FOR YOUTH DEVELOPMENT
FOR HEALTHY LIVING
FOR SOCIAL RESPONSIBILITY HEAD START

Date:

Dear Parents/Guardians:

In compliance with Head Start and childcare licensing regulations, we must
make sure that your child and all other children in YMCA of Frederick County
Head Start are healthy and safe. To do this, it is necessary to have complete
health information on file. The item(s) marked with an "X"” is/are what is
needed for your child to be considered for enrollment. Please return
needed information to 115 East Church St.- as soon as possible.

__x____ PHYSICAL EXAMINATION, completed within the current year
__x__IMMUNIZATION RECORD or

(specific immunization(s))
__X_ LEAD (BLOOD) TEST RESULTS or LEAD ASSESSMENT

___x__ HEMATOCRIT/HEMOGLOBIN RESULTS
__x___ BLOOD PRESSURE

X TB ASSESSMENT :i. complete the TB Assessment Questionnaire and have the doctor
review & sign answers.

Head Start forms may be included for your child’s health care provider to
complete. These forms must be dated and signed by a licensed health
professional. All records will be reviewed and approved by the Head Start Nurse
Consultant. Please use the form mailed or given to you.

For children who have no insurance, the Frederick County Health Department
offers free immunizations. For more information, call 301-600-3342. The
Frederick County Health Department can also assist with application for medical
insurance. In addition, Mission of Mercy offers free physical examinations and
other services. For information, call 301-631-2670.

Thank you for your prompt attention to this matter. If you have any questions,
please call Colleen Ford, 301-378-9140. Fax numbers: 301-378-9127

YMCA OF FREDERICK COUNTY HEAD START
1000 N. Market Street, Frederick, MD 21701 115 East Church St, Frederick, MD 21701
P301-663-5131 F301-663-5363 www.frederickymca.org P301-378-9140 F301-378-9127




FOR YOUTH DEVELOPMENT
FOR HEALTHY LIVING
FOR SOCIAL RESPONSIBILITY HEAD START

Fecha:

Estimados Padres de Familia/ Guardianes:

De acuerdo a las regulaciones de Head Start y de las licencias para

Cuidado de Nifies nosotros debemos asegurarnos que su hijo y el

resto de ninos que asisten a YMCA del Condado de Frederick Head

Start estén saludables y seguros. Para hacer esto, es necesario de

mantener la informacion de salud de su hijo/a en nuestros archivos

y que la misma este actualizada. Lo que se encuentra marcado con

una "X" es / son lo que se necesita para que su hijo sea

considerado para la inscripcion. Por favor devuelva la informacion

necesaria a 115 East Church St. - tan pronto como sea posible.

__Xx__ EXAMEN MEDICO, realizado durante el presente aio

__X____ REGISTRO DE VACUNAS o

(especifique la vacuna(s) requeridas)

X____ RESULTADOS DE LA PRUEBA DE PLOMO o ALUACION
DE PLOMO EN LA SANGRE

__x____ RESULTADOS DE HEMATOCRITO Y HEMOGLOBINA

_ X PRESION SANGUINEA

X EVALUACIéN DE TB Complete el Cuestionario de Evaluacion de la tuberculosis

1edico revise, responda y firme

Las formas de Head Start pueden ser incluidas para que el médico
de su hijo/a pueda completar. Estos formularios deben estar
fechados y firmados por un profesional de la salud autorizado.
Todos los expedientes seran revisados y aprobados por la
Enfermera Consultar de Head Start.

Para los ninos que no tienen seguro médico, el Departamento de
Salud del Condado de Frederick ofrece vacunas gratis. Por mas
informacion, llame al 301-600-3342. El Departamento de Salud del
Condado de Frederick le ayudara llenar la solicitud para obtener
seguro médico. Ademas La Clinica de Mission of Mercy ofrece
examenes medicos gratis y otros servicios. Para mas informacion,
llame al 301-631-2670.

Gracias por su pronta respuesta a nuestro pedido. Si Usted tiene
preguntas por favor llame a Colleen Ford 301-378-9140,
nimero de fax: 301-378-9127

YMCA OF FREDERICK COUNTY HEAD START
1000 N. Market Street, Frederick, MD 21701 115 East Church St, Frederick, MD 21701
P301-663-5131 F301-663-5363 www.frederickymca.org P301-378-9140 F301-378-9127




PART | - HEALTH ASSESSMENT

To be completed by parent or guardlan

Child’s Name: Birth date: Sex
Last Flrsi Middle Mo J Day / Yr MOFC]
Address:
Numher Streat _ Apl# City State Zip
ParentfGuardian Name(s) .| “Relatlonship = |~ =~ . . L Phone Number(s} .~ = .~ L
W c: H:
WY, C H:
Medical Care Provider Health Care Spacialist Dental Care Provider Health Insurance Last Time Child Seen for
MName: Name: Name: OvYes [No Physical Exam:
Address: Address: Address: Child Care Schalarship Dental Care:
Phone: Phone: Phone: CYes o Speciallst:

ASSESSMENT OF CHILD'S HEALTH - To the best of your knowledge has your child had any problem with the fallowlng? Check Yes or No and
provide a commant for any YES answer.

‘Yes | . -Comments (required for any Yes answar) .:. -

Alla.rgies.

Asthima or Breathing

ADHD

Autlsm Spactrum Disorder

Behavloral or Emotlonal

Birth Defect(s}

Bladder

Bleading

Bowels

Cerchbral Palsy

Communication

Devalopmental Delay

Diabetes Mellitus

Ears or Daafiness

Eyes

FeedingfSpecial Dietary Needs

Head Injury

Heart

Hospitalization (When, YWhere, Why)

Lead Peisoning/Exposure

Lifa Threatening/Anaphylactic Reactions

Limits on Physlcal Activity

Meningitis

Mobllity-Asslstive Devices If any

Prematurity

Seizures

Sensory Impairment

Slckle Cell Dissase

Speech/Language

Surgery

Vislon

EIUEII:IEII:IDDDDDDDDDDDDDDDDDDDDDDDEIDDoz_

OOO0O0oOoOoooOoooooooOoooOooooooao oo

Othar

Doas your child take medication (prescription or non-prescription) at any time? and/or for ongoing health condition?
ONe [ Yes, If yes, attach the appropriate OCC 1216 form.

Does your chlild recelve any spaclal treatments? (Nebullzer, EPI Pen, Insulin, Blood Sugar check, Nukiition or Behavioral Health Therapy
fCounselng ets) [ Ne [ Yes Ifyes, attach the appropriate OCC 1216 form and Individualized Trealment Plan

Daes yeur ¢hild require any special procedures? {Urinary Cathelerization, Tube feeding, Transfer, Ostomy, Qxygen supplement, etc.)
O No [ Yes, If yes, attach the approgrlate QCC 1216 form and Individualized Treatment Plan

| GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART Il OF THIS FORM. | UNDERSTAND T (S
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN CHILD CARE.

| ATTEST THAT INFORMATION PROVIDED ON THIS FORM |S TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.

Printed Name and Signature of Parent/Guardian Data

OCC 1215 Lisalth Invenkory - Rovised February 2023 - A previous editions are absolete. Page 2 of 3



CHILD HEALTH RECORD: SCREENINGS, PHYSICAL EXAMINATION/ASSESSMENT

Child's Name:

Sex:

DOB:

Addrass:

Phone:

1.

Relevant Informatlon {from Health History, Parent/ Teacher Chaarvations):

Screening Tests: Starred llems ars r&uired by ow Child Care program/Head Siart and recommended by the American Academy of Pediatrics for Children 3-5 years, Enter

dates and resuls if done previously.

TEST DATE RESULTS TEST DATE RESULTS
A Present Age ® Yrs. Mas. G. Cther TesHTT Indicated)
5. Helghifno shoss to nsarast T
118 in.): 1.Lead: W
C. Welght{light clothing to nearast 2. TB Questicnnalre ¥
14 b.): 4 3, Sickle Call:
D.  Blood Pressima: W 4. Ova & Pamsi}s;
5, Urdnalysis:
E- Hematocrit or Hemoglobin: 8. Other:
" Heaning: (Type of Taal w H_ wision: {Type of Tes] &
Results, R/ Acuity, RiL:
Rescraening: Rescraening:
Comments: Strabismys:
Camments:
3. Physkcal ExamInatlonfAssessment: ANTICIPATORY GUIDAMCE
Nomal | Abror ® 3 Yoars Old ¥ 45 Years Old
forage | mal | Noteval Soclal:  |Needs Peors: Social  [School readinesa:
A, General Appearance Caution wf strangersfanimals Enrolled In PK/K:
|B.  Posture, Galt Teach address/Phone#:
lc.  Speech Parenting: |Time outs:
[0 Tead Avoid spanking: Parerling: {Aliow separafion:
[e. skin Praisa child: Avaareness of Leaming
IF.  Eves: disabillies:
{1) External Aspects Nutrller:  |Variety of Nutritious foods: Nutition:  |Choose nulritional food:
{2) Optle Fundiscopls May be picky: Help chooss faods for
{3} Cover Tesl Flucride if well water: meals;
15, Ear Health:  |Dental care:
{1) External & Canals Health:  [Dental care: Bedwetting:
{2) Tympanlc Membranes Physlcal aciivity: Nightmares:
|H.  Mose, Mouth, Pharymx Bagin sex education: Normal sexual curloglty:
|I. Testh {privata paits) |Physical activity:
). Heart
II{. Lungs Injury Car seal: Injury  |car seat:
[ Abdomen (incluxds hamia) Prevention: | pear riding seat: Preverlion: foear riding seat:
M. Genitalia Bloycle helmets: Bicycle helmets:
IN.  Bones, Joinis, Muscles Smoke detectorfplan: Smake detector/plan:
Q. NeurologlcaliSocial: Hot water termp: Madches:
{1} Gross Motor Flreatrs: Polsan control #
{2} Aine Motor Water safely: Fall prevention
{3} Communlcation Skills (lubfpoci|) {Mayvground):
{4} Cognilive Water safaly:
(5} Self Help Skills Play: Read fo child: Play:  |Small ehores:
{B) Sodal Skills Seoreen TV shows: Monitor TV use:
|P-  Glands (Lymphatic/Thyrold) Craativa, active, & group
IQ. WMuscular Coordination play:
IR, ant Guidance Discussed w®
5. General Statement on Child's Physical Status:
Health Care Provider's Signature: Date:
4. Findings, Traatments, and Recommendations:
Recommendad Follow-up or Results
Abnormal Findings/Diagnosis Trealment Plan {inltial when complete) Date
A,
B,
[+5




MARYLAND DEPARTMENT OF HEALTH IMMUNIZATION CERTIFICATE

CHILD'S NAME
LAST FIRST MI
SEX: MALE [ FEMALE O BIRTHDATE / /
COUNTY SCHOQL GRADE
PARENT NAME PHONE NO,
OR
GUARDIAN ADDRESS CITY ZIP
Doae DTR-DTaP-OT Paolic Hih Hap B POV Rolavlrug MGV HPY Hep A TR Vadcella Vewivalla COvID-18
# M DayfYt Ma/Daplvr | MoDayYr MaoiDaylYr Ma/Dayfyr MafDayfYr MaiDayYs | MoDayr | MoDawir | Mo/Dayffr | MoiDayfyr [h?aﬁfs Me/Dayryr
r
1 T [PRETA [TEEE RS [Eatat *
3 T TR BEESEE Td Tdap MeonB Qther
et . i MoDayfvr | MoDayYr | Mo/DayfYr MofThayf¥r
4 i ¥ 1
[
To the best of my knowledpe, the vaccines listed above were administered as indicated. Clinic / Office Name
Office Address/ Phone Number
1.
Signature Title Date
(Medical provider, Jocal health department official, sehool official, or child care provider enly)
2.
Signature Title Duate
3
Signature Title Date

Lines 2 and 3 are for certification of vaccines given after 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 SHOULD BE ENTERED ABOVL,

MEDICAYL CONTRAINDICATION:
Please checlk the appropriate box to describe the medical contraindication.

Thisisa: [ Permanentconditon QR [J Temporary condition until / )
Date
The above child has a valid medical contraindication to being vaccinated at thig time, Please indicate which vaccine(s) and the reason for the
contraindication,
Signed: Date
Medical Provider / LHD Official
RELIGIOUS OBJECTION:

I am the parent/guardian of the child identitied above. Because of my bona fide religious beliefs and practices, 1 abject to any vaccine(s)
being given to ry child. This exemption does not apply during an emergency or epidemic of digease.

Signed: Datc:

MDH Form 596 (Formally THIMT 896) Cemter for Tnmunization
Rev, 5721 www.iealth. maryland. gov/lmm




How To Use This Form

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

Only 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:

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

2. 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.

