Form 3-23


Health Assessment/Medical Well-Child Exam
Child & Family Development Programs, CAT

PO Box 10, Rainier, OR 97048

	​​​​​
_______________________________________________________________
Child’s Name

________________________

______________________________
Date of Birth



Site
	OHP # ​​​_______________________

Private _______________________

None ________________________

	1. Has your office provided any type of medical services for this child:

□ Yes

□ No 

(If yes, please continue, otherwise please fax back to Head Start)



	2. Are you this child’s primary medical provider:  
                                               □ Yes

□ No


	3. Date of Last Well Child Exam ________________        Date of next Well Child Exam__________________



Child is up-to-date with care:


□ Yes

□ No




Treatment or Follow-up needed: 


□ Yes

□ No 


Date of Follow-up if applicable:_________________

	4. Medical  or health conditions including food and environmental allergies:
□ Yes

□ No

If yes, please explain_________________________________________________________________

Accommodations needed in the Head Start Classroom:



□ Yes

□ No


If yes, please explain_________________________________________________________________

Individual health care plan needed:






□ Yes

□ No


Medication administered during school:
□ Yes

□ No

If yes, please explain_________________________________________________________________

	5. Nutritional concerns:
                                                                                              □ Yes

□ No


If yes, please explain_________________________________________________________________

	6. Dental concerns:
                                                                                               □ Yes

□ No


If yes, please explain_________________________________________________________________

	7. Mental health, communication, cognitive or behavioral skill concerns?
            □ Yes

□ No


If yes, please explain_________________________________________________________________


Additional comments: ​​​​​​​​​​___________________________________________________________________________
_________________________________________________________________________________________________
Thank-you for your partnership!  We appreciate all you do for children and families in our community.

Return to:  Head Start

____________




__        __________________   
          FAX #:




Health Care Provider Signature


Date
Updated: 11/14

