Johnston-Lee-Harnett Early Head Start

Center:  _________________
Physical Examination

Child’s Name: ________________________________ Date of Birth: __________ Date of Assessment: __________ 
Dear Provider: Our Federal Program MUST follow the North Carolina EPSDT standards.  If blood lead was done at 12 & 24 months and         Hgb. /HCT was done before this exam, we can use those results.  The required test results must be filled in below.
	Required Test

Blood Pressure (by age 3)__________   HCT/HGB (by age 2)___________                Blood Lead Level ________Date______


An up-dated immunization record on each child (enrolled in a Head Start of Child Care Facility) is required to be on file per N C State Immunization Law –G.S. > 130A-155(b). Exemptions from NC State Immunization Law must meet requirements of the law and a statement must be on file in the child’s record.                                                   _______________Medical                  _______________ Religious Exemption
	Weight:
	Length/Height:
	Vision:              Strabismus Y/N=________
	Hearing:

	Head Circumference:
	
	Tuberculosis: At risk?     Y    N

If yes, Test Date_________ Results______

	Sickle Cell:
	Respirations:          Pulse:
	Temperature:


Physical Exam Results

	Head:
	Eyes:
	Ears:

	Nose:
	Oral/Teeth:
	Throat:



	Neck:
	Lymph Nodes:
	Skin:

	Chest/Lungs:
	Cardiac/Heart:
	Abd. (Reflux)/GU.



	Hernias:

(Location)
	Nervous System:                     (Seizure history)
	Muscular Skeletal:

Coordination:                    Orthopedic:
Physical Disabilities:

	Psycho-Social:
(Mental Disabilities) 
	Behavioral Development
	PEDS (6months up)



Should activities be limited? No______ Yes______, If yes explain: ______________________________________
This child is under a Doctor’s care for: ___________________________________________________________

List Previous Hospitalizations or operations: _______________________________________________________

Current Diet: Formula:_______________ Amount/Freq:_________ Breast Fed: ______ Baby/Table Food:_______
Allergies: Environmental______________ Food: ______________________ Medications: ___________________
Physician Specific Instructions: ____________________ Concerns: ___________________________________
Referrals: ________________________________________________________________________________
Current (Continuous) Medications: _________________________________________________________
NC DHHS/DCD -10A NCAC 09 .0803- Medications that are required to be administered at all Head Start and Early Head Start Centers must meet the requirements of the DCD Rule and Regulations(listed above) and the Head Start Parent /Employee Handbooks.-MD and Parent/Guardian must complete required forms completely-Medication Forms must be updated every 6 months.
Medical Statement: On the basis of my findings as indicated and my knowledge of this child: (s)he if free from contagious and communicable disease, is receiving health care under the appropriate schedule set by the AAP-American Academy of Pediatrics and is able to participate in this child care program. (S)he has received or will receive on and about the *date, age-appropriate immunizations in accordance with the NC State Immunization Law.
Doctor’s Name (please print):____________________________________________________________________

Doctor’s Address: _____________________________________________________________________________

Doctors Phone Number: ________________________

Doctor’s Signature: ____________________________________________ Date: ______________________________
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