3. Blood test results are NOT acceptable evidence of immunity against diphtheria, tetanus, or pertussis
(DTP/DTaP/Tdap/DT/Td).

4. Blood test verification of immunity is acceptable in lieu of polio, measles, mumps, rubella, hepatitis B, or
varicella vaccination dates, but revaccination may be more expedient.

5. History of disease is NOT acceptable in lieu of any of the required immunizations, except varicella.

Immunization Requirements

The following excerpt from the MDH Code of Maryland Regulations (COMAR) 10.06.04.03 applies to schools:

“A preschool or school principal or other person in charge of a preschool or school, public or private, may not

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

(1) Preschool program unless the student's parent or guardian has furnished evidence of age appropriate immunity
against Haemophilus influenzae, type b, and pneumococcal disease;

(2) Preschool program or kindergarten through the second grade of school unless the student's parent or guardian has
furnished evidence of age-appropriate immunity against pertussis; and

(3) Preschool program or kindergarten through the 12th grade unless the student's parent or guardian has furnished
evidence of age-appropriate immunity against: (a) Tetanus; (b) Diphtheria; (¢) Poliomyelitis; (d) Measles (rubeola);
(e) Mumps; (f) Rubella; (g) Hepatitis B; (h) Varicella; (i) Meningitis; and (j) Tetanus-diphtheria-acellular pertussis
acquired through a Tetanus-diphtheria-acellular pertussis (Tdap) vaccine.”

Please refer to the “Minimum Vaccine Requirements for Children Enrolled in Pre-school Programs 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.maryland.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 Requirements for Children Enrolled in Child Care Programs” guideline chart are
available at www.health.maryland.gov. (Choose Immunization in the A-Z Index)

MDH Form 826 (Formally DHMH 896) Center for Immunization
Rev. 05/21 www.health.maryland.gov/Imm



MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE BLOOD LEAD TESTING CERTIFICATE

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

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

CHILD'S NAME / /
LAST FIRST MIDDLE
CHILD’S ADDRESS / / /
STREET ADDRESS (with Apartment Number) CITY STATE

SEX: OMale QOFemale BIRTHDATE / /

PARENT OR / /
GUARDIAN LAST FIRST MIDDLE

L i

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 (0 EYERY question below is NO):

Was this child born on or affer January 1, 20157 O ves O NO
Has this child ever fived in one of the areas listed on the back of this form? O YES O NO
Does this child have any known risks for lead exposure (see questions on reveise of form, and
tatk with your child’s health care provider if you are unsure)? O vyes O NO
If all answers are NO, sign below and return this form to the child care provider or school.

Parent or Guardian Name (Print): Signature: Date:

If the answer to ANY of these questions is YES, OR if the child 1s enrolled in Medicaid, do not sign
Box B. Instead, have health carc provider complete Box € or Box D.

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

Type {(V=venous, C=capillary) Result (mcg/dL) Comments

| Comments:
Person completing form: O Health Care Provider/Desighee OR QSchool Health Professional/Designee

Provider Name: Signaturc:

Date: Phone:

Office Address:

BOX D — Bona Fide Religious Beliefs

L 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 lead testing of my child.
Parent or Guardian Name (Print); Signature; Date:

L2 N R ok bR R Rk ok Rk b b kb bR R bR ek bR b R bR R R kb ke

This part of BOX D must be completed vy child’s health care provider: Lead risk poizoning risk assessment questionnaire done: O YES QI NO

Provider Name: Signature;

Daie: Phone:

Office Address:

DHMH Forwu 4620 REVISED 5/2016 REPLACES ALL PREVIOUS YERSIONS

QCC 1215 -June 2106 Pagedof 5



HOW TO USE THIS FORM

The documented tests should be the blood lead tests at 12 months and 24 months of age. Two test dates and results are required
if the first test was done prior to 24 months of age. I£ the first test is done after 24 months of age, one test date with result is
required. The child’s primary health care provider may record the test dates and results directly on this form and certify them
by signing or stamping the signature section. A school health professional or designee may transcribe onto this form and certify
test dates from any other record that has the authentication of a medical provider, health department, or school. All forms are
kept on file with the child’s school health record,

