
State of Commecticut Depan'tmremt of Educatrom

HarBy CEaeEdfussd E{eaEdfu Assesssaccm€ Record
(For children ages birth-5)

To Farent or Gu*rdian: In order to provrde the best experience, early cluldhood providers must understand your cluld's health needs. This form
requests informaiion Aom you (Part I) whrch wrll be helpfi:I to the healti care provrder when he or she completes the health evaluation (Part II). State

Iaw requires complete primary rmmr.rrizations and a health assessment by a physician, an advanced practice registered nurse, a physician assistant, or a
legally quaiified practitioner ofrnedicine, an advalced practice registered nurse or a physician assistant stationed at arly military base prior to enterrng

al early childhood progra$ in Connecticut.

Paren/Guardian Name (Last. Firsr, Miodle) Horae Phone Phone

Early Chi)dhood Program'1t'iame and Phone Number)

Hisparucllatino

Asian,4acific Island er

Other

.":_1,2: r,

Xi rA,
t r.\,9.: 1;: ril.! ,.'

t: ' .iii - -ZiZ._- ..,:.;z,r. 
_,, :r, ;,t:j: - .

Primary Health Care Provider

Name of Dentist

Race,Ethnicity

Q American Indran/Alaskan Natrve

f, Black, not of Hispanic origrn

D White, not of Hispanic origin

a
D

D

Please print

Chrld's Name (Last, First, Middle)

Address (Streei, Town and ZIP code)

B rrtti D ate (mnr/dd/yy-vy)

Health lnsurance Company,4{umber+ or MedicauiA.{umber+

Does your child have health insurance?
Does yoru chrid have dental rnsurance?
Does your child have IIUSKY insulance?

If your child does not have health insurance, call 1-877-CT-HUSKY

+ Ifappiicable

Fart I- To be completed by parent/guardian.
Fiease answer these health history questions about your child before the physicatr exanaination.

Any health concems Asthmakeatrnent

AJlergies to food, bee stings, rruects Y Seizure

Allergies to medrcation Diabetes

Any other allergies Any heart problems

Any daiiy/ongoing medications Emergency room visits

Any problems with visi.on Any major rllness or rnjury

Uses contacts or glasses Any operahons/surgeries

Any hearing concerr$ Lead concems/poisoning

ntal - concern aboul child's: S1 eeping concerns

1. Physical devel High blood pressure

2. Movement Aom one place
to another

Eating concems

Toileting concems

Social devei Birth to 3 services

Emotional development Preschool Special Educahon

YN
YN
YN

Y

N
N
N
N
N
N
N

N
N

Y
Y
Y

Y

Y

Please cucle Y if "yes" or N rf "no." Explain all '!es" answers in the space provided below.

nxplain all "1es" answers or provide anv additional information:

Any problems withteeth

Has your chrld had a dental

examination rn the last 6 months

Very high or lowactivrty leve)

Problems breathing or coughing

5. Ability to communicate needs

6. Interaction with others

7. Behavior Y N
8. Abitity to r"ur.derstand

9. Abillty to use their hands

Have you talked with your child's primary health care provider about aoy of the above concems? Y

Please list any mcdications your child
wiil need to take during program hours.

All medications tak"en in child care programs reguire a separale Meilication Authoizntion Form signed by dn authorized presciber and parent/guardian

I give my consent for my child's health care provider and early
childhood provider or healtVnurse consuJtant/coordinator to discuss
the information on this form for confidentiai use in meeting my
child's health arrC educatronal needs in the early childhood program, S ignature of Parent/Guardian Date

ED 191 REV.3/2015 C.G.S.Seclion10-16q, 10-206, 19a79(a), 19a-87b(c)j P.H.CodeSecrionlga-7g-sa(a)(2),rga-B7b-l0b(2)



Fal"t Xn - &{edlcan Evanuafiom ED 191 REV.3/2015

X{ealth Care Frovider rnust compXete and srgn the rnedicaI evaluatiou, physicaX ex*rni&at]om amd irnrnuraization a-ecord.

Chiid'sName Birt} Date Date of Exam
D t have reviewed the health history information provided in Part I of ihis form (mm/ddrY1ryY) (mrwdd/yyyy)

Fhysrcan Exaum
Note: 'rMandated Screening/Iest to be comrleted by provider.

*HT-in/cm-% +Weight-ibs.-oz /-ak tsh['6 l_% illC_rn/cm_% +BloodPressure_/ _
(Birth - 2a months) (Annuall)/ at 3 - 5 ),ears)

Screesin

*Developrnental.4ssessrnent: (Birth- 5 years) Q No tl yes Type:

Results:

+trtflVILNIZATIONS D UptoDateor Q Catch-up Schedu]e: MUSTI{AVE$&{LTNTzATIOI{R.ECOR.DATTACHED

* Chronic Disease Assessrnent:

Asthma D No Q Yes Q Intermittent O Mild Persistent O Moderate Persistent Ll Severe Persistent lf Exercise induced
IJ ),es, pleas e provide a copy of an Aslhtna Action Plan
Q Rescue medication requtred in child care setiing: G No e yes

Allergies BNo QYes.
EpiPenrequired trNo QYes
History/riskofAnaphylaxis: DNo QYes: DFood Ohsects QLatex O Medication DUnkrourisource
lfyes, please provide a copy ofthe EmcrgenqtAllergy plan

Diabetes O No O Yes: O Typel A TypeII OtherCluonicDisease:
Seizures Q No E Yes: Type: 

---=--
tl This child has the followrng problems which may adversely affect tus or her educational experience.

B Vision Q Audrtory E SpeechlLa,rguage O Physical E Emotronal/Socia1 fl Behavior
E This chjld has a developmental delayidisability that may require intervention at the program.
D This chrld has a speciat health care need which may requre intervention at the program, e g., special diet, long-term/ongoing/dai1y/emergency

medreation, history of contagious drsease. SpeclrJr

D No Q Yes This child has a rnedical or emotional illnessidisorder that now poses a risk to other children or affects his,4rer ability to participate
safely in the program.

tl No Q Yes Based on Lhis comprehensive lustcry and physical examination, this child has maintained his/her level of wellness,
tf, No O Yes This child may fully participafe in ihe program.

D NoOYes ThischiidmayfullyparticipateintheprogramwiththefolJow:ingrestrictions/adaptation: (Specrfureasonandrestriction)

D No tr Yes Is tliis the child's medical home? Q I would like to djscuss rnfor mation in this report vvith the early ctir)dhood provider
and/or nurse/health consultantlcoordrnator.

Sigoatr:re of health care provider MD / DO /A?RN i pA Date Slgned Pnnted/Stamped Provider Name and Phone Number

X Ltr EI

+Visiol Screening
C EPSDT Subjectrve Screen CompJeted

(Birlhto 3 yrs)
I EPSDTAnnually at 3 yrs

(Eatly and PerioCic Screening,
Diagnosis and Treatment)

Type: Risht Lefi

With glasses 201 20/

Wiihout g)asses 201 t 201

E lJnable to assess

[] Referral made to

xE[erring Screening
tr EPSDT Sub;ective Screen Completed

@irth to 4 yLs)

tr EPSDTAnnually at 4 yrs
(Early and Periodic Screening,
Diagnosis and Treatunent)

Type Right Left

EPass Q Pass

trFaii Q Fail

E Unable to assess

Q Referal made to:

+Anernia: at9 to 12 molths and 2 years

+E[gb,&{ct +Date

*Lead: at i and 2 years, ifno result
screen between 25 - 72 months

History of Lead levei

>sttddl, QNo DYes

-

*Result/Level. 
+Date

Other:

*Tts: i{igh-riskgroup? D No A
Yes Test done. E No Q Yes Date:

ResJr
Treatment

*Dental Concerns D No E Yes

Q Referrai made to:

Has tliis child received dental care in
the last 6 months? D No Q Yes



Child's Narme: IBirch Date:

Esxaffi?EnE! iza €iom Rc a on'd
T'o the Tdeatth Care Frovlder: PXease compnete amd imitlal below.

RFV. 3/201 5

Vac c i ne (lt4onth,D ay,Year)

Dose 6

hE N Y/IJ ILYIT} I

[FV/OF\/
Mfvi8
Mcasles

Murnps
R.ubelia

Eleoatitis A.

fnepatitis E

Varicells

FCV* vaccine tPneun ococca.i con;ugate vacclne

R.otavirus
cor.lugate vacctne

-tnfluenza

Tdao,Td

I Diu."ru historv forvaricclla (chickenpox)

Exernption: ]Temporary _

(Con-firmeC by)

X)ate

fRecertifi Date tRecertify Date tRecertifi Date

1

3

4

LaboratoD, con{irmed immumty also acceptabJe

Physicim diagnosis of disease

Acoqpleteprimdy scries is 2 doses of PRP-OMP (PcdvaxfiIB) or 3 doses of I{bOC (ActHib or lentacel)

required to have 2 doses. Children who rereivcd the iirst dose ofTlib vacone on or afler I 5 months ofage are rcquired to have only one dose

Hepatilis A is req uired lor all ohiLdren bom on or aflcr J anuary l, 2009

Two doses io Lhe samo flu seasoo re requred for chiLdren who have not prcviousiy receiveC m influeu vaccbation, vrth a single dose required du$g subsequenl Seasos
5

6

I:u1ial/Srgllature ofhea)th. care provider i\tDlDO /APRN /PA Date Srgned Printed/Stmrped Pravider Naore ard Phone Nurnber

Flib

(Date)

R.eligious Medica!: Permanent 

-

Dose3 i Dose4 , DoseS

{mmumiza$iosr Reqx}irements for Connecticui Bav Care. Fdfi}ilv Bav Care amd Group Dav Care E{ornes

Vsccines
Under 2

months of age

Bv3
months of age

Bv5
months oI age

By?
morths oI age

By 16

moDths of agr
1G18

monlhs of age

By 19

months of agt
2 years of age

(24-35 mos.)
3-5 years of age

(36-59 mos.)

DT'P,4DTaP/
I,T None L dose 2 doses 3 doses 3 doses 3 doses 4 doses 4 doses 4 doses

Folio None I dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 doses 3 doses

Ntrlm None None None None
1 dose after ist

brthdayL
dose a{ter lst

brthdayl
dose after 1s1

birlhdayl
1 dose after lst

birihday'
I dose after 1st

brthdayr

IIep B None I dose 2 doses 2 do.ses 2 doses 2 doses 3 doses 3 doses 3 doses

rilB None I dose 2 doses

2 or 3 doses

depeoding on
vaccine givenr

i booster dose

after lst
birthday{

1 boostei dose

after Ist
br.itrdal

i booster dose

after ist
birthdayr

1 booster dose

after lst
birthdal

I booster dose

after 1 st

birthdal

Vericella None None None None

1 dose aier
i st birthday

or pnor history
of diseaser'1

1 dose a.fter

1st birthday
or pnor history

of diseaser.z

1 dose afier
lstbirtMay

or prior history
of diseaser:

I dose affer
I st brrthday

or prior history
of disease r'2

1 dose a{ler
lst bir0rday

or lnor h.1story

ofdisease1'?

Pneumococcal

Conjugate
Vaccine (PCV)

None i dcse 2 doses 3 doses
1 dose after
I st birthday

i dose after
lsi birthday

I dose after

1st birlhday

1 dose after

1st birthday

1 dose after

1st birthday

IlepatitisA None None None None
I dose after
1st bi*hday5

I dose after
I st brrthdavr

1 dose after
i st binhday5

2 doses gLven

6 months apart

2 doses given
6 months aparts

Ioflue-nza None None None 1 or 2 doses I or 2 doses6 1 or 2 doses6 I or 2 doses6 I or 2 doses6 1 or 2 doses(



Hompton Elementony School
380 Moin Street

Hampton, Connecticut 06247
(860) 455 9409

Please reod and complete this speciol problems form ond return it to the heolth room as soon os possible after the
first doy of school. Please complete ond sign EVEN if your child hos no special heolth problems or ollergies. This
will enoble us to providebetter guality heolth carelo your child whilehe/she attends school. Thonk you for your
ossistance.
Sincerely,
SetaE

Beverly Donielson, RN
School Nurse

Studenf's Name Grade Teocher

Please put on

Asthmo

"X" by qny of the following conditions thot opply to your child....

_Seizure Disorder
Eotinq Difficulties
Sensory Disorder

_Att ention Def icit Disorder

_High Blood Pressure

-Heorinq 
fmpoirment

JI

-Nutritionol 
Needs -

_Behavioral Dif f icu lties
Ather

_Diobetes
Vision fmnairment

-Heodoches/ 

Migraines

-Earqch 

es/Ear Tubes

fs there ony other condition pertoining to your child's heolth thot you would like to bring to the
ottention of the heolth room? Especiolly if your child hos speciol needs,pleose besure to designofe o
specif ic physicion or focility (on the emergency cord) thot you would like to be contoct ed in case of an
emergency. Also include ony specif ic written orders if necessory:

rf your child hos any allergies to foods or insects, please list them here:

fu1EDICATTON:

ff your child experiences o severe reoction to certoin foods or bee stings thot requires on immediate
injection, we will need to have an EPI-PEN in the heolth room which is prescrib ed by his/her physicion
ond can be odministered by outhorizedpersonnel in onemergency situotion. A medicotion outhorization

ALL . Any
medicotion to be used in school must be brought in by o responsible odult. Students ore NOT
qllowed to bring in their own medicotion.

fs your child taking ony medicotion /herbal remedies/vitomins on o daily bqsisz Yes_ No
Medicotion Dose 

- 

How oflen?

Do you outhorize permission for your child (K-6) to receive cough drops in school - after the school
nUrsecompletesonopproprioteassessment?Yes-No-

DATE P ar ent / Guard iqn Signoture



3g-ATE GF CONNtrCT} CU-I-
DE,PARTN,iENT OF PUBLiC LIEALTI{

f,f\4[VnUNIZAT$Chd

STUDENTS
REQU g REMIETSTS FCR ENRCI.LED
ON CCNNECTBCUT SC}-{OOLS

EEESE-EEAL

KiNDERGARTEN

DTaP:

Polio

MMR:
Hep B.

Varicella:

Hib
Pneumococcal
lnfluenza.

Hepatitis A:

DTaP.
Polio.
MMR:
Hep B.
Varicella:

Hib.
Pneumococcal
Hepatitis A:

4 doses (by 18 months for Programs
wrth children 18 months of age) I

3 doses (by '1 8 months for Programs
wrth children 18 months of age)
1 dose on or after 1e birthcay
3 doses, last one on or affer 24
weeks of age
1 dose on or after 1*birthday or
venfication of disease

N

1 dose on or after t " birthoay
1 dose on or after 1d nirtnday
'l dose administered each year between August 1e-December 31d

(2 doses separated by at least 28 days requlred for those receivinE flu for

the first time)
2 doses given six calendar months apart, 1s dose on or after 'ts uirthday

At least 4 doses. The last dose must be given on or after 4h birthday
At least 3 doses. The last dose rnust be given on or after +b birthday
2 doses separated by at least 28 days, 1! dose on or after lobirtnday
3 doses, last dose on or after 24 weeks of age
2 doses separated by at least 3 months-1$ dbse on or after 1s birthday;

or verification of disease
1 dose on or after td birthday for children less than 5 years old
i dose on or after 1e birthdav for children less than 5 years old
2 doses given six calendar months apart, 1o dose on orafter 1$ birthday



Hompton Elemenlor,v School

380 Moin Street
Hompton, CT 06247

860-455-9409

Deor porent / guardian,

Your child hos beenidentrfied os on elrgrble condrdote f or either presckoolor Rindergdrfen. Tf

you decide to enroll your child ot Hompfon Elementory,he./she willneed to hove o physlcol

exominotion ond updote.d immunizotions PR3CIR to se hoofi entny= fn keeping with School

Reodrness policy, EqW 6!ld netunni'mq pneseh@@[ studemts wi0$ meed om updeted phYsfcel

ex@m eoeh yeon @f pneseho@|. ALt Bnesehoo[ omd kfmdeng@ntem children will need o

physicol exom thot is doted wrthrn CINlE year of entry

f hove highlighted the reguirements os f ollows

A.ed a,f-.y.qud;!.r1r,f 6, i'R'iHlE[+rFrc4rcf.S:ftr -5,-5'alV;.F'Qp,e.i.r-.ru-EWff': i,vr,rN.i 'i,, 
.

4€gE€9to\ENrs

_ TE risk ossessmemt

- 

Fhysicot exorninot'iom (must hove c PE wrthin oNE yeu of entry) including the followrng

_Height ond Weight

_Blood Pressure

_Hemotocrit or Hemoglobrn

_Vision, hearing, posturol ond gross dentol screening

_Leod test ond developtnentol ossessment (preschoolers only)

IMfrAUNIZA"'[-TCIN5

Seenext pagef or o copy of the Stote of Connecticut Deporfment of Public Heolth
fmmunizotion Requirements f or students enrolled in Connecticut Schools.

Pleose note thot the Eor[y Childhood Heoflth Assessmemt Reeond (yellow form) is for eoch

ye.ar of PRESCT-{OOL ond the stondard }'{eoNth Assessment Reeord (blue f orm) rs reserved f or

&RAEES K.12.

f hove olso listed some web sites pertoining to immunizotions ond infectious diseoses. These

srtes contoin informotion regording stote, requirements and immunizotion schedules

h ttp://www.dph.ttot...t.ut
ht t p, / / www.cdc.gov /vocc ines

Tf you hove ony questrons or concerns pleose contoct the heolth room ot 455-94O9 or email me

ot bdonrielsom@hompton'rsehool.onE. Thonks to those who hove olreody honded rn their childs

lotest physicol exomi '

5incerely,
gerrer&l

Eeverly Donielson, RN

School Nurse 4i15/16


