
. , \tepted tlate:_·_· __ 
4Ierts: pages ___ _ 

Dr. CharJes R._Smith, Jr., ECC 
271 Second Street 

Palisades Park, New Jersey 07650 

TO BE COMPLETED BY PARENT. 
Please complete the following and return to the school nurse as soon as possible. 

Child's Name _______________ Sex M □ F D Birth Date _________ _ 

(Last) (First) 
Horne 

Grade __ _ School _________ _ Address _______________ _ 

Father's Name ______________ Mother's Name ____________ _ 

Home .Work 
Phone ___________ Phone Mather _________ Father_~-----

CelJ Phone: Cell Phone ------Siblings, Names/Ages _____________________________ _ 

Language(s) spoken at home {other than English) ____________________ _ 

II. BIRTH & DEVELOPMENTAL HISTORY 

Birth Weight Pounds ___ ounces 

Gestation (Duration ';Jf Pregnancy) ___ weeks or ___ months 

Pregnancy: Illness of Mather Yes□ No □ If yes
1 

explain: _______________ _ 

Other areas of concern -- Yes□ No □ If yes, explain: _________________ _ 

Problems/labor & deliver-- Yes□ No D It yes, explain: _________________ _ 

Growth and Development: Age child -

Sat alone ___ Crawled ___ Walked ___ First Spoke ___ Spoke in sentences ___ _ 

Coordination (difficulty) Yes□ No □ If yes 1 explain: _________________ _ 
(fine motor1 large musclet other areas of concern} 

It ~AMILY MED[CAL HISTORY {Please specify: Af!ergies, Respiratory, Heart, Diabetes, Cancer, other) 

Father _________________ Mother ______________ _ 

Siblings ________________ ~ Relative ______________ _ 

Doe·s your child have health insurance including N{Family Care/Medicaid, private or other? 

Cqmpany Name: _____________ _ 
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No __ 



m. HEALTH HISTbRY (Please check appropriate cofumn, note year, and explain where applicabfe.) 

I Allergy Types 
Bee/fnsect 

Drugs 
Food 

Pollen 

Skin 
Other (Le. latex) 

Other Conditions 
Asthma/Reactive Airway Passage 

Blood Disorder 

Cancer 

Conr.1 --=--;:i/: :&ad Trauma 
t 

D 

Digestive/Feeding Disorder 

Diseases, Le. chicken pox 

Mononuc[eos is 

Mumps 

Measles 

Dietary Restrictions 

Emotional Problems 

Genitourinary Problems 

Hearing Difficulty 

Heart Disease {defects) 

Hospitali~ation( s) 

Severe Infections 

Kidney Disease 

Neuro-muscu!ar Disorders or 
prosthesis 
Organs missing or impaired function 
of paired organs; i.e. kidneyst 
testes, eves 
Orthopedic Disorder 

No 

Reaction 

" 

Yes Year(s) 

,. 

~· .,,, 
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Other Conditions I No Yes Year(s) Explain 
Central Nervous System Disorder 

RubeUa . 
Skin Disorder 

Speech Impairment 

Surgical Procedure(s) 

Vision Problems 

Glasses/Contacts 

Other (list and explain) serious 
mnesses, accident1 genetic 
disorders) 

A. Js the student receiving medication? Yes□ No □ If yes, complete the foHowing: 

Date Prescribing 
Medication(s) Dose Times Reason Prescribed Physician 

B. Do any health and/or medical conditions require school restrJctions, modifications, and/or 
intervention? 

Yes□ No □ If yes, explain: _________________________ _ 

C. Does the student require an special procedures and/or treatments? 

Yes□ No □ ff yes, explain: _________________________ _ 

D. ls the student current under treatment for any health condftlons? 

Yes□ No □ if yes 1 complete the foUowing: 

Condition Physician 
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· E. Has me student �ad a vision screening?

Yes□ No □ If yes, please report results: 
____________________ (date) __________ _ 

F. Has the student had a hearing screening?

Yes□ No □ If yes, please report results:

G. Has the student had any special medical examinations?

Yes□ No □ If yes, complete the following: (i.e., ophthalmologic, neurological, orthopedic, etc.):

Specialty Physician Exam Date Diagnosis Recommendation 

' 

H. Has the student had any experience(s) which you feel may affect his/her physical, mental,
and/or social development?

Yes□ No □ If yes, please explain: 

l. Please complete: Last medical examination:

Date: Reason 

Physician: Findings 

Address: 

,· 
1 Phonelt: 

.. 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

. As parenUguardian of the above named student, I hereby allow for the sharing of information between 
the student's health care team and the nurse, to divulge necessary information to necessary staff. 