At Rig

Baltimore Co. Frederick Frince George's  Queen Aune's

Allegany (Continued} Carroll {Continued) Kent {Continued) (Continued)
ALL 21212 21155 21776 21610 20737 21640

21215 21757 21778 21620 20738 21644
Anne Arunde] 21219 21776 21780 21645 20740 21649
20711 21220 21787 21783 21630 20741 21651
20714 21221 21791 21787 21651 20742 21657
20764 21222 21791 21661 20743 21668
20779 21224 Cecil 21798 21667 20746 21670
21060 213227 21913 20748
2106l 21228 Garrett Monigomery 20752 Somerset
21225 21229 Charles ALL 20783 20770 ALL
21226 21234 20640 20787 20781
21402 21236 20658 Harford 20812 20782 St. Mary’s
21237 20662 210M 20815 20783 20606
Baltimore Co. 21239 21050 20816 20784 20626
21027 21244 Dorchester 21034 20818 20785 20028
21052 21250 ALL 21040 20838 20787 20674
21071 21251 21078 20842 20788 20687
21082 21282 TFrederick 21082 20868 20790
21085 21286 20842 21085 20877 20791 Talbot
21093 21701 21130 20901 20792 21612
21111 Baltimore City 21703 21111 20010 20799 21654
21133 ALL 21704 21160 20912 20912 21657
20155 21716 21161 20913 20913 21665
21161 Calvert 21718 21671
21204 20615 21719 Howard Prince George’s Queen Anne’s 21673
21206 24714 21727 20763 20703 21507 21676
21207 21757 20710 21617
21208 Caroling 21758 20712 21620 Washingion
21208 ALL 21762 20722 21623 ALL
21210 21769 20731 21628
icomico
ALL

Worcester
ALL

Lead Risk Assessment Questionnaire Screening Questions:

Lives in or regularly visits a house/building built before 1978 with peeling or chipping paint, recent/ongoing renovation or
remodeling?

Ever lived outside the United States or recently arrived from a foreign country?

Sibling, housemate/playmate being followed or treated for lead poisoning?

Ifborn betfore 1/1/2015, tives in a 2004 “at visk” zip code?

Frequently puts things in his/her mouth such as toys, jewelry, or keys, eats non-food items (pica)?

Contact with an adult whose job or hobby involves exposure to lead?

Lives near an active lead smelter, battery recycling plant, other lead-related industry, or road where soil and dust may be
contaminated with lead?

Uses products from ofher countries such as health remedies, spices, or food, or store or serve food in leaded crystal, pottery or
pewtor,

; H FORM 4620 REVISED 5/2016 REPLACES ALL PREVIOUS VERSIONS

0CC 1215-1une2016 Page Sof 5



Health Care Provider's Signature

MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire

Lead Risk Assessment.
{every well child visit from 6 months up to 6 years}

1.

Has your child aver lived or stayed in a house or apartment that is built before 1978
(includes day cars canter, preschoal hotme, home of babysitter or relative)?

Is anyone in the home heing freated or followed for iead poisoning?
Are there any current renovations or peefing paint in a home that your child regularly visits?

Does your-child fick, eat, or chew things that are not food (paint chips, dirt, railings, poles,
furniturs, old toys, etfc.)?

Is thers any family member who Is currently working in an accupation or hobby where Isad
exposure coutd ocour (atfo mechanic, ceramics, commercial paintar, etc.)?

#¢ Tuberculosis Risk Assessment;
(Starting af 1 monith of age and annually thereafter)

1.
2.

Has your child been exposed fo anyone with a case of TB or a posiive tuberculin skin test?

Was your child, or a heusehold member, born in a high-risk country {countries other than
the United States, Canada, Ausiralia, New Zealand, or Western and North European
countrias)?

Has your child travelted (had a contact with resldent populations) to a high-risk country for
more than 1 week?

Does your child have daily contact with adults at high risk for TB (e.g., those who are HIV
infected, homeless, incarcerated, and/for ilficit drug users)?

Does your child have HIV infaction?

Anemia Screening
(Starfing at 11 years of age and annually thereafter)

1

2
3.
4

Does your diet inciude iron-rich foods such as meat, eggs, inon-foriffied cereals, or beans?

Have you ever been diagnossd with iron deficiency anemia?
{FEMALES ONLY) Do you have excessive menstrual blesding or other blood loss?
{FEMALES ONLY) Doss your period last more than 5 days?

