CONFIDENTIAL MEDICAL RECORD

NEW YORK CITY DEPARTMENT OF HEALTH AND MENTAL HYGIENE

' BUREAU OF DAY CARE s
Agoncy Samp CHILDREN'S MEDICAL RECORD
NEW ADMISSION RECORD
Date of Admission: [ |
(Last) (First) (Midcle} SEX | paTEOF BIRTH: __ i
QF | Birth welght:
NAME: UM | place of Birth:
fNo.) {Sireel) {Chty/Boro) (State) Zp) .
ADDRESS;
. PHYSICIAN'S REPORT TO DAY CARE .
Slgnificant Famlly Medical/Social History Biirth History 3O Normal - Past Medical History & Normal

' 3iood Pressure (after 3 ysars of agg)

r

iain Those Marked
Eep &1 High Risk or Probleme— Specify 1 High Alsk or Problame— Spacity
Q vision
O Hearing
0 re —
O Chronic linasses e AL
ALLERGIES:
O Boclel Concarne 0 roco O nows
(3 Exposurm to second hand smoke in home 0
O Exposure to Violangs MEDICINE
Q oter O oTHER -
LD L ON Check "Yas" or *No* for appropriate ages. if more than 2 *No's” or any boxed ftemt is marked ¥ child's age category,
Indlcate follow-up or action taken In the Sections ‘Diggnoses, Prablams and Plan’ on back of form.
BY 6 MONTHS BY 12 MONTHS BY 18 MONTHS BY 2 YEARS BY 3 YEARS BY 4 YEARS
YN YN YN YN YN ' YN
O O imitates vocaiizing 010 Stardp alone 2aecs 0 0 Imitatag housahold Q3 Kicks ball forward OO cannoid2-9 semence 0 O Knows et and
OO0 Turswvoice 0O D Bangs two blocks choree (sweeping) O O Combines 2 words conversation ' last namaa
D O Rofa aver 0 O Says 'Mama/Dada” < H Sayn 4 worda. beddeE  0) O Swangars inderstand o T Namae 4 animal pleturss 0 0 Undarstanda what
0 O Reaches (each spatificaly an Mll'll'l:lDada ) : half chilas spasch 02 O Knows 2 animal actons: gﬂﬂurx:::;d.
hard) 0 Q Aesponds 1o "NO" :: ::w ::m:u y p‘urt 0 O Pointa 1o 6 named bady * which flies, meaws eic. (2 outel 3)
C O Guddles Q O Playa patty caks or your nase pants (oo, eyes.) O 0 Undeslandswharioda g g Plays Intaractive
p . Q Q Drinks trom a cup whan tined, cold ays ‘niaraciive
WAYeS ‘bya-bya . 0 U Names 1 ankmal pleturs , cold or ames (Tk lag)
0 Q seitles hungry (1 out of 3) bames (Tke lag
0 avoios eve O O Takes af clothing o
. O 2 iemitates a vartical ling LI Walks up stairs not
CONTACT Q@ avoips EYE fothar than hat) halding on
CONTACT QO avoipseve - © O Washes and dvien hands 1 1 Tohiet irainec/night
CONTACT ' '
QO coneEmn YHAT : PERSISTENT O ECHOLALA BY § YEARS
'T ' ' y
CHILD CAN Q roewaking O RockiNG (repaaling what
] O HeaosaNGING was o sale) YN
TUNES ouT ! 2 Q) Throwe 2 bafl
O HANDFLAPPING averhand
o+
O LI Graws a thrae-part
paraan
{3} O capiss a oross
0 1 Names tour ealars
3 O bresses without
. supervialon
. SOMPLETE PHYSICAL EXAMINATION
Helght in (%ile) | Physical examination: L} Normnal
Head Circumierence (up % 24 mos) in {% Yila) a Abriormal, spacify:
Nalght Ibs (% 'ile)

. BKA-T (REV. B/02)




NEW ADMISSION RECORD |

Child's Nama: poB { i |
SCREENING TESTS AND RESULTS (See Scheduls) NBKAY ARV, B12)
SCREENING TESTS DATE DONE RESULTS DE MENT Date /[ /
Hematocrit Hat. 5, Y, Examiner QMo CdpDs O Dental Hyglantst
A e 3 Other Health Care Frofessional {Specify)
Hemagiobin Hb O™ % | 5. Does the child sleep withabottie? [Tve= Qno ]
Nawbarn Scresning 3. Findings A. No Vialbte Problems .......... s — N
:: rmoclobin Becroprerests T (Clean mouth, no visible cavifles, healthy gume)
L =B, Some Probiems Detectsd .......... Q
Laad Rizk Assessment {Cavities, inflamed gums, cpen bite, mafmclusbn)
--------------------------------------------------------- ——C Severs Problems .......... d
Lead Soreening (Venous prefemed) {Baby bottle tooth decay; extensive cavities; abscesses)
X 5 : oeeld
Tuberculrn Screaning (PFD Mantoux)™ D. Other (Spacty)
; Raferral Suggested [f B, C or D la checked
¢ Vilslan Screening 4. Has. th child boen refemed o Dertist? (I Yes LI No
Hearing Screening NUTRITIONAL UPDATE
Urinalysia: @plional) Up to age 1 year: ia tho chlid on? | 1 year and abave:
Formula? UNo Ll Yes | I1schidbottie fed? QA No (O Yes
OTHER TESTS (Spacily) Breastmik? QA No LlYes | Type ofdist?
' Sokifoods? [ No (I ves
Unusual ;:Iletary habits? (J No [ Yes, speciy
: ‘ Dietary restrictions? I No [ Yes, spocity
* San racommendsd schedule! Not required for e childran. .
IMMUNIZATION HISTORY IAGN L ESSION,
DATE {MMUNIZATION GIVEN (Includs all chronle eanditions or conditanafindings needing foliow-up}
1st 2nd | 3rd ath 5th 1 - -
DTP 2
5 — ] a
4 - : Y a
DTaP 5.
* Hib
las, Raf
OPV/IPY ELAN (Tharaples, Rafarrals, FiU)
HepB 1. Next Agpointment Date VAR
MMR 2. Follow-up Needed [dves () No
Varicalla {Specily reforval and date)
Praurmococcal s
- 4,
s. /
RECOMMENDATIONS
. Approve participation In eary chiidhood programvday cara? Yes 00 Ne Q)
%, Special recommendations for child? Speeify treatments provided, or
resommendsd svalualions, Dosa child require special educstion Sigrature Date of Exam,
ar eatly tmarvention?
Name (PLEasSE PAINT) Degree;
License Na.
Name/Addrass Stamp, if avalable: Telaphene Neo.
Address




