Child Care Physical Exam


Child’s Name: 

Birth Date: 

Parent’s Name:

Phone Number: 

	
	Normal
	Refer
	Not Evaluated

	Height: 

	
	
	

	Weight: 

	
	
	

	Vision Right: 

	
	
	

	Vision Left: 

	
	
	

	Strabismus: 

	
	
	

	Hearing Right: 
 FORMCHECKBOX 
 Pass
 FORMCHECKBOX 
 Rescreen
	
	
	

	Hearing Right: 
 FORMCHECKBOX 
 Pass
 FORMCHECKBOX 
 Rescreen
	
	
	

	Blood Pressure: 

	
	
	

	Speech
	
	
	

	Skin
	
	
	

	Eyes External Aspects
	
	
	

	Ears External Canal
	
	
	

	Nose, Mouth, Pharynx
	
	
	

	Teeth
	
	
	

	Heart
	
	
	

	Lungs
	
	
	

	Abdomen (Include Hernia)
	
	
	

	Genitalia
	
	
	

	Bones, Joint, Muscles
	
	
	

	Glands (Lymphatic/Thyroid)
	
	
	

	Muscular Coordination
	
	
	

	Nutrition
	
	
	

	Hemoglobin/Hematocrit: 

	
	
	


Asthma/Allergies (Specify): 

Symptoms: 

Current Medications: 



Immunizations given at this time: 



UP TO DATE IMMUNIZATION RECORD IS REQUIRED FOR PROGRAM ENROLLMENT

Medical Conditions:
 FORMCHECKBOX 
 Not Specified
 FORMCHECKBOX 
 Follow-up Needed (Next Appointment- ___ / ___ / _____)
	Acute or Chronic Description
	Specific Details
	Most Recent Occurrence
	Needs Treatment?

	
	
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No


Is Child able to participate in usual childcare/school activities?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Any limitations or concerns? 



	Medical orders for special menu or foods or substitutions:


	

	Provider Signature: 

Exam Date: 

Printed Name of Provider: 

Name of Clinic:

Address: 

Phone: 



Thank You!  Questions or Concerns? Call 248-0808 Vineyard Early Learning Center