Date 
ldc/1/2U10 

Signature of Parent/Guardian 
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--~--------- {date) ________ ~--

L--+---+-------:-------t-----r·----- .---, 

---------------·-·-···-

i 



UN.iVERSAL 
CHIL.D.H~AL TH RECORD Barly Childhood Center ... Grade_ .. _ 

Oa\e of Birth 

□Yet; .. □No· 
Phtce ofBirtb DOM Ghi!d Hava·He:allh Insurance?. llf Yesl Name of Child's Health-lri'suram::e Car,Jer 

ParenVGuardla.,...h-N-am-e-~------4--. .. ----...,-H-o_m_e_T_e.,...le-ph .... o_n_e_N,-um....,.,..b-e1r-, __,. ______ W,_...on-:-......T_e_le_p,_ho_n_o/~C"""'•¾':"':P"'"h_e_nf't;'"°".N~u-m--:-b ..... ar...,,.._ __ r 

· Parent/Guardian Name Homa Telephone Numhar Work Te!ephonafCell Phone Number 

J g(ve my ctmsent for mychrld'.s Heaith Care Provider and Chffd Core Prov(der/Sc.hooJ Nurse to tilscuss th9 iriformat[on on tbfs h:irm. 
Signature/Date j 'fhla form may be ratea~ed lo WIC. 

l Dves 0No 

Abnormaiitiet Noted: Weigtit(mw,tbfl mken 
within 30 days for-W/CJ· 

lMMUNJZA.TlONS 0 lmmunllaUon Record Attached 
D Oafe Naxt fmmmdn.tron Due-: 

MEDICAL CONDlTlONS 
Chrordc Medical CondHfonstRelated. Surgedas 

· • • U!il medicaf. conditlorrs-tongotri9. si:lrg\CB'J 
c(mcems: 

U:None. 
D Special Cera Pl!m 

Attached 

Comments 

J MedrcaUonslTfeafments, D None Qomments 
.Q Spsclat Cer& :Plan r ,111 Ust tnedicalionsllreatmanrs: 

l un:-i1iutlons to Pnyskal Ac!Mty 
,II. Ust limllalions/.spec\a\ conald?rations: 

Special Equipment Needs 
"" Us1 items neceuary ror dally actMUes 

AUergles/SensUivntes 
o Ust. aUecgies: 

Attaclted• 
•D•J\1one . 
D Spacial Core Plnn 

Attached 
□ Nooe ' ' □ S,PSClal Gnre Plan 

.. , A\taobad 
□ None 
, 0 Spacial Cam Plsn 

. Attm::had 

Special DletNllamtn & Minera1 Supph,mems Li Non~· . 
• list dietary 'SpocUfcatlons· · 0 Special Cete Ple:n 

. Attached 

BehavJorat lssuos/Mantai• Health D1agnn-&l$ D None 
• Ust beh1wiorallmenfal hesHlt liiaues/concams• · □ SpacJal Cain Plan 

· • Attooh&d : 

Comrn!!tnl$ 

Comments 

Gommer.ts 

Comments• 

Emergency Plans . O None . . Comments 
111 List amerganoy plan lhat might be. needed anct O Spe-0lat Care Plsn 

Urn sigri/symptoms to watch for; · · Attached 

Helght(mustbe taken 
Wilhfn 30 days for WICJ 
Head. Clreumfamnoe· 
(ff ~2 Year#· 
Btomf Pre36ure 
(If ::.3 Yeer.s) 

PREVENTM:' Ht;AL Tff SCREENINGS 
Oete Performttd Date Performed 

Hgb/Hct Hearing 
Lead: 0 Cepiliary O Vartoua Vision 
TB (mrn of lnduraOon) • Denlai . 
Olhac ·. Devclopmerdal , 
other: · Scoliosis 

Note Ir Abno,rnal 

□ I have tnn1m!nad tile abo'Ve·student· and ·Ti!vltwr,d hlalhar h(18/tb history.. It Is my opinion that 'hfllshe l.s meilioally clWirnd to 
partlctpatef fully In all ohJld carelsr::hool act(vldrnr, Including phys/cal adµctdlon and competitive con ts ct .sports1 unless no1ed above. 

· Name of Health Care ProvI~ar (Print} Health Care Provider Stamp 

Signa!ureJDale 



Dr, Charles R Smith, Jr,, Early Childhood Center 
270 First Street 

Palisades Park, NewJer$ey 07650 

Stole of New Jers�y 
IMMUNIZATION RECORD 

Kindergarten - Grades 12 

Immunization Reg'!stry Number 

Name of Child (Lnst, First, M�q Date of Birth 
(Mo/Day/Yr) 

Parent/Guardian Name 

Address Telephone No. 