{A "ves” response or “don't know” to any question indicates a posiiive risk}

Patient Name:

hfipsimmep. dhmh. marviand.gov,

Date Date Date Date Data Daie Date
YN YIN YIN YIN Y/N Y/IN YIN
YIN YIN YIN YIN YiN Y /N Y/IN
YIN Y/IN Y/N YIN YIN YN Y/N
YIN YIN YN Y/N YIN Y/N YIN
Y/IN YIN YIN YIN YiN YIN YN
Date Date Date Date Date Date Date
Y/IN Y/N Y/N YN Y/N YiN Y/N
YiN Y/N Y/IN YN Y/N YiN YN
¥/N YiN YN YN Y/N YIN YIN
YIN YIN YIN YiN YIN Y/N YIN
YIN YN YiIN YN Y/IN Y/N YIN
Date Date Date Date Date Date Date
YIN Y/N YIN YIN Y/N Y/N Y/N
YIN Y/N YIN YN Y/IN Y /N YiN
YIN YIN Y/IN Y/IN YN Y/N YIN
“~ ¥IN Y/N Y/N Y/N YiIN YIN YIN
Blrth Date:

Updated 2016



Health Care Provider's Signature:

1.

Programa para Nifios Saludables de Maryland (Maryland Healthy Kids Program)

Cuestionario de Deteccion Temprana
Evaluacifn sobre riesgo de Plomo (envenenamiento con Plome):
{En cada visita desde los 6 meses hasta los 6 arios)

(Su nifio/a ha vivido o se ha quedado en alguna casa o apartamento que se haya
construido antes del 1978? {incluyendo ¢l centro de cuido, hogar prescolar, casa
de la nifiera o algiin pariente)

(Hay alguien en su casa que haya sido tratado por envenenamiento con Plomo?

¢Ha habide renovaciones recientes o se ha pelado la pintura en alguna casa que su
hijo/a visite a menudo?

¢Su nifio/a lame, come o mastica cosas que no sean comida? (pedacitos de pintura,
terra, rejas, barrotes, columnas, nmebles, juguetes vigjos, etc.)

{Hay algtin familiar que esté trabajando en una ocupacién o pasatiempo donde sea,
posible que se haya expuesto 2l plomo? (mecinico de autos, cerammista, pigtor
comercial, ete.)

X Evaluacién sobre riesgo de Tuberculosis:
(Empezande en un afie y anualmente a partir de esa fechal

1.

2.

3.

¢, Ha sido su hijo/hija expuesto a una persona con un caso de Tuberculosis g ha
alguien con una prueba citanea de taberculina positiva?

¢ Fue su hyjo/hija nacido, o algun mienbro en su hogar, en un pais de alio-riesgo
(paises que no sean los Estados Unidos, Cdnada, Australia, Nueva Zelands, o
paises de Enropa occidentales o del norte)?

¢, Ha viajado su hijo/hija (tuve contacto con Ia poblacion residente) de un pais de
alto-riespo por moes de una semana?

¢ Tiene su nifio/a contacto diaric con adultos que esten en alto riesgo de tener o
contraer tuberculosis (¢jemplo: personas con la infeccién del VIH, vagabundas
(komeless), encarceladas, y/o que usen drogas)?

¢ Tiene sunifio la infeccién del VIH (HIIVY)?
(una respuesta afiruativa a cualguier pregunta indica un posible riesgo)

Deteccion de anemia
(4 partir de 11 afios de edad y anualmente en lo sucesivo)

1.

¢Incluye su dieta alimentos abundantes en hierro como carme, huevos, ceregles

fortificados con hiero o fifjoles?

2

3.

4,

(Ha sido diagnosticado alguna vez cor anemia por deficiencia de hierro?
(s6le mujeres) ; Tiene sangrado menstrual excesivo u otras pérdidas de sangre?

§ (s0lo mujeres) Dura su periodo menstrual més de 5 dias?

