CONFIDENTIAL MEDICAL RECORD

NEW YORK CITY DEPARTME-NT OF HEALTH AND MENTAL HYGIENE

HYCNDA _ BUREAU OF DAY CARE
|| resssen AgejeySamp CHILDREN'S MEDICAL RECORD
NEW ADMISSION RECORD
Date ol Admission: ! /
{Last) - (Firsi) (Middie) SEX | paTE OF BIRTH: __ -/ /
QF Birth weight:
NAME: M | prace of Birth:
| {No.) {Street) (City/Boro) {State} (4p}
\_ ADDRESS:
_PHYSIGIAN'S REPORT TO DAY CARE
Significant Family Medlcal/Social History | pirth History = ) Normat Past Medical History (1 Nomat

Explain Those Marked

L) High Risk or Problems— Specily

.| T High Risk or Problems— Specily

O} vision
{2 Hearing
Qs
[Q Chronic Hinesses ALLERGIES: [ NONE
) Social Concems
O roco

3} Exposure 10 second hand smoke in home 0
1 Exposure to Violence MEDICINE
QO Other O orren

Check “Yes" or "No” for appropriate ages. If more than 2 "No's” or any boxed item is marked in child’s age caregory, :
indicate follow-up or action taken in the Sections ‘Diagnosas, Problems aod Plan’ on back of form.

“BY 6 MONTHS BY 12 MONTHS BY 18 MONTHS BY 2 YEARS " BY 3YE)\HS ' BY 4 YEARS
YN YN Y N ' Y N YN YN R
3 O imitates vocalizing 0 D Stands atone 2secs O O Imitates household 0 O Kicks bal forward Q0 Q Canhoid 23sentence O 0 Xnows frstand
0O Q Tums to voice 0 Q Bangs o blocks choses {sweeping) 0 Q Combines 2 words convessalion last names
O O Folis over 0 O says *MamaDada* QO says 4words besides O Siangers understand 0 O Names 4 animai pictures Q0 Understands what
O O Reac specifically Mama/Dada half child's speech Q Q Krows 2 animai actions; - tad when tired,

Reaches (each QO O Points 1o one body part hich M t cold or hungry
hand) 2 0 Responds to "NC* P shew e YOUF FOSE" O O Points to 6 named body which flies, meows elc. {Zout ol 3)
0 O Cuddies Q Q) Plays pay cake of . you . padts (nose, eyes..} O () Understands whatto 80 ) Q) Plays intesactive
r waves "bye-bye” g g zm:: from a cup 0 O Names 1 animal picture ::;’;';du:: ;; games {like tag)
0 avoDs eve cribbles " O Takes off clothing 00 i ol ki ) O waiks up stairs pot
thers than hat milates a vestical hne R ~
CONTACT - D AVOIDS EYE - {0_ hat) - O O Washes anddsies hands holding on
CONTACT O avows eve = - ashes anddnes Q O Tollet rained/night
CONTACT " - . -
T PERSISTENT L
- gg:.gEgA}:;rm L ToEwaALNG ' 2" scHoL, BYS YEARS
EWA 0 noacms {repealing what
HEAR Q- - was fust said) - YN :
QA Tunesout HEADBANGING 0O O Thows a bal
L________J Q HANDRLAPPING ovechand
0 O Draws a tvee-part
person
0 0 Copies a cross

0 D) Names faur colors

Q O Dresses wiltout
supervision

COMPLETE PHYSICAL EXAMINATION

Height

_in

Head Circumlerence {up lo 24 mos)

Waeight

Blocd Pressure (atter 3 years of age)

—

Ibs

{% "e)
in {% 'le)

(% ile}

Y S

Physical exarrination: QO Nomat

O Abnomral, specify:

18KA-1 (REV, 2/04)




NEW ADMISSION RECORD

Child's Name: ooB / {

SCREENING TESTS AND RESULTS (See Schedule) _ <. DIBKA-) (AEVM 20q
SCREENING TESTS DATE DONE RESULTS DENTAL ASSESSMENT  Date: .- /__/ : L
Hematocrit CHet. % 1. Examiner O MD _ QOpps O pentalHygienist
or-.------------------'.-----‘ ___________ { _________________ Q) Other Health Care Professional (Specify}

Hemoglabin Hb 9ms % | 2. Does the child sleep with abotte? QYes QI No

Newbom Screening - J 3. Findings A No Visible Problems

O amme e — o mmemee e e et el (Clean mouth, no visible cavilies, healthy gums)

Hemoglobin Electrophoresis —— B. Somé Problems Delected 0

| ead Risk Assessment - {Cavities, inflamed gums, open bite, malocciusion} '
e R, l ______________________________ C Severe Problems ..._.. : I a

Lead Screening (Venous prefemed) (Baby bol‘ﬂe: tooth decay; exlensive cavilies; abscesses) |

= : —— D), Dlher 7o =TT SR Q

Tuberculin Sereening (FPD Manloux}® ) . :

: Referral Suggested il B; C or D is checked
Vision Sereening " NL AB-

4. Has the child been referred to Dentist? O Yes O No

RedReflex O3 O
CoverTest Q OO

Hearing S¢reening

OTHER TESTE (Specily}

* See recommended schedule: Not required at entry or lor all children,

NUTRIMIONAL UPDATE

Upto :ige 1 year: Is the child on? 1 year and above:

Formula? Q nNo. O ves Is child botlle fed? O No I ves
Breastmik? QO No O Yes | Type ofdiet?
Solidfoods? QA No C} Yes -

—

Unusual dietary habits? 2 No O Yes, specily .

