Rising Stars Center 

Ph. (614) 252-7337
	Child’s Name:
	Sex:   


	Date of Birth:



	 The above named child has been examined and is in suitable condition for participation in group care.

	Age At Visit:  0-1 mo  2 mos  4 mos   6 mos  9 mos  12 mos  15 mos  18 mos  24 mos  36 mos 4 yr__ 5yr__

	*******DATE OF NEXT APPOINTMENT________________________________________________________

 Anticipatory Guidance and Health Education: _____________________________________________________

	Height________________                                    Weight_________________

Head Circumference_______________               Blood Pressure___________

Assessment based on observation:

Vision WNL   Yes  No       Hearing WNL   Yes  No

Dental WNL   Yes  No
	 Immunizations (please check all that apply)
Vaccine

In process or complete

Medically contra-indicated

Not medically

apt for age

Parent Refused

DTP

HEP A

HEP B

IPV

MMR

VAR

HIB

PNE

Attach a copy of child’s immunization record with dates of all doses

	 Health History
· Allergies/Medications___________________________________________

· Diet Restrictions___________________________________________________

· Current Health Conditions____________________________________________________

· Previous Health Conditions____________________________________________________

· ReferredTo:___________________________________________________
	

	
	 I  have declined the above immunizations for my child for reasons of conscience, including religious convictions

	
	Signature of Parent:


	 Developmental/Behavioral Screening (indicate whether child  has passed or failed)

· Fine and Gross Motor

WNL   Yes  
No  
· Speech and Language

WNL   Yes  
No  
· Social

WNL   Yes  
No  
· Cognitive

WNL   Yes  
No  
Actual Screening Tool: ______________     or     by Observation
	**These Screenings are Required for EPSDT 

Test

Results

Date

TB

Blood Lead

Hematocrit

Hemoglobin

Sickle Cell

Newborn Screening WNL   Yes  No

	Undressed Physical Examination
System Reviewed

Normal for Age

Abnormal

Not Evaluated

Comments

Head

Neurological

Nose, Mouth, & Throat

Eyes

Ears

Heart

Lungs

Abdomen (including hernia)
Skin

Genitalia

Bones, Joints, Muscles



	Physician’s Name


	Telephone#

	Address


	City, State and Zip Code

	Physician’s Signature


	Date of Examination:


