Mosholu Dai Camps: Camper Health Form Please Print Clearly

Child’s Last Name First Name Sex Date of Birth Camp Unit
Home Address Apt # City/Borough Home Phone
Parent’s Last Name First Name Cell Phone E-mail
Other Parent’s Last Name First Name Cell Phone E-mail
Emergency Contact Name (other than parent) Cell Phone Home Phone
Birth history jage 0-6 yrs) Does the child/adolescent have a past or present medical history of the following?
! : ; [ Asthma (check severity and attach MAF/Asthma Action Plan): [ Intermittent [ Mild Persistent (] Moderate Persistent [ Severe Persistent
- Unmrr-lpllcated O Premature: ______ weeks gestation If parsistant, check all current medicationsl: [ Inhaled corficosteriod [ Other controlier [ Quick relief med [ Oral steroid [ None
[ Complicated by [ Attention Deficit Hyperactivity Disorder  [] Orthopedic injury/disabiiity Medications (attach MAF if in-school medication needed)
Allergies [ None [ Epi pen prescribed [ Chronic or recurrent otitis media [ Seizure disorder 1 None [ Yes fiist below)
[[1 Congenital or acquired heart disorder [1 Speech, hearing, or visual impairment
[ Drugs (st [ Developmental/learing problem [ Tuberculosis fiatant infectian ar dissass)
i [1 Diabetes (attach MAF) [l other gspeciiy
[ Foods (st Dietary Restrictions
1 None [0 Yes (st befow)
[ Other fist
Explain all checked items above or on addendum
PHYSICAL EXAMINATION General Aupeuaram:u
Height - 6L e P e 0 s
Weight % ( %l [0 [0 HEENT |1 [ Lymphnodes |[J ] Abdomen O O Skin [ I Psychosocial Development
P e = oo o = O Dental |01 Lungs [0 Genitourinary ([0 [0 Newrological |l ] Language
B 0 kg/m? (___ %ile) | OO Neck |[(1[0 Cardiovascular |[] [] Exdremiies | [ Backfspine |[] [l Behavioral
Head Gircumference fage<2ymsi _ em [___ %ie) | Describe abnormalities:
Blood Pressure (age =3 yrs) /
DEVELOPMENTAL jage 0-6 yrs) [[] Within normal limits SCREENING TESTS Date Done Results Date Done Resuits
If delay suspected, specify below Blood Lead Level (BLL) Tuberculosis !Jn.fqumrm' for students sntzning infarmediatemiddiajuniar o high schoal
2y P pecify (required at age 1 yrand 2 yrs ! /- E—— wiha fave not previously attended any NYC public or private school
[ Cognitive fa.g., play skills) and far thase at sk} [ pg/dL PPOMaioux ) o — -
Lead Risk Assessment [ At risk do BLL) | PRD/Mantoux read Ol he [ Pos
[ Communication/Language (ennuatly, age 6 mo-6 yrs) o [ Not at risk — ’
- : Hearing Interferon Test / i [ Neg [ Pos
[ Social/Emotional [ Pure tone audiometry [ Normal
C10AE — [] Abnormal Chest x-ray - OM - Clet
O AdaptiverSalf-Help {if PPD or Interferon pasitive) , , [CJAbnl  Indicated
puve/S —— Head Start Only — -
= o Hemoglobin or g/l :"5'0" I Acuity Right ___ [ ___
Hematocrit (age 9-12 mo) Bquired for e antran ! i Left ___[___
fmm et —— % | andchidren age 4-7 s [CIwith glasses | Strabismus [ No [ Yes
IMMUNIZATIONS — DATES ~ CIR Number |
of Child | A O I | Influenza S T Y S S SR S
HepB /. [— [ S — S . MMA ' i / i . L
Rotavirus 00 4 O Varicella S S [ SR S
DTP/DTaP/OT T P S S S Td o R o
[ — L — R —— : Tdap _ ¢/ /. HepA /0 i
Bib i b b L. | Meningococcal I e
PCV - [— [ S— B S S— S J—— - HPV ! e ] e o o
L2 Y Y Y Y (R S S Other, specify: ' e : e [
RECOMMENDATIONS [ Full physical activity [ Full diet ASSESSMENT [ Well Child (v20.2) [0 Diagnoses/Problems st/ ICD-9 Code
[ Restrictions (specify)
Follow-up Needed [IMNo [ Yes, for Appt. date: T
Referral(s): [0 MNone [ Early intervention [ Special Education [ Dental [ Vision ——
[ Other [
Health Care Provider Signature Date o O HEENNN
I Y ONLY 1.D.
Health Care Provider Name and Degree (orint) Provider License No. and State TYPE OF EXAM: [ | NAE Current [ | MAE Prior Year(s)
Facility Name National Provider Identifier (NPI)
Address City State Zip Date 1. NUMBER
Teleph : F l : :__f__l__l | | | | | |
elephone ax
9y - V- REVIEWER:




