Leo Lawrence

DIRECTOR
Dewitt Reformed Church Head Start
- 280 Rivington Street
New York, NY 10002
(212) 254-3070 Fax (212) 473-2886
Rev. Dr. Micheal Edwards, Chairperson
Dear Parents:

Welcome to Dewitt Head Start. As part of your child’s registration process, the following
documents are needed: '

Birth Certificate
Social Security Cards
Child
Parents

Immunization Card

Health Insurance Card

Proof of income

Picture ID

Parents Physical

Child’s Physical
Child’s Dental
Letter form Employer/School
Two Forms of Proof of Address

i

* Proof of birth (Birth certificate, Passport, letter from foster agency verifying students
age)

* Two Forms of Proof of Address

* Residential Utility Bill (gas or electric)
*Documentation or letter on a letter head from a federal, state or local government

agency, including the IRS, City Housing Authority, Human Resources Administration,
administration for Children’s Services, or an ACS subcontractor indicating the residents

name and address

e Example: ACS/ACD Placement Notice
Original lease agreement, dead or mortgage
Water bill for residence
Official payroll documentation for an employer
Address affidavit if parent in subletting an apartment or home, or more than
one family shares a living space and there is only one leaseholder (attached)

REACH ONE. TEACH ONE.

“Building Community Leaders For Success Now and in the Future”




.. CHILD HEALTH RECORD: FORM 5, DENTAL HEALTH

CHILD’'S NAME: SEX: . _ BIRTHDATE:
- y "
< | HEAD START CENTER:_.-@;&;{//&/ PHONE:
5]
E i ADDRESS: ]
i g 1. 18 THE CHILD If “yes," include length of time 2. DOES THE CHILD HAVE ANY TRCUBLE WITH TEETH,
= W NOW RECEIVING: receiving fluoride GUMS, OR MOUTH THAN THE PARENT KNOWS
O~ Topical Fluoride Application? No Unknown Yos.. ... ABOUT?
SN 4 Fluoridated water? No Unknown Yes
Fluoride Supplement diet? No Unknown Yes
(tablets liquid }
o 3. CHILD (_HAS, ____HAS NOT) PREVIOUSLY SEEN A DENTIST. 7. SOURCE OF REIMBURSEMENT OR SERVICES
i Dentist's name Date last visit {J EPSDT/Medicaid
E ﬂ_’ 4, CHILD (___1S, ___IS NOT) UNDER A PHYSICIAN'S CARE. [0 Federal, State, or local Agency
o< Physician's name
= "U':‘ 5 CHILD (___IS, ____IS NOT) RECEIVING MEDICATION. [] Head Start
Q T i O In-kind Provider
- ype
O ol 6. CHILD IS REPORTED TO HAVE (G/ve details or attach Health [J parents/Guardians
= < History, Form 2A). YES NO YES NO O Other (3rd Party)
o® Allergies e .. LiverDis. . ___ | 8 PRIORITY GROUP
-0 Asthma __ ___ BheumaticFever __ _ O A. Needs Attention Immediately
- ﬁ Bleeding ' ___ ____  SickleCell Dis. —_— [0 B. Needs Attention Soon
E T Diabetes ___ ___ Other{listBelow) ____ __ [ C. Needs Routine Care
o« > Epifepsy —
o m Heart/VascularDis. ___  __

9. ORAL CONDITIONS BEFORE 10. EXAMINATION AND TREATMENT RECORD (List recommended services In order).
TREATMENT: missing ( ),

decayad ( ), or filled

( ); indicate restorations 'T“DOH'I surt De:;c\rwl,plifn ‘Lrealmam Date Service . A.D.A C;?]ctual
H or riaces of Wor pproved Performed rocadura arges

you perform in Item 10. b oo i i Himbis (Faa)

DENTAL NEEDS (Check one or more and return 3 copies to Head Start after first visit).
[J A, TREATMENT (restoration, (] B. CLEANING 1 C. FLUORIDE
pulp therapy, axtraction)

11.

—_

O D OTHER [ iE. NO PROBLEMS
Approximate number of visits Approximate cost
12.CHILD ORAL HEALTH SUMMARY {Complete and return 2 copies io Head Start after final visit).
All planned treatment ( Is, is not) complete. If not, explain here, as well as items checked.
O a. Routline recali visits O e. Dletary problem(s) O e. Harmful oral habits
O b. Special home emphasis, [ d. Developmental problem(s) (I f. Needs fluoride supplement

oral hyglens
| certify that | have completed the service(s) listed in Part ll, tem 10, and that itemized charges do not

exceed my usual and customary fees.

PART ll. TO BE COMPLETED BY DENTAL CARE PROVIDER

Date
INTERVIEWER: GO TO FORM 6

Signature




CHILD & ADOLESCENT HE
‘NYC DEPARTMENT OF HEA

_ IT HEALTH EXAMINATI
LTH & MENTAL HYGIENE —  DEPARTMENT OF EDUCATION

ION FORM

| Please [N
- Proint Clearly B

[3 Uncomplicated [ Premature:

weeks gestation

O Asthma (check severfly and attach MAR): [ Intermittent
If persistent, check all current medication(s):

7 Quick Rellef Medication

L1 ild Persistent
[] Inhaled Corticosteroid

] Moderate Persistent
1 oral Steroid

| TO BE COMPLETED BY ENT OR GU! e e e
Child's Last Name First Name Middle Name Sex [ Female | Date of Birth (MonttyDay/Year)
[ Male
) )
Child's Address Hispanic/Latine? |Race (Check ALL thatapply ] American Indian ] Asian [] Black [ White
. [ Yes CINo [ Native Hawaiian/Pacific Islander [ Other
Gity/Borough State 2Zip Cade S I/Cenier/Ca me District ____ | Phone Numbers
L% umber ______ | Home
Health insurance [ Yes (] Parent/Guardian Last Name First Name Email Cell
(including Medicaid)? (] No Work
D BE COMPLETED § E PRACT e T e
h history (zg 0-6 yrs) Does the child/adolescent have a past or presemt medical history of the following?

