Dear Family,

The attached health assessment is reguired by the Department of Human Services for RCC's licensing.
This health recard becomes part of your child’s file at RCC, All information in your child’s file is
handled with the utmost care and confidentiality. As such, RCC requires your authorization, by
signing below, for the following individuals to access this health infgrmation about your child.

s RCC administrators responsible for compliance with these state régulations;

e the teaching staff currently signed to the education and care of your child;

s Department of Human Services licensing representatives;

* local and national accreditation assessors (and others who are responsible for confirming

RCC's corppliance with local, state, or national standards); '
*  health care personnel called upon by RCC to assist your child in a medical emergency., +

Parent/Guardian Signature Date!-f:
i




: CHILD HEALTH REPORT

(55 PA CODE §§3270.131, 3280,131 AND-3250,131)

CHILD'S MAME: (LAST) . (FIRST) PARENT/GUARDIAN:

DATE OF BIRTH: FOME PHONE:! ADDRESS:

CHILD CARE FACILITY MAME:

FACILITY PHONE: COUNTY: WORK PHONE:

0 I authorize tha child care staff and my child’s health professional ko communicate directly If needed td clarffy infarmation on this form about my child

PARENT'S SIGNATURE:

Parent/Provider fill in this part.

: DO NOT OMIT ANY INFORMATION
This farm may be updated by & health profassional. Initial and date any new data, The chiid care faclilty needs a copy of the farm,
| HEALTH HISTORY AND MECICAL INFORMATION PERTINENT TO RQUTINE CHIWD ¢
A | C CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANYY:

‘| DESCRIBE ALL MEDICATIQN AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASGN FOR MEDICATION AND SPECIAL OIET. ™

_ _ . ALL MEDICATIONS A
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REGUIRES EMERG MEDICAL CARE. ATTAC ITIONAL 5
CHILD R MERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS [F NECESSARY,

CHILD'S ALLERGIES (DESCRIBE, IF ANY):
O NONE '

LEST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES, ATTACH ADDITIONAL SHEETS IF R ‘
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAININéFRNE%?JE[SRSEgRY TO,
EQUIPMENT AND PROVISION FOR EMERGENCIES. FOR STAFFR,
O NONE ’ .

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR

COMMUNICABLE DISEASES? .
O YES O NO IFNO, PLEASE EXPLAIN YCUR ANSWER:

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE
HEALTH CARE SERVICES CURRENTLY RECOMMENDED.
&Y THE AMERICAN ACADEMY OF PEDIATRICS? (SEE
SCHEDULE AT WWW.AAB.QRG)

ViSIQN (subjective until age 3)
YES EARING (subloc il

a o _NO HEARING (subjective until age 4)

LEAD

HEP-B
ROTAVIRUIS
DTAP/DTEITD

HIB ' '
PNEUMOCOCCAL

poLIg
“VINFLUENZA

MMR

VARICELLA

HEP-A
MENINGOCOCCAL

OTHER
MEDICAL CARE PROVIDER: ' SIGNATURE OF PHYSICIAM, CRMP OR PHYSTCIAN'S ASSISTANT

ADDRESS;
TITLE:

FHONE: LICEMSE NUMBER; DATE FORM SIGNED;

Parents may write Immunization dates: health professional should verify and compiete all data.
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