
New _Jersey Department of Heafth _d Senior ServIces
STANDARDSCHOOLICHILD CARE CENTER IMMUNE~nON RECORD

NAME OF CHILQ (Last, F.::>t, MI) DATE OF BIRTH (MoJDaylYr.) SEX
OM OF

. VACCINE TYPE 2ND DOSE
UOJDAY/YR

TELEPHONE NUMBER(S)

:JIPHTHERIA, "TETANUS,PERTUS'=IS
:OTaP) or ~ combination
:lfTd or Dr' ,indicate in comer bOlq

RESULT

.\lAME OF PARENT/GUARDIAN

400AESS

IMMUNIZAfTON REGISTRY NUMBERt\OORESS

1ST DOSE
MOIDAY/YR

3RDDOSE
MOIDAY/YR

4TH DOSE
MOIDAY/YR

LEAD $CREENING

M~t-8
MHOS

111 RmJIRES MEDICAL EXEMPTION.
In REQ'UIRED FOR CHIlD CARI:IPRESCHOOL ENROlLEES (2 UonIIIs· SIb Birthday Only)
(3) REQUIRED FOR K~E 1 ~isfilBt). ~RADE 6BEGlNNlNG&-1-01. AND GRADES &-12, EFFECTIVE&-1-C14.
••• REQUIRED FOR DAYICHILD CARE ENROU.EES (1&MPnIhs and oIdaI) AND GRADE K~ 1 (whidIEnIer is first) EFFECTIVE 94·04.
ISI MMF: ,lingle anIIgan racoIpt I8lJUkes tIKJIDAYI'IR. S8fOIogias raquirv tiI8ri and varicella disease hIstaIy I8qIJIinIsMOIVR.
••• REQUIREDFORCHILDCARI~LENROUEES (6Months-59 Manths) .

5rHDOSE
fjlf~AY/YR

TEST DATE

:JQUQ.lNACTlVATED POUO
vACCINE (IPV) .
:Iforal vaccine. indicata OPV in COIJIf~'box)

IAEASLES, MUMPS. ~UBBlA eMUR)

-fAEMOPHILUS B (HIB) I'ZI

-IEPATITIS B PJ

IAI.;;';ELLA fO)

:JNEi iMOCOCCAL CONJUGATE 121

NFLUENZA (6)

:rn-lER. SPECIFY:
I I I ,

OProvisional Adnjision Attached - Data Granted:
"

JOO12

..•.. ...--.-.---------------~-------

_._-



UNIVERSAL
CHiLD HEi~LTH RECORD

Enc10lsed by:
Ametfcan ACademy of Pedfatrics, New Jersey Chapter
New./e1sey Academy of FamIly PhysJciaJIS
New Jemsy Department 01Health and SEnior Senfices

~~r~¥'~~~~·~~l~;...~~"-~};~~:;, - . .. '. ~,..,..:;:,.~4"':'.l. • "':._ •. ~ -"<. • -- ~- .-- ","-- - -
Child's Name (Last) (Rrst) IGender Date of Birth

-. D Male D Female I I
u

Does Child Have Health Insurance? IH Yes, Name of Child's Health Insurcmce Carrier
DYes DNa

Parent/Guardian Name Home Telephone Number V~·orkTelephoneiGeD Phone Number

Parent/Guardian Name Home Telephone Nwnber VI'ark T~!!Iephone/Cell Phone Number

, give my consent for my child's HeaIIh CIte ~ and Child CIte PnwiderISchooI NuiSe tDdi£iCUSS tile information on this fmm.
SignatureIDare ~~ maybe •••••••••• IoWlC .

." Dyes DNa~ -~;. :_~ ~::_-3~~_~',~..~ =--"' - - ~. _ ". - -~- -~.~,.. ~.-~.- ,- --.- ."c -.- -;: ~ :-.-- - - - ,.:- - ;- - ~:~:- -.- ~~fo~~~~~~?ii--:' ~~"
~:::~ ~~~exam~~~;~~~ -,~~~-~=~....-~
Abnormalities Noted: Weight(must be fdken

Within 30 days for Wle}
Height (must be Uken
within 30 days for WlC)
Head Cin:umference
(if <2 Years)
Blood Pressure
(d>3 Years)

IMMUNIZAnONS
Oll1'Vl1Ul1izationRecoJdAttached
ODate Next Immunization Due:

MEDICAL CONDIllONS
Chronic Medical ConditionslRelated Surgeries ONone Comments

• Ust medical conditions/ongoing surgical OSpeciaI Care Plan
concerns: Attached

Medications/Treatments ONone Commenls

• List medicationsltreatments: OSpeciai Care Plan
Attached

Umitations to Physical Activity ONone Comments
Dspecial Care Plan• List JirnitationsfspeciaJ considerations: Attached

Special Equipment Needs DNone Comments
05peciaJ Care Plan• LJistitems necessary for daily activities Attached

Allergies/Sensitivities ONone Comments

- Usl allergies: (]special Care Plan
Attached

Special Diet/\rrtamin & Mineral SUpplements ONone Commen!s
·DSpEmJ Care Plan• _Ust dietary specifications: AtIaGhed

BehaviorallssuesIMentaJ Health Diagnosis ONone Comments
• USt behaviorallmental health OSpecial.QirePlan

issues/concerns: AtIached
Emergency Plans DNone Convnents

• Us! emergency plan that might be needed OSpeciaJ care Plan
and the sian/: to watch for: Attached

PREVENTIVE HEALTH SCREENINGS
Type SCreening Date Performed ReconIValue Type Screening Date Performed Note if Abnormal

HgbIHct Hearing
lead: OCapiIlaJ}' OVenous VISion
TB (mm of Induration) Dental
Other. DevelopmenIaI
Other: Scoliosis
Name of Health Care Provider (Print) Health Care Provider Stamp:

SignatureIDate

CH-14 .IAN06 Distribution: Originall-Child Care Provider Copy-ParentlGuarrtlan Copy-HeaIIb C8Je Provider


