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  HEAD START PHYSICAL EXAMINATION FORM

□ 2 week □ 1 month □ 2 month □ 4 month  □ 6 month □ 9 month □ 12 month □ 15 month □ 18 month □ 2 year □ 3 year □ 30 months □ 4 year □ 5 year
HEALTH CARE PROVIDER: Please complete all of the required EPSDT Screening components below with specific results 

      and recommendations if results are abnormal. 
    ________________________________  
_________________      _________________
 CHILD’S NAME




            DOB 


 DATE of EXAM 





           Location Exam Completed 
      __________________________________ 
 (   Doctor’s Office        (  Clinic/Walk-in Clinic

         Provider:  please print or stamp provider's name                         (   Other location: ____________________

	Height:_________ Weight: __________ Head Circumference: _________ Blood Pressure: ______/______
Results: (   Normal  ( Abnormal   Comments/Recommendations:___________________________________________________



	Medical History Completed:   ( Yes ( No ( Unknown ( N/A 

Anticipatory Guidance Completed: ( Yes ( No ( Unknown ( N/A


	Please indicate assessment by placing a ( in the  appropriate column by EACH item
	NORMAL
	ABNORMAL
	REFER
	NOT

EVALUATED
	COMMENTS

	General Appearance
	
	
	
	
	

	Posture/Gait
	
	
	
	
	

	Speech
	
	
	
	
	

	Head
	
	
	
	
	

	Skin
	
	
	
	
	

	Eyes (External Aspects)
	
	
	
	
	

	· Optic Fundoscopic
	
	
	
	
	

	· Cover Test
	
	
	
	
	

	Ears (Internal Aspects)
	
	
	
	
	

	Ears (External Canal)
	
	
	
	
	

	Nose, Mouth, Pharynx
	
	
	
	
	

	Teeth
	
	
	
	
	

	Heart
	
	
	
	
	

	Lungs
	
	
	
	
	

	Abdomen (Hernia)
	
	
	
	
	

	Genitalia
	
	
	
	
	

	Bones, Joints, Muscles
	
	
	
	
	

	Neurological/Social:
	
	
	
	
	

	· Gross Motor
	
	
	
	
	

	· Fine Motor
	
	
	
	
	

	· Communication Skills
	
	
	
	
	

	· Cognitive
	
	
	
	
	

	· Self-help Skills
	
	
	
	
	

	· Social Skills
	
	
	
	
	

	Glands-Thyroid/Lymphatic
	
	
	
	
	

	Muscular Coordination
	
	
	
	
	

	OTHER
	
	
	
	
	

	Recommendations for follow-up or treatment:

	


Provider Signature required at bottom of page 2 (on back)
Child’s NAME:
______________________________________________________
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       Blood Test 





        Lead: Required at age 12 and 24 months. If not tested at 24 months, must screen.





           Hemoglobin: Required at age 12 months. If not tested at 12 months, must screen.






                       * If hgb <11 and date completed is over 5 months ago, please repeat.
	
	Date
	Results

	Lead
	
	

	Lead
	
	

	HGB 


	
	

	Comments/Recommendations:


Head Start requires evidence based hearing and vision screenings for all ages.
HEARING – OAE/Pure tone    Please refer if not able to complete at time of physical
	  Test at 25 db HL
	500 HZ
	1000 HZ
	2000 HZ
	4000 HZ
	Results

	Right Ear
	
	
	
	
	(   Pass    (    Fail      (   Rescreen 

	Left Ear
	
	
	
	
	 (   Pass    (    Fail      (   Rescreen

	Comments/Recommendations:

	(   Refer     (   Unable to test


HEARING - Tympanogram Please refer if not able to complete at time of physical
	
	Type
	Compliance
	IPSI Ref
	Results

	Right Ear
	
	
	
	(   Pass     (    Fail      (   Rescreen

	Left Ear
	
	
	
	(   Pass     (    Fail      (   Rescreen

	Comments/Recommendations:


	(   Refer     (   Unable to test



VISION-Screening tool ________________ Wears Glasses: (  YES or   (  NO 
	 Screening
	Results
	
	Strabismus Screening
	Results

	Right Eye
	   20   /
	
	Right Eye
	(   Pass    (    Fail      (   Rescreen 

	Left Eye
	   20   /
	
	Left Eye
	 (   Pass    (    Fail      (   Rescreen

	Both Eyes
	   20   /
	
	Both Eyes
	 (   Pass    (    Fail      (   Rescreen

	Comments/Recommendations:


	(   Refer     (   Unable to test


( Immunization status:  ( Up to date   ( Shots given: _____________________ (Louisiana certificate needed to attend)
( Allergies: _________________________________________________________________________
( Current Medications: _______________________________________________________________ 

(Acute or Chronic Health Conditions:    (   NONE    

(   Ear Infections   

(   Neonatal Drug Addiction   

(   Respiratory Disorder

(
Asthma
        
   
(   Epilepsy or Seizure Disorder

(   Congenital Anomaly (ies)

· Heart Problems

(   Sickle Cell Anemia


(   HIV Infection/AIDS

· Diabetes


(   Fetal Alcohol Syndrome 

(   Cerebral Palsy
· Developmental Delay
(   Behavior disorder ___________

(   Other___________________________
Health Statement-I have screened this child and determined, on this date, the child ( is   ( is not   free of communicable diseases and physically and emotionally able to participate in educational activities.
Health Provider Signature: ____________________________________ Date: ______________

RCCDC STAFF ONLY BELOW THIS LINE                                                                                                                                                      
Date received by RCCDC ______________ Reviewed and received by: __________________________________
ASSESSMENTS�
YES�
NO�
�
Developmental Assessment�
�
�
�
Nutritional Assessment�
�
�
�
Anemia Risk Assessment           (4mth, >15mths)�
�
�
�
Lead Risk Assessment (>6mths)�
�
�
�
Tuberculosis(1mth,6mth,12mth,>2yrs)�
�
�
�
Autism Screening(18mths/2yrs)�
�
�
�
Dyslipidemia(24mths/4yrs)�
�
�
�
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