infant, Toddler, Preschool Age — Child Health Form

HEALTH PROFESSIONAL COMPLETE THIS PAGE Allergies

Child’s Name:

Birthdats: Age today:

Date of Exam:

Height/Length: Weight:

OVL-sturtg 8 400 24 0. immunization: Please attach:

] towa Department of Public Health
Certificate of Immunization

[ ] lowa Depestment of Public Health
Certificate of immunization Exemption Medical

[] towa Department of Public Health
Cerlificate of immunization Exemplion Religious.

[] T8 testing completad (only for high-risk child)

Kiadicztion: Heslth professional authorizes the chlid may
receive the following medications while at the child care
fackity:  (include over-the-counfer and prasciRed)

Vision Aculty:Righteye _______ Lefteye
Tympanomeby (may atisch results)

Developmental Screening/Surveillance:
(n = normal Amils) otherwise describe

Developmental screening results:
Referrals made:
Referred to hawk-f today 1-800-257-8563
Other:

Health Provider Assessment Statement:

[CJThe child may participate in developmentally ap-
propriate early care/learning with NO health-related

(] The child may participate in developmentaily ap-
pmplm).eodyc-nﬂoamhg with restrictions (see

[ 7] The chiid has a special needs care plan

Type of plan
(piease attach)

Circie the Provider Credential Typs: MD DO PA ARNP

hsmw&r&wddiwmwmmnm{&iﬂmmu)




