
 

CASE REVIEW 

CENTER______________________                                                                                                   CLASS/HB__________ 

NAME________________________________________________  DOB_______________ DOE ________________ 

FA_____________________________________________ Referral Agency_____________________________    
 
Family Type:                                                                                           Number of Children ________________ 
      __ Single Parent (mother figure only)            __ Single Parent (mother figure only) living w/partner                                                                                                                        
      __ Single Parent (father figure only)              __ Single Parent (father figure only) living w/Partner 
      __ Foster Family    __ Two Parent Family     __ Other Relative(s)                 __ Other Family Type 
 
       Birth Certificate:  Y / N                                              Medical Ins. Card:  Y / N                                  ECSS:  Y / N         
       Parent in School:  Y / N                                     Primary Care Physician:  Y / N                         S & N Assess:  Y / N                                                                                    
       Parent Working:  Y /N                                              Primary Dentist:  Y / N                                      FA Home Visit:  Y / N      
       Homeless:  Y / N                                                      DCFS (OCS) Involved:  Y / N  IFPA:  Y / N                      
           
Needs/Issue_ __________________________________________________________________________________________ 
 
HEALTH         Immunizations Expiration______________________________________________________________________ 
 
Conditions/Allergies__________________________________________________________________ Health Care Plan:  Y / N   
                                               
 Screening                            Result                                                     Need                                                                             Status 
         
Physical                                P / C       ______________________________________________________          _______________________ 
 
Dental                                   P / C       ______________________________________________________          _______________________ 
 
Hearing PT                           P / C       ______________________________________________________          _______________________ 
 
Hearing Tymp                       P / C       ______________________________________________________          _______________________ 
 
Vision Acuity                         P / C       ______________________________________________________          _______________________    
 
Vision Strab                          P / C       ______________________________________________________          _______________________ 
 
Blood Pressure                     P / C       ______________________________________________________          _______________________ 
 
Lead                                      P / C       ______________________________________________________          _______________________ 
 
NUTRITION                  
Food Allergies_____________________________________________________________________ Menu Revision:  Y / N        
 
Nutrition Assessment:  Y / N                  Height/Weight:  P / C                          Hematocrit/Hemoglobin:   P / C   
EDUCATION/DISABILITIES/MENTAL HEALTH      
 
1st HV ____ 2nd HV____ 1st PC____ 2nd PC____ Speech:  P / C    Brigance Total _________    MH Obs Date____________ 
 
ASQ Concerns__________________________________  ASQ-SE Totals ____________________________________________    
Dx Disability:  Y / N        ___LEA   IEP:   Y / N       ___Early Steps  IFSP:  Y / N       Transition Plan:  Y / N     Behavior Plan:   Y / N          
 
Needs/Issues_____________________________________________________________________________________________ 
              05/17 
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