MARYLANDSTATEDEPARTMENTOF EDUCATION
Office of Child Care

HEALTHINVENTORY

Information and Instructions for Parents/Guardians

REQUIRED INFORMATION

The following information is required prior fo a child attending a Maryland State Departiment of Education licensed,
registered or approved child care or nursery school:

* A physical examination by a physician or cerlified nurse practitioner completed no more than twelve months prior fo
attending child care. A Physical Examination form designated by the Maryland State Department of Education and the
Department of Health and Mental Hygiene shall be used to meet this requirement (See COMAR 13A.15.03.02, 13A.16.03.02
and 13A.17.03.02).

* Evidence of immunizations. A Maryland Immunization Certification form for newly enroliing childrent may be obtained from the
local health department or from schoel personnel. The immunization certification form (DHMH 896) or a printed or a compulter
generated immunization record form and the required immunizations must be completed before a child may attend. This form

can be found af:
hitn Heariychildhond marviandoublioschools orgfsystem/iles/filedepol/3/maryiand immunization certification form dhmh BS6
- februgry 2014 pdf

Evidence of Blood-Lead Testing for children living in designated at risk areas. The blood-lead testing certificate (DHMH
4620 {or another written document signed by a Healll Care Practitioner) shall be used to meet this requirement. This form can
be found at; ki leariyehiidhond. marviandpublizachools prafevatem/fias/fledepot/3/dhmb 4620 bloodisadiestingeartificate 2015 pdf

EXEMPTIONS

Exemptions from a physical examination, immunizations and Blood-Lead testing are permitted if the family has an
objection based on their religious beliefs and practices. The Blood-Lead certificate must be signed by a Health Care
Practitioner stating a questionnaire was done.

Children may also be exempted from immunization requirements if a physician, nurse practitioner or health department
official certifies that there is a medical reason for the child not to receive a vaccine.

The health infarmation on this form will be available only to those health and child care provider or child care personnel
who have a legitimate care responsibility for your child.

INSTRUCTIONS

Please complete Part | of this Physical Examination form. Part Il must be compieted by a physician or nurse practitioner,
or a copy of your child's physical examination must be attached to this form.

If your child requires medication to be administered during child care hours, you must have the physician complete a
Medication Authorization Form {OCC 1216) for each medication. The Medication Authorization Form can be obtained at

mtin:/fearivehiidhood marviandoublicschonls.orgf/system/fes ffiledepot/3occi 7 16-medicationadministrationauthorization pdf

If you do not have access to a physician or nurse practitioner or if your child requires an individualized health care plan,
contact your focal Health Department.
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PART | - HEALTH ASSESSMENT
To be completed by parent or quardian

Child’s Name: Birth date: Sex
Last First aiddie Mo / Day # ¥r MLOFD
Address:
Number Street Apth ity State Zip
sl Parent/Guardian Name(s) 02 S Relationship o] o e e e Phone Numbe(s) v s e
W [o% H:
W C: H:
Your Child’s Routine Medical Care Provider Your Child’s Routine Dental Care Provider Last Time Child Seen for
Name; Name: PhysicalExam:
Address: Address: Dentat Care:
Phone # Phone Any Specialist :

ASSESSMENT OF CHILID’S HEALTH - To the best of your knowledge has your child had any problem with the foliowing? Check Yes or No and

provide a comment for any YES answer,

i¥es | st Commends (required for any Yes answaer) © i

.A!!ergies (Food, Insects, Drugs, Latex, elc)

Allergies (Seasonal}

Asthma or Breathing

Behavioral or £mational

Birth Defeci(s)

Bladder

Bleeding

Bowels

Cerebral Palsy

Coughing

Communication

Developmental Delay

Diabetes

Ears or Deafness

£yes or Vision

Feeding

tHead fnjury

Heart

Hospitalization (When. Where)

Lead Poisen/Exposure complete DHMH4620

Life Threatening Aliergic Reactions

Limits on Physical Activily

Meningitis

Mobility-Assistive Devices if any

Prematurity

Seizures

Sickle Call Disease

Speech/lLanguage

Surgery

Oojogoooooooooooogooooooooooooo
0j0| 0| 0|00 0lo|ojojo oo ojolo| ojo|olo|oj o oo ool oo o)

Cther

Does your child take medication (prescription or non-prescription) at any time? and/or for ongoing health condition?

CINs {7 Yes, name{s} of medication(s):

Does your child receive any special treatments? (Nebulizer, EP! Pan, insulin, Counseling ete.}

CIna [ Yes. type of treatment;

Does your child require any special procedures? {Urinary Catheterization, G-Tube feeding. Transfer, efc)

1 No [ Yes, what procedure(s};

I GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TC COMPLETE PART I} OF THIS FORM. | UNDERSTAND IT 1S
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN CHILD CARE.

LATTEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.

Signatura of Parent/Guardian Date
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PART Il - CHILD HEALTH ASSESSMENT
To be completed ONLY by Physician/Nurse Practitioner

Child's Name:

Birth Date:

Last

First

Middie Month f Day { Year

MO

Sex

F[

[ONs ] Yes.describe:

1.Goes the child named above have a diagnosed medical candition?

2, Does the child have a health condition which may require EMERGENCY ACTION while he/she is in child care? (e.g., seizure, allergy, asthma,
hleeding problem, diabetes. heart problem, or ather probiem) If ves, please DESCRIBE and describe emergency action{s) on the emergency card.

FiNa [ Yes.describe:

3. PE Findings

HNaot Nat
Health Area WNL ABNL Evaluated Health Area WNL ABNL Evaluated
Attention Deficit/Hyperactivily ] il ] Lead Exposure/Elevated Lead ] { ] O
Behavior/Adjustrment ] Fill] ] Mobility O 0 ]
Bowel/Bladder ] [ ] Muscuioskeletalfarthopedic ] ] ]
Cardiac/murmur [ ] [ Neurological ] 0 O
Dental [} ] [ Nutrition [ 01 O
Developmeni [ [ (1 Physical iliness/impairment O ] ]
Endocring [ ] [} Psychosocial ] ] [}
ENT [} ] [ Respiratory ] ] O
Gl [ ] 0 Skin [ [ L
GU {1 [ 0 Speech/Language ] O ]
Fearng O O | O [ Vson OO 0
Immunodeficiency ] &l Other: [} L] |

REMARKS: {Please explain any abnormal findings .}

i RECORD GF IMMUNIZATIONS — DFFH 856/0r other official immunization document (e.g. military immunization record of immunizations) is required

to be completed by a health care provider or a computer genarated immunization record must be provided. {This farm may be obtained from:
nitp feariychildhood marviandoubticschools segisystemdifes/fiedenay S maryiand nmunization certifiestiee fare dhmb 898 - februasy 2014 pof

RELIGIOUS OBJECTION:

| am the parent/guardian of the child identified above. Because of my bona fide refigicus beliefs and practices, | object to any immunizations being given
o my child. This exemption does not apply during an emergency or epidemic of disease.

Pareny/Guardian Signature! Date:

5. |5 the chifd on medication?
[ONo ] Yes, indicate medication and diagnosis:
{OCC 1216 Medication Authorization Form must be completed to administer medication in child care}.
6. Shouid there be any restriction of physical activity in child care?

[INo [ Yes, specify nature and duration of restriction;

7. Test/Measurement Resulls ) Date Taken o
TuberculinTest
Blood Pressure
Height
Weight
M Yalile )
LeadTest indicated: DHMIH 4620 [] Yes [__HNo

Test #1 Tasth2 Test#1 Test #2

has had a complete physical examination and any concerns have been noted above.

(Child's Name)

Additional Comments:

Physician/Nurse Practitioner (Type or Print} Phane Number: Physician/Nurse Practitisner Signature: Date:
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MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE BLOOD LEAD TESTING CERTIFICATE

Instructions: Use this form when enrolling a child in child care, pre-kinderzarten, kindergarten or first grade. BOX Aisto be
completed by the parent or guardian. BOX B, also completed by parent/guardian, is for a child born before January 1, 2015 who does
not need a lead test (children must meet all conditions in Box B). BOX C should be completed by the health care provider for any
child born on or after January 1, 2015, and any child born before January 1, 2013 who does not meet all the conditions in Box B. BOX
D is for children who are not tested due to refigious objection (must be completed by health care provider).

BOX A-Parent/Guardian Completes for Child Enrolling in Child Care, Pre-Kindergarten, Kindergarten, or First Grade

CHILD'S NAME / /
LAST FIRST MIDDLE
CHILDY'S ADDRESS / /
STREET ADDRESS {with Apartiment Number) CITY STATE 2
SEX: OMale OFemale BIRTHDATE PHONE
PARENT OR / /
GUARDIAN LAST FIRST MIDDLE

BOX B - For a Child Who Does Not Need a Lead Test (Complete and sign if child is NOT enrolled in Medicaid AND the
answer to EVERY guestion below is NO):

Was this child bom on or alier Junuary 1, 20137 0O vyes O NO
Has this child ever jived in one of the areas Hsted on the back of this form? Jdyves O NO
Does this child kave any known risks for lead exposure (see questions on reverse of lorm, and

talk with your child’s health care provider if you are unsure)?  ves O NO

I al answers are NO, sign below and return this form to the child eare provider or school.

