Rock/Walworth Comprehensive Family Services, Inc. Head Start and Early Head Start

Physical Exam
When completed, return to:   1221 Henry Avenue, Beloit, WI   53511

Phone:   608/299-1500;     1/800/774-7778;       Fax:   608/299-1629

Child’s Name: Last, First


                                       Birth date:

Telephone:       
To be completed by Physical Exam Provider

N= Normal for age                 A= Abnormal for age
                    RN= Referral Needed
                        RM= Referral Made
	
	N
	A
	RN
	RM
	
	N
	A
	RN
	RM
	
	N
	A
	RN
	RM

	Appearance

Gait
	
	
	
	
	Nose, Mouth

Throat
	
	
	
	
	Posture,

Spine
	
	
	
	

	Speech
	
	
	
	
	Chest, Lungs
	
	
	
	
	Neurological
	
	
	
	

	Skin
	
	
	
	
	Heart
	
	
	
	
	Muscular
	
	
	
	

	Eyes
	
	
	
	
	Abdomen
	
	
	
	
	Communication
	
	
	
	

	Ears
	
	
	
	
	Genitalia
	
	
	
	
	Oral Health
	
	
	
	

	

	REQUIRED TESTS 

	Complete According to WI EPSDT Schedule

	Screening

Test
	Screening

Date
	Screening Result
	
	Screening

Test
	Screening

Date
	Screening Result

	Height
	
	
	
	Hearing ( method)
	
	

	Weight
	
	
	
	Vision (method)
	
	

	Head Circumference
	
	
	
	TB as indicated
	
	

	Blood Pressure
	
	
	
	Sickle cell as indicated
	
	

	Lead & Hgb/Hct
	
	
	
	Urinalysis as indicated
	
	


Please provide brief written instruction in response to allergies, asthma, seizure disorder or other exam concerns, including medication(s) prescribed:

Please describe any dietary and/or physical activity restrictions:

Is any follow up treatment needed? For what?                        

 If so, when should follow—up occur and with what professional?


Exam Provider Signature: _____________________________________________________      Exam Date: __________________

Exam Provider name and title (please print) _____________________________________________________________________

Name of Clinic: ______________________________________________________________________________________________           

Revised 12/11

Immunizations given today:   DTaP #____	 Polio#____    MMR#____    Hib#____    HepA#____     HepB#___ Influenza____


   


Pneumococcal#_____     Rotavirus#_______      Varicella _____    (or attach most current copy of immunization record)











