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Child’s Name: ___________________________________________ Date of Birth: ____ / ____ /_____ FID#: _____________ 
 

Site: ________________________________________ Phone: _______________________ Fax: __________________________ 

PHYSICIAN: Please complete the following sections 

Office Stamp:  Exam Date: 

Physician: 

Phone: 

Physician Signature: 

 

  

TB Exposure Risk Assessment/ TB Testing 

Risk factors not present, TB Test not required 

Risk factors present 

TB Test performed (#1 or 2):   Date test given: _________ 
 

1. Skin Test   Date read Skin Test: ___________ 

                 Results (skin) ________ mm           

                 Interpretation:  Negative    Positive  
 

2. Blood Test (IGRAs):  Negative    Positive 
 

Chest X-Ray (If Positive Test for #1 or 2):  

    Date: __________    Normal    Abnormal 
 

Immunizations Received during Exam: 

 None, child is up-to-date 

 DTap      MMR      Polio      Varicella      

 Hepatitis B                Hib (after 1 year old) 

 

Head Start Staff Only : 

 

Date Received ____ / ____ /_____ Staff Initials: _______ 
 

Required Tests/Evaluations 

Blood Pressure    Normal    Abnormal 

Systolic/Diastolic ____________________ 

Growth Assessment 

 Normal Weight    Underweight    Overweight 

Height: _________   Weight: _________   BMI % _________ 

Treatment Plan for Under/Overweight (i.e. referrals): 

Hearing Screening 

Audiometric            

Results:                                  

 Pass           

 Fail                                                           

 Uncooperative  

Vision Screening 

Visual Acuity Test 

Results:                                

 Pass        

 Fail                                                           

 Uncooperative 

Anemia Risk Assessment  

1. Do you ever struggle to put food on the table? 

           No    Yes - If Yes, Hgb/Hct test is required 

2. Does your child’s diet include iron-rich foods such as 

meat, eggs, iron-fortified cereals, or beans? 

           Yes    No - If No, Hgb/Hct test is required   

------------------------------------------------------------ 

Hemoglobin/Hematocrit  

(Test or Risk Assessment required each year) 

Date: __________   Test Results: __________ mg/dL or % 

Anemia?    Yes    No 

Treatment Plan for Anemia: 

 

 

Blood Lead Test (At least one done at 24 months or older) 

Date: __________   Result Value: __________ 

Treatment Plan for High Lead Levels: 

 

Is child under treatment for any of the following? 

Asthma  Yes    No 

Severe Allergy: ________________  Yes    No 

Other: ______________________  Yes    No 

Are emergency medications 

needed at school? 

 Yes    No 

Restrictions, Abnormal Findings, Diagnosis, and Follow-Up: 

Screening Requirement Normal Abnormal 

 General Appearance   

Eyes, ears, nose, mouth   

Arms/Legs    

Skin   

Muscle/Bones   

Heart   

Lungs   

Stomach/GI   

Neurological/Cognitive   

Urinary/Genitalia   

Glands/Lymphatic/Thyroid   

Speech/Communication   

Dental Assessment   

Nutritional Assessment   

Developmental Screening   

Behavioral Assessment   

Tobacco Assessment   

Anticipatory Guidance Given? Yes No 
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