


Child Health & Development Tracking Form (45 days)

CP2a






        
Child’s First & Last Name:



____________
 Center/Class ID #:


1.  Screening Activity (CP Report 3035 and 1st line of each activity on 3050)   Service Date:  _ ___/ ___ _/_____ 

□ Developmental (Dial 3 overall decision)
□ Behavior (Dial 3)

Sensory:   □ Hearing
    □ Vision
□ Growth (submit 2x/yr.):
Height _____
Weight _____  BMI (under/healthy/over/obese)________________
· Health Screening Status (circle)
I – On IFSP (complete CP8)




P – Passed First Screening

B  – Parent Refuse Permission
N – Needs Re-screen, Failed 1st 
G – Failed 2nd Screen, Needs Referral 

D – Determined/Complete (Use only for “Growth”)



Q – Passed Second Screening

U – Un-Testable/Needs Re-Screen
W – Withdrawn/Drop

F – Failed 1st Screen, Referred

· Health Screening Provider (circle)
D – Doctor 
 
E – ESD/EI/ECSE
H – Health Department
O – Other: _______________________________
S – Head Start Staff



· Health Screening Funding Source (circle)
B – Head Start  

C – Child Health Insurance Program (CHIP)
FHI – Family Health Insurance Assistance 

         Program

I – Insurance (Private) 
K – In-kind, Donated Service

M – Medical/EPSDT (OHP)

O – Other: _______________________________

COMMENTS/NOTES:
2.  Referral / Evaluation / Follow-up / Treatment Status (CP Report 3050)
	Referral
Date:  _______/_________/________

Referred To:________________________________

(Go to either: Evaluation, Follow-up, or 

Treatment Status box)
	Evaluation
Date:   ________/__________/_______

E – Evaluation Complete-No TX Needed (Stop) Funding Source:  ___________________________

Provider: 





 (Evaluation complete TX needed, go to either:  Follow-up or Treatment Status)
 

	Follow-up Date: ________/__________/_______

A – TX Scheduled After Program Close

W – Withdrawn/Drop

N – Needs Appointment / Scheduled

O – Needs Observation

P – Parent Refused Treatment

Funding Source:  ___________________________
 


	Date TX Began:  _______ /_______/________

D – TX Discontinued

I – In Treatment Process

P – Parent Refused Treatment

T – Treatment Completed
Date TX Completed:  _______ /_______/________
Funding Source:  ___________________________
 

TX Provider:  _________________________________  


COMMENTS/NOTES: _____________________________________________________________________________

3.  Staff Signature:



                 ______ ____________ 
  Date: _____/_____/_____
Updated: 03/12

