
CHI LD HEALTH REPORT 
( 5 5  PA CODE § § 3 2 7 0 .1 3 1 , 3 2 8 0 .1 3 1  AND 3 2 9 0 .1 3 1 )  
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CHI LD’S NAME:  (LAST)  (FI RST)  PARENT/ GUARDI AN:  

DATE OF BI RTH:  HOME PHONE:  ADDRESS:  

CHI LD CARE FACI LI TY NAME:  

FACI LI TY PHONE:  COUNTY:  WORK PHONE:  

� I  authorize the child care staff and my child’s health professional to com m unicate direct ly if needed to clar ify inform at ion on this form  about  my child.

PARENT’S SI GNATURE:  
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DO NOT OMI T ANY I NFORMATI ON 
This form  m ay be updated by a health professional. I nit ia l and date any new  data. The child care facility needs a copy of the form . 

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/ TREATMENT IN EMERGENCY (DESCRIBE, IF ANY):  

� NONE

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A 

CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY. 

� NONE

CHI LD’S ALLERGI ES (DESCRI BE, I F ANY) :  

� NONE

LI ST ANY HEALTH PROBLEMS OR SPECI AL NEEDS AND RECOMMENDED TREATMENT/ SERVI CES. ATTACH ADDI TI ONAL SHEETS I F NECESSARY TO 

DESCRI BE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHI LD, I NCLUDI NG I NDI CATI ON OF SPECI AL TRAI NI NG REQUI RED FOR STAFF, 

EQUI PMENT AND PROVI SI ON FOR EMERGENCI ES. 

� NONE

I N YOUR ASSESSMENT, I S THE CHI LD ABLE TO PARTI CI PATE I N CHI LD CARE AND DOES THE CHI LD APPEAR TO BE FREE FROM CONTAGI OUS OR 

COMMUNI CABLE DI SEASES? 

� YES � NO I F NO, PLEASE EXPLAI N YOUR ANSWER:

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE 

SCREENINGS LISTED IN THE ROUTINE PREVENTIVE 

HEALTH CARE SERVICES CURRENTLY RECOMMENDED 

BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE 

SCHEDULE AT WWW.AAP.ORG) 

� YES � NO

NOTE BELOW I F THE RESULTS OF VI SI ON, HEARI NG OR LEAD SCREENI NGS WERE ABNORMAL. I F 
THE SCREENI NG WAS ABNORMAL, PROVI DE THE DATE THE SCREENI NG WAS COMPLETED AND 
I NFORMATI ON ABOUT REFERRALS, I MPLI CATI ONS OR ACTI ONS RECOMMENDED FOR THE CHI LD 
CARE FACI LI TY. 

VI SI ON ( subjective until age 3 )  

HEARI NG ( subject ive unt il age 4 )  

LEAD 

RECORD DATES OF I MMUNI ZATI ONS BELOW  OR ATTACH A PHOTOCOPY OF THE CHI LD’S I MMUNI ZATI ON RECORD 

I MMUNI ZATI ONS DATE DATE DATE DATE DATE COMMENTS 

HEP- B 

ROTAVIRUS 

DTAP/DTP/TD 

HIB 

PNEUMOCOCCAL 

POLIO 

INFLUENZA 

MMR 

VARICELLA 

HEP-A 

MENINGOCOCCAL 

OTHER 

MEDI CAL CARE PROVI DER:  

ADDRESS:  

PHONE:  

SI GNATURE OF PHYSI CI AN, CRNP OR PHYSI CI AN’S ASSI STANT 

TI TLE:  

LI CENSE NUMBER:  DATE FORM SI GNED:  

CD 51 09/08 

Delaware610-937-4499

Ithan Montessori 


