New Jersey nt of Health and Senior Services
' STANDARD SCHOOL / CHILD CARE CENTER IMMUNIZATION RECORD
NAME OF CHILD {Last, F-st, M) R DATE OF BIRTH Mo.lDayIYr) SEXDM OF
NAME OF PARENT/GUARDIAN TELEPHONE NUMBER(S)
‘DDRESS .
ADDRESS , IMMUNIZAITON REGISTRY NUMBER
VACCINE TYPE 1ST DOSE 2ND DOSE 3RD DOSE 4TH DOSE 5TH DOSE LEAD SCREENING
MO/DAYIYR MO/DAY/YR MO/DAY/YR MO/DAY/YR IAQ/DAYIYR {Not Required)
JIPHTHERIA, TETANUS, PERTUSEIS [ e l l - I [ TEST DATE RESULT
.DTaP) or any combination -
It Td or DT, indicate in comer box)
SOLICINACTIVATED POLIO :
JACCINE (IPV) - l l —-—J ———’ ———I
If oral vactine, indicate OPV in come: box) ! i

VIEASLES, MUMPS, RUBELLA (MMFR)

-AEMOPHILUS B {(HiB) ®

HEPATITISB @

TRESELLA W

INEIMOCOCCAL CONJUGATE #

NFLUENZA © £ - -

OTHER, SPECIFY: i

[Provisional Admiss'on Attached - Date Grented: _ [ IMedical Exemption Attached

[CIReligious Exemption Attached

) REQUIRES MEDICAL EXEMPTION.

@ REQUIRED FOR CHILD CARE/PRESCHOOL ENROLLEES (2 Months - 5th Birthday Only)

& REQUIRED FOR K-GRALE 1 {whichever is first). GRADE ¢ BEGINNING 9-1-01, AND GRADES 8-12, EFFECTIVE 9-1-04.

] REQJIRE)FORDAYICHIwCAREEMK)UEESﬂQMsMOMANDGRADEK{ﬁADEi(wﬂdnwersﬁrsl)EFFECTNE&LM.

S MMF: s mwmmmvmmmmmmmmywmm
* REQUIRED FOR CHILD CARIZPRESCHOOL ENROLLEES

3818
JAAR 0B
Months — 59 Months)

_Joo12




UNIVERSAL

- CHILD HEALTH RECORD

Endorsed by:

American Academy of Pedialrics, New Jersey Chapter
New Jersey Aeademy of Family Physicians
NewJerssyDepamnentofHeaMandSemrSennces

Does Child Have Health insurance?

1fYes, Name of Child's Healih Insurance Carmier

Yes [INo
Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phone Number
Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phone Number

I give my consent for my child’s Health Care Provider and Chiid Care Provider/School Nurse fo discuss the information on this form.

Signature/Date This form may be released to WIC.
Resuls of physw examination normal? Dvs
Abnormalities Noted: Weight{must be taken
within 30 days for WIC)
Height (must be taken
within 30 days for WIC)
Head Circumiference
{if <2 Years}
Blood Pressure
(if >3 Years)
[CJimmunization Record Attached
IMMUNIZATIONS [Ibate Next immunization Due:
) MEDICAL CONDITIONS
Chronic Medical Conditions/Related Surgeries [INone Comments
o List medical conditions/ongoing surgical [Ispecial Care Plan
concems: Attached
Medications/Treatments gm Care Plan Comments
« List medicationsfireatments: SAp“eua}' ;
Limitations to Physical Activity g‘s“""e T
< List limitations/special considerations: qp| lecxall ;
- 3 Comments
Special Equipment Neads BN‘"“" Garo Pl
o List items necessary for daily activities Spmmlail ;
Allergies/Sensitivities -
- List allergies: [Ispecial Care Plan
[Onone Comments
Special Diet/Vitamin & Mineral Supplemenis ; e
o List dietary specifications: DmCare Plan
Behavioral Issues/Mental Health Diagnosis [INone Commenis
e List behaviora/mental health [ ISpecial Care Plan
issues/concems: Attached
Emergency Plans [InNone Comments
o List emergency plan that might be neaded | [ JSpecial Care Pian
and the sign/symptoms to watch for: Attached _
PREVENTIVE HEALTH SCREENINGS
Type Screening Date Performed Record Value Type Screening Date Performed | Note if Abnormal
 Hgb/Hect Hearing
Lead: [lCapillary [IVenous Vision
TB (mm of Induration) Dental
Other: ) Developmental
Other: . Scoliosis
Name of Health Care Provider {Print) Heaith Care Provider Stamp:
Signature/Date
CH-14 JANOS Distribution: Original-Child Care Provider Copy-Parent/Guardian  Copy-Health Care Provider