Parent or Guardian Name (Print}; Signature: Date:

If the answer to ANY of these questions is YES, OR if the child is enrolled in Medicakd, do not sign
Box B. Instead, have liealth care provider complete Box C or Box D.

BOX C - Documentation and Certification of Lead Test Results by Health Care Provider

Test Date Type {(V=venous, C=capillary) Result (meg/dL) Comments

Comments:

Person completing form: ClHealth Care Provider/Designee OR LYSchool Health Professional/Designee

Provider Name: Sigmature;
Bate: Phone:
Office Address:

BOX D - Bona Fide Religious Beliefs

I am the parent/guardian of the child identified in Box A, above. Because of my bona fide religious beliefs and practices, 1 object to any
blood iead testing of my child,

Parent or Gaardian Name (Print): Signauire: Date:

e e e e K B R sk e e A K B A R A MR R R R Rk R R AR R R R R N R R R MR R MR E R R LR R KRR R R KRR R R R Rk kR R H R KRR R R AR Rk Rk

This part of BOX B must be completed by ehild's health care provider:  Lead risk paisoning risk assessment questionnaire done: QYES ONO

Provider Name: Signature;
Date; Phone:
Office Address:

DHMH ForMm 4620 REVISED 572016 REPLACES ALL PREVIOUS VERSIONS

OCC 1215 -June 2106 Pagedof 5



NEW STUDENT HEALTH REGISTRATION

¢

Dezr Parent or Legal Guardian:
As your child is new to our school, completion of the following questicnnaire will be helpful in assuring the best possible
zdjustment to our program. If a health problem is present, you can readily understand our desira to have this informa-

. Hon as soen as possible. This information will be available to &
znd the information will be kept in the student's health recerd,

ppropriate school personnel working with the student.

Dafa
Name of Saxdent Entering Crade
Address Birthdate
Aclress

Nameof Mother Fhore: (H) W}

Nare of Father Phere= (H) : W)

Name of person {o czllmaxmgem}’ | Phone

Has.student had any of the following health problems? (Check if yes).

"[JConvulsive Discrder [l Rheumatic Fever

+ [ Asthma

] Adlergy [Z] Heart Condition [] Speech Problem

| éerebral Palsy DHemaphilia ] [ Hearing Problem

[] Diabetes [ Meningitis [ severs Vision Problem
‘D Other

s there a health problem that would prevent full participation in the school program or physicai education

program?

Is there a need for special seating?

s the student on any long-term medication?

is there 2 nesd for you or your child to have a conference with the nurse?

HMO - - Med, Assist._ Nerg

What type of Health Insurance do you have? Private

Slgnaturs of Parent or Legai Guardian

An tmmunization Certificate Must Accompany This Form Priar To Entry To School.

:
1
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BALTIMORE COUNTY DEPARTMENT OF HEALTH
Division of School Health

School Dental Health Record

NAME OF STUDENT: DATE:
NAME OF SCHOOL.: AGE:
SCHOOL NURSE: GRADE:

Please take this form to your family dentist when you child has his next dental appointment.
Have your dentist complete the form and have your child return the form to the school nurse,

R T D o e S E TS

REPORT OF DENTAL EXAMINATION:

A. [0 No dental treatment is necessary

B. [ All necessary dental treatment has been completed

C. O Trestment is in progress,

FURTHER RECOMMENDATIONS:
Date:
Signature of Dentist

Please type or print Name of Dentist

Address

Phone:

SH-4: /99



MARYLAND DEPARTMENT OF HEALTH IMMUNIZATION CERTIFICATE

CHILIYS NAME

SEX:  MaLE [ FEMALE [] BIRTHDATE

COUNTY oo SCHOOL . GRADE

PARENT  NAME . VHONENO.
OR
GUARDIAN ADDRESS RN & L e AP

RECORD OF IMMUNIZATIONS (See Notes On Other Side}

Vaceoes Tvpe

Dose ¥ OTR-OTaPDT Pobio b Hap B [ Retovinusg RACY HPY e # rHer A RAMF Varoeia Histery of
MaoiDayyr M Doyl Moitiay¥r MaDlayiYr Mo Tay iy Moiliay'Ye Me/Bayiyr MoDayiyr Mo By Yy Moday’¥r MDAy Yaricelia
Dizease
1 1 Moy
Z 2
3 Td Tdap MenB Other
Ridayfyr MoDiayiy: fhis Diay?yy e Drayive
R e e ! [N e Rt
&
Tothe best of my knowledge, the vaccines listed sbove were administered as mdicated. Clinic / Office Name

Office Address’ Phone Number

L
Signature Tale Date
tMedical provider, loval fiealths departrsens officish sohool afficial or olild care provider oulyy

I

Signature Tithe Da
Siznature Title Date

Lines 2 and 3 are {or certification of vaccines given afier the initial signature.