':,;:F\,,.:.'. f .,,:0,·> },j')?i'i'''{f�:Fsi:';d01\,\RlE'ririii.t
H

EAl'.tHI¢A'��f �e:vioai(,.: _;._, , .. �•;., 
. .. , 

i"1 Dose 
DISEASE Mo/Dav/Yr 

DTaP (DIPHTHERIA, TETANUS, L-1 

PERTUSSIS) 
or any combination 
'If Tel or OT, indicate fn box 

Tdap (TETANUS, OIPHTHE'RIA 
·IOXOIOS1 ACELLULAR P_E!'lTUSSISI

IPV (INACTIVATED.POUOVIRUS) OR' 
I� 

OPV {ORAL POLIOVIRUS) 
If f PV or OPV, Indicate in box 

MMR •MEASLES MUMPS RUBELLA> 

HEPATITIS B 

VARICELLA 

PCV (PNEUMOCOCCAL 
CONJUGATE> 

-

MENINGOCOCCAL 

HPV (HUMAN PAPILLOliiAVIRUSl 

HIB (HAEMOPHILUS INFLUENZA 
TYPEBl 

Lead Screening 

lest Date Result 

0 Provisional Admission Attached-Date Granted: 

0 MeQic'al Exemption Attached 
-.

D Religious Exemption Auached 

' 

!.t'4 Dose 3'd Dose 
MolDav/Yr Mo/Oay/Vr 
,__/ I_..J 

I __ I /__j 

411, Dose
�..t'otoav/Yr 
I_/ 

.! __ I 

5111 Dose 
Mo/Oav/Yr 
l __ i

.. 

'· 
. . 

I_J 

.. 

Document below single antigen vaccine receipt, 
serolom, titers, or variceHa disease historv 

Date: Titer: 

Henatit!s B 

Date: Titer: 

Varlce\la 
Date: Titer: 

Measles 
Date: , Titer: 

Mumns ' 

Date: Titer 

Rubella 

Sex 
[] Male 

0Fema!e 



VISION EXAMINATION FORM 

The Board of Education recommends that all•. .ischool children have a complete eye examination 
before entering school in the fall. Good vision is essential to success in school. Jt is our hope that 
pre .. school eye examinations will help many children to receive the proper vision correction throu·gh 
early detection and/or treatment. 

·Upon completion of the eye examination, have the examiner indicate his/her findings and 
recommendations on the form below. This form should be returned to the school nurse. 

Student's Name ___________ _ Date ______ _ 
. . 

l have given a complete eye exam with the following diagnosis and recommendations: . 

Distance I Near I I Distanqe 
Vlsion Without Correction 10.0. I I o.s. I 

\ 

Vision With Correction 

Muscle Balance 

Stereopsis Eye 

Eye Defects 

Recommendations/Conclusions 

I 

1. Normal Eye Examination 

2. Corrective lens prescribed 

Yes D 
Yes D 

I I 
Color Test 

No 0 
No 0 

3. Re .. examine on _______ (Date of Return Visit) 

4. Other (Preferential seating, low vision, aides, etc.) 

Physician's Signature Date 

Please Print: 

r 

Near 

Name of Physician _______________________ _ 

Address _________________________ _ 

Phone Number _______________________ _ 



']Jr. CfiarCes 'R, Smith, jr., :Ear(y Cfii(lfiool Center 

2 70 'First Street 

PaUsades Park, 'New jersey 07650 

Vla:11;~ Mcfof;fJ 1/.S,1'[, /fln, C.S.'.N. 

Sclioof wi.~1·.re 

201-g47-:27bJ 

:101-.947~0873 (-:Fa.:,:) 

Date 

To be filled out by the family dentist and returned to the school nurse. Thank you 

Name of ChHd. _____ __;_ ________________ ~rade __ _ 

Date of Birth ------- Telephone number ________ _ 

Date of Last Dental Exam -----------
Number of Carious Teeth ---------------
Number of Filied Teeth ________ ,.....,.___ 

Number of Missing Teeth ____ ___. ___ _ 

Condition of Gum~----------

N ext Den ta ( CC h e·c k-u p _ __,__ __ ~ __ .......,...,_ __ 

Comments from the Dentist ·------------,---------------

Dentisf s Signature 

Pt~ase Print or SJamp: 

Dentist's Name -----------
Address: -------------~....___ ____________ _ 
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