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name of child date of birth

name and phone number of pcp

date of last dr. visit reason for visit date of next scheduled dr. visit reason for visit

name and phone number of dentist

date of last visit reason for visit date of next visit reason for visit

name of physical health mco

does the child receive medical assistance? if yes, recipient #

yes       no
does the child have other health care insurance? if yes, list plan

yes       no
are immunizations current as per aap periodicity schedule? date of next immunization visit

yes       no
current medication(s) & purpose

name and phone number of pharmacy

is child followed by a pcp or specialist for any chronic or present conditions?

yes       no
if yes, briefly describe condition. if specialist is not pcp, please list name and phone number

list any food, medication, environmental allergies

is the child receiving (check all that apply): name and phone number of service provider/clinician/therapist

 behavioral health services intellectual disability services

is the child receiving (check all that apply): name and phone number of provider

 speech therapy physical therapy occupational therapy

does the child rely on the use of eye glasses, hearing aids, or other special equipment (check all that apply)?

 eye glasses hearing aids orthodontia appliances wheelchair oxygen other

please describe medical equipment provider and phone number

name and phone number of eye doctor
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