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM VACCINATION ON MEDICAL
OR RELIGIOUS GROUNDS. ANY VACCINATION(S) THAT HAVE BEEN RECEIVED SHOULDP BE ENTERED ABOVE,

MEDICAL CONTRAINDICATION:

Please check the appropriate box to describe the medical contraindication.

Thisisa: L] Permanent condition OR [ Temporary conditionuntil /7
Date

The above child has a valid medical contraindication to being vaccinated at this fime. Please indicate which vaccine(s) and the reason for the

contraindication,

Signed: Date

""" Medical Provider / LHD Official

RELIGIOUS OBJIECTION:
I am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and practices, 1 object to any vaccine(s)

being given 1o my child. This exemption does not apply during an emergency or epidemic of disease.

Signed: Pate:

Center for brnsusisation

RIDH Furm 8% (Formally BIMIE RS
wiwe heal fh sy lasd gos

Hev, 737




How To Use This Form

The medical provider that gave the vaccinations may record the dates (using month/day/year) directly on this fonm
{check marks are not acceptable) and certify them by signing the signature section. Combination vaccines should be
listed individually, by cach component of the vaccine. A different medical provider. local health department official,
school official. or child care provider may transcribe onto this form and certify vaceination dates from any other record
which has the authentication of a medical provider, health department, school. or child care service.

Ounly a medical provider, local health department official, school official, or child care provider may sign
‘Record of Immunization® section of this form. This form may not be altered, changed, or modified in any way.

Notes:

I. When immunization records have been jost or destroyed. vaccination dates may be reconstructed for all vaccines
except varicella, measles, mumps, or rubella.

. Reconstructed dates for all vaccines must be reviewed and approved by a medical provider or local health
department no later than 20 calendar days following the date the student was temporarily admitted or retained.

b

. Blood test results are NOT acceptable evidence of immunity against diphtheria, tetanus, or pertussis

(DTP/DTaP/ Tdap/DT/Td}.

fad

4. Blood test verification of immunity 1s acceptable in lieu of polio, measles, mumps, rubella, hepatitis B, or
varicelia vacciation dates. but revaccination may be more expedient.

History of disease is NOT acceptable in licu of any of the required immunizations. except varicella.

iy

Immunization Requirements

The {ollowing excerpt from the MDH Code of Maryland Regulations (COMARY) 10.06.04.03 applies to schools:

A preschool or school principal or other person i charge of a preschool or school, pubhic or private, may not

knowingly admit a student o or retain a student in a:

{1) Preschool program uniess the student’s parent or guardian has furnished evidence of age appropriate immunify
against Haemophilus influenzae, type b, and pneumococcal disease;

{23 Preschool program or kindergarten through the second grade of school unless the student’s parent or guardian has
fumished evidence of age-appropriate immunily against pertussis; and

{3} Preschool program or kindergarten through the [2th grade unless the student's parent or guardian has fumished
evidence of age-approprinte inmmunity against: (a) Tetanus; (b) Diphtheria; (¢) Poliomyelitis; (d) Measles (rubeola);
{e) Mumps; () Rubella: (g) Hepatitis B; () Varicella; (i) Meningitis; and () Tetanus-diphthena-acelular pertussis
acquired through a Tetanus-diphtheria-acellular pertussis (Tdap) vaccine.”

Please refer to the “Minimum Vaccine Reguirements for Children Enrolled in Pre-school Proerams and in
Schools™ to determine age-appropriate immunity for preschool through grade 12 enrollees. The minimum vaccine
requirements and MDH COMAR 10.06.04.03 are available at www health. marvland. gov. (Choose Immunization in the
A-Z Index)

Age-appropriate immunization requirements for licensed childcare centers and family day care homes are based on the
Department of Human Resources COMAR 13A.15.03.02 and COMAR 13A.16.03.04 G & H and the “Age-
Appropriate Immunizations Reguirements for Children Enrolied in Child Care Programs” guideline chart are
available at www health.marviand.zov. (Choose Immunization in the A-Z Index)

Center for {mununiztion

ADH Form 896 (Furnuily DN B9
v ety kind. goy
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