Dietary restrictions? ( No [ Yes, 'specity

h—

IMMUNIZATION HISTORY DIAGNOSES/PROBLEMS/CLINICAL IMPRESS|QNS
DATE IMMUNIZATION GIVEN - {Inctude afl chronk: conditions or cendilionsAindings needing follow-up)
1st 2nd 3rd 4th Sth 1.
'l DTP 2,
F 3,
DT 4.
DTaP 5.
Hib
PLAN erapies, Referrals, FAUJ
OPV/PY (Therap )
Hep 8 1. Next Ai:po';ntment Date ARy A
MME - 2. Follow-up Needed [ ves X No
Varicella (Specily relerral end date)
Pneumococeal
B 5.
) RECOMMENDATIONS
1. Approve participation in earty childhaod program/day care? Yes O Nol3
2. Special recommendations lor child? Specify reatments provided, or
recommended gvaluations. Does child reguire special education Signature Date of Exam.
orearly intervention? ' B - I
' Name (PLEASE PRINT) Degrea:

Name/Address Slamp, if avaflable:

License No. .
Telephone No.

Address




Day Care Registration Form (“Blue Card”)

(fé%ki'red -)

_OCFS-LD83 4782 (1/2005) FRONT__

NEWYOQRKSTATE -
CFFICE OF CHILDREN AND FAMILY SERVICES

DAY CARE REGISTRATION

Childe Fud Namae

PHOTO OF CHILD -

Douyourdﬂdhavcanyalhgiu? O Yes '[INo
it Yes, what is your chid allergic to? T

Children who have special hesith care needs are those wha have chronic physical, devslopmental,
betavioral or emctional condiions expected to last 12 montha or mons and who also require health and
related services of a type beyond that requirad by children generally. i your chid doas have special heath
care neads pleass discuss these with your child-cars provider.

Childs Soures of Madical Care/Primary Care Physician’s Mame; Telaphona Number.

ChiC's Soures of Dantal CareiDentat s Name: Teiephons Number:

Hame Of Medical Care Fadlytospliah Telephons Nurnber:

RELATIONSHIP

3
g
:
2
g
5
3

CONTACT NAME TELEPHONE NUMBER DURING CHILD CARE

i

r bl

EMERGENCY DATA

VK

T

CHILD'S FULL HAME:

SEX: [T Male
[J Femala

-

CHILD'S HOME ADDRESS: DATE OF BIRTH: ;

_——

™~

How BER:

DATE OF ACCEPTANCE: DATE OF DISCHARGE:

Licsr 422422

(

NV, ~NY 10003

y .
NAME OF PERSON APPLYING FOR CHILD: [ Faront ] Guardan | "OME TELEPHONE NUMBEE: __

{J careteier ] Reiative

D DAYTIME TELEPHOME NUMBER:
Other

BIS .5 3w

ADDRESS OF PERSON LISTED ABOVE: (IF DIFFERENT FROM CHILD'SY- .

NYCHDA
www.nycnda.com
646.334-7426

AGREEMENTS

| consent to the enrcliment of the child fisted abowe in this faclty end have been advised of the policies regarding administration of
medications, fees, transpartation and the services provided by the facliity, ahd the Offics of Children and Family Services regulations
under which it cpemtes, ’ ’

1 give consent for my child to take part In nelghborhocd tips (.. library, park end playground) away from the facility under preper
superdsicn. [ Yes O Ne

In casa of accident or Injury, | euthorize any and all amergancy medical, dental, and /or surgical care and hospitallzation edvised
bry the physiclens, surgeon or hospital (isied on the cther side of this card) hecessary for the proper healih and wed-belng of my
child, {7 Yes CINo -

| have pravided Information on my child’s special needs (Allergias, Dist, Disabilitias, and for Medical Informaliop) to the provider,
a5 may be necessary to assist the fadlity n prepery caring for my-child in case of an emergency. =2 ' [ONeo

| nﬁe to review and update this Informallon whenever & change occurs and at [east once every six months. F_']v_"fas I e

Provider/Day Care Facdily Name and Address:

SIGHATURE — PAREMNT PR PERSON(S) LEGALLY RESPONSIBLE DATE:

| v,

DOCFS-LDSS-0792 (1/2005) REVERSE



Authorized Es_cor_ts

As of I
(Effective date) (G. 11'1‘ ) (Parent's name) (/X_ﬁ‘:\ &‘;7,,
authorize the following individuals to BICK Up my son /
daughter from
(Child" sname) . @rovidersname)  ( % 1547 2B5)
home. Hhaf®) - FarTE= R eh B o fun 03 e e

| Yy Ty 73 e KEL 1]
**+*] understand that I am responsible for keeping this list
up 10 date and if there are any CHanges I will NOLfY the

provider i} writing immediately.
[\,,Z,uwf/?\[ g< ,?’g,aﬁfmmf A3 $An ﬁﬁ@f—_‘ﬁﬁ%t/ '5’(1& EX oﬁ\‘li
foc @1 Eebaizy
Escort #1: _
Relationship to child:
Name:

Address:
Telephone:

Escort #2.
Relationship to child:
Name: ‘
Address:
Telephone:

Escort #3:
Relationship to child:
Name:
Address:
Telephone: -

Created by NVC DOHMHA Lay: updote: 62009