" Severe Persistent

[ Gther Controller [ None

e s e

Describe abnormalities:

[ Complicated oy Asthma Control Status O Weli-controlled .1 Pooriy Cantrolled or Not Gontrolied ] ) i .

; ) . ] Anaphylaxis 1 Sefzure disorder Medications (aftach MAF if in-schaof medication need
Allergies (] None (] Epi pen prescribed (] Behavioral/mental heafth disorder L Speech, hearing, or visual impairment . “

p . 5 ! e ; [J None [ Yes giist setow)
_ [ Congenital or acquired heart disorder [ Tuberculosis fiatent infectian or disease)
1 Drugs (st 7 Developmental/learning problem [ Hospitalization
£ Eosem [ Digbetes (attach M7 O Surgery
Borls- sy L] Orthopedic injury/disability O Other (specify)
[] Other gisy Explain all checked items above, 0 Addendum attached.
Attach MAF if in-school medications needed
PHYSICAL EXAM Date of Exam: /__/___ |General Appearance:
Height cm (. %ilg) (] Physical Exam WNL
_ N Abni NI Abnl M Apnl NI Abn NI Abni

Weight kg (— __%ile} |3 7 Psychosocial Development | [ HEENT (7 [ Lymph nodes [ I Abdomen [ skin
BM{ kg/m? (____ %ilg) |10 Language 1 O7 Dental 37 Lungs 3 [ Genitowinary [J (1 Neurological

, . |0 1 Behavioral [ [ Neck [ (] Cardiovascular [ [ Extremities ] [ Back/spine
Head Circumference fage <2 yrs) cm (_____ %ile)

Child Receives EFCPSE/CSE services

CIYes [ Ne

DEVELOPMENT) T R e e St baw e
Validated Screenin Date Screened < 1 year [] Breastfed [] Formula (] Both < 4 ysars: gross hearing i/ Tl Clasm Oreterre,
21 year [ ] Well-balanced (] Needs guidance [] Counseled [ Referrad E
D YES, L No — Dietary Restrictions ("] None [ Yes (fist below) 0A e .E’M Llabnl Dlstere
Screening Results: (7 WNL = 4 yrs: pure tone audiometry fo CIve Clabat ClReferre:
[ Delay or Concem Suspected/Confirmed (specify area(s) below): | o N e T Bate Boie T hesoits
3 Cognitive/Prablem Soking [ Adaptiva/Sait-Hefp SCREENINGTESTS [ Dato Done e ] <3 years: Vision appears: A Oa [ A
O communication/Languags O Gross Motor/Fine Mator B[uﬂq Lead Level {BLL) / / pg/dL Acuity (requited for new enirants Right /
{77 Sociak-Emetional or {7 Other Area of Congern: (required at age 1 yr and 2 : and children age 3-7 years) S et ]
Personai-Sacial s and for those atrisk) | /[ yg/dL [ Unabie to test
; . [ i ] i ]
Describe Suspected Delay or Concern: kil R Rsariinat , , [ At risk (do BLL) gzc:;n;i :;nh Glasses? S \\:s: S L&g
iy, 6 mo-6 o el . =2
(annuzfly, age 6 mo-6 yrs) _[:F Not at risk ] Al — e
SRl i C R e Taoth Decay . OYes Oho
Hemoglohln or ———o/dL |Urgent need for dental referral (pain, swelling, infection)  [Yes [TINe
P - S S — 4 |Dental Visit within the past 12 months CYes CINo

CiHNumberLl I in

L1 []

Physician Confirmed History of Varicella Infection (]

Repart only positive immunity:

IMMUNIZATIONS — DATES IgG Titers | Date
WBOT g o, S S B T i s | Hepatite s,
L1 S A S N Y A e MMR _ ;s T B T Measles _ ;s
Polio __ 4+ 4 NN N N, W G S R Varicella ___, , o Mumps __; ,
HepB8 __+ o+ 4 4 —_— 4 MeningACWY _ , L A S N Rubella __ s,
Hb 7 i S S RS e S N S Hep A et 4 b e Varicella 4 5
POV _ 0 S— A e S N T A Rotavirus _ , ; b Polic 1 i N
Influenza - __ 4, 4 4 P S N— . P N T Mening8  _, __ 4 4 A Palio 2 VI
WV N N P NS S e SN - e B T Polic8 /7
ASSESSMENT [T Weil Child (200.129) [ Diagnoses/Problems (st} ICD-10 Code | RECOMMENDATIONS [l Full physigal activity
I] Restrictions (spacify)
Follow-up Needed {JNo [ Yes, for Appt.date: _ s s
Referral(s): [JIMone  [JEarly Intervention  [JIEP [ Dental  [JVision
] Other ‘
Heafth Care Practitioner Signature Date Farm Gompleted
Health Care Practitioner Name and Degree (orint) Practitioner License No. and State
Facility Name National Provider fdentifier (NPJ)
Address City State Zip
Telephone Fax Email

CH205_Health_Exam_2016_June_20186.indd




