information contained in this
report to the above-named Child Care Center.

(SIGNATURE OF PARENT, GUARDIAN, OR CHILD'S AUTHORIZED REPRESENTATIVE) (TODAY'S DATE)

PART B —~ PHYSICIAN’S REPORT (TO BE COMPLETED BY PHYSICIAN)

Problems of which you should be aware:

Hearing: Allergies: medicine: o

Vision' insect stings:

Developmental: food: -

Language/Speech: asthma: T
e - other:

Other (Include behavioral concerns):

Comments/Explanations:

MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FOR THIS CHILD: N

IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)

VACCINE DATE EACH DOSE WAS GIVEN
1st 2nd 3rd 4th 5th
POLIO (OPV OR IPV) /) /) /o /) / /
(DIPHTHERIA, TETANUS AND

OTP/DTaP/
oT/Td D DiFrTsta Oy TS / /] / /] 1 / /
MMR (MEASLES, MUMPS, AND RUBELLA) / / / /

{REQUIRED FOR CHILD CARE ONLY) ‘
HIB MENINGITIS  (HAEMOPHILUS B) /o [ [ A :
HEPATITIS B /] /] [
VARICELLA  \OHICKENPOX) /] /o

SCREENING OF TB RISK FACTORS (listing on reverse side)
L] Risk factors not present; TB skin test not required.

[ Risk factors present; Mantoux TB skin test performed (unless
previous positive skin test documented).

__ Communicable TB disease not present.

I have _J have not [] reviewed the above information with the parent/guardian.
Physician: Date of Physicial Exam:
Address: v Date This Form Completed:
Telephone: Signature

] Physician O Physician's Assistant (] Nurse Practioner

1IC 707 (6/99) (Confidential)




