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                         DEPARTMENT OF PUBLIC HEALTH

HEALTH CARE PROGRAM FOR CHILDREN IN FOSTER CARE

Child Health Evaluation
DATE: ___________________                                       
CHILD’S NAME: __________________________

CHILD’S DOB: ____________________________

DEAR____________________________________, CSW
A REVIEW OF THE CURRENT MEDICAL FOLDER, REVEALED THE FOLLOWING.  PLEASE FOLLOW UP AS INDICATED:
 FORMCHECKBOX 
 LAST ANNUAL PHYSICAL EXAMINATION__________,   NEXT EXAM DUE BY: ____________

 FORMCHECKBOX 
MEDICAL VISIT ONLY ______________

 FORMCHECKBOX 
LAST ANNUAL DENTAL EXAMINATION_______________, NEXT EXAM DUE BY: __________
 FORMCHECKBOX 
 DENTAL VISIT ONLY: _______________
 FORMCHECKBOX 
IMMUNIZATION RECORD UP TO DATE FOR AGE  
 FORMCHECKBOX 
IMMUNIZATION RECORD INCOMPLETE / IMMUNIZATION MISSING ______________

 FORMCHECKBOX 
COPY OF IMMUNIZATION RECORD NEEDED 
 FORMCHECKBOX 
COURT ORDERED CONSENT FOR ADMINISTRATION OF PSYCHOTROPIC

     MEDICATION TO A MINOR.  NEXT PMA DUE: ______________________
 FORMCHECKBOX 
 PLEASE REFER TO INDEPENDENT LIVING 
 FORMCHECKBOX 
 PASSPORT  FORMCHECKBOX 
 UPDATED  FORMCHECKBOX 
 CREATED  FORMCHECKBOX 
 PRINTED OUT
COMMENTS: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PLEASE PROVIDE ME WITH ALL MEDICAL /DENTAL /PSYCHOLOGICAL RECORDS AND REPORTS TO BE REVIEWED AND ENTERED INTO CWS/CMS.  PLEASE PLACE THIS FORM INTO THE MEDICAL FOLDER.
THANK YOU FOR YOUR COOPERATION, _____________________, PHN Ext.______________
Date____________________________
JW: 2/12
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