Nombre del Paciente:

fecha fecha fecha fecha fecha fecha fecha
S/IN S/N S/N S/N S/N S/N SIN
S/N SIN SIN SIN SIN SIN SN
S/IN SiIN S/N SIN S/N SIN SN
S8/N S/IN S/N S/N SIN S/N S/N
SIN S/IN SIN SIN S/N S/N S/N
fecha fecha fecha fecha fecha facha fecha
S/IN S/N S/N S/N S/N S/IN S/N
5/N SIN S/N S/N S/N SIN SiN
S/N S/IN S/N S/N S/N S/N S/IN
S/N S/IN S/IN SIN SIN S/IN 5/N
S/N S/IN S/N 8/N S/N S/N 5/N
3/N SIN S/N SIN S/N S/N 5/N
S/N SN S/N S/IN SIN S/N S/N
8/N S/N 5/N SIN S/N SIN S/N
S/N S5/N S/N S/N S/ S/N S/IN
Fecha de Nacimiento:

Attps:mmen. dhmh.m

2016
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"~ . .Oral Health Form—Children

Child’s name Date of birth Parent's/guardian’s name Phone number

Address City State  Zip code
This practice is the child’s dental home; OYes ONo

Does the child have any teeth with untreated decay? [ Yes (decay) O No {decay free)

Does the child have any teeth that have previously been treated for decay, including fillings, crowns,
or extractions? [IYes LINo

Arethere treatment needs? [ Yes, urgent I Yes, not urgent O No treatment needs

Diagnostic/Preventive Services  Counseling/Anticipatory Guidance  Restorative/Emergency Care

Examination: OYes ONo OYes ONo Fillings: OYes CNo
X-rays: OYes ONo Crowns: OYes ONo
Risk assessment: OYes CINo Referral to Specialty Care Extractions: HYes ONo
Cleaning; OYes ONo OYes ONo Emergency care; [IYes ElNo
Fluoride varnish: OYes ONo Other:

Dental sealants: LI Yes HNo (Please specify specialist) (Please specify)

ruture Lrajriealin Lare Services - A e L _ s

All treatment completed: OYes B No Next recal! date: ! {month/year)
More appointments needed for treatment? OYes K No

Ifyes: Approximate number of appointments needed: __.  Nextappointment: Date: ... Time:

Head Stait Staff, and Medical Providers .~ .=

“Oral Health Provider's Contact Information and Signature -~

Provider name (please print) Phone humber Fax number
Practice name Address
Provider signature Date of service

This document was prepared under grant #3CHCOG05 for the U.5. Department of Health and Human Setvices, Administration for Children and Families, Office
of Head Start, by the National Center on Early Chitdhood Health and Wellness. This publication is in the public domaln, and no capyright can be clalmed by
persans or organizatians,



Formulario de Salud Bucal .. —Nifios

Nombre del nifio Fecha de Nombre del padre/la madre/el tutor  Ndmero de teléfono
nacimienta

Direccidn Ciudad Estado  Cddigo postal
Este consultorio es el lugar de atencidn habitual def nifio: @S5I ONo

{Tiene el nifio dientes con caries no tratadas? O Si {con caries) E No (sin caries)

{Tiene el nifo algtin diente que haya sido tratado previamente por caries, incluidos empastes,

coronas o extracciones? ST QO No

¢Se necesita algun tratamlento? D S, con urgencia. O ST, sin urgencia. [ No se necesita ningn tramiento

Servicios de diagndstico/preventivos  Asasoramlento/Qrientacidn anticipada Atencién de emergencia/restauracién
Examinacion: S QONo Q5 CNo Empastes: OSi ONo
Rayos X: OSs ONo Caronas: OS5 ONo
Evaluacion deriesgo: (ST O No Derivacién a atencion especializada Extracciones: Q5 ONo
Limpieza: OSl QONo QS ONo Atencléndeemergenci: (ST (O No
Fluoride varnish; QO Sf (O No Otro:

Selladores dentales: () Sf (i No {Indicar especialista) findicar)

Todos |os tratamientos completados: &SI QO No Préxima fecha de visita; / {mes/afio)
1Se necesitan mas citas para el tratamiento? O SI O No
Sl la respuesta es"sl™ Cantldad aproximada de citas necesarias; Préxima cita: Fecha: Hora:

Nombre del profesional (en imprenta) Niumero de teléfono Ndmero de fax
Nombre del consultorio Direccidn
Firma del profesional Fecha del servicio

UL

Este documanto fue desarmollado con fondaos del subsidlo ne S0HCO013 para el .
Departamento da Safud dy Servicias Humanos de los EE, DU, Administracién para Nios y ¥ P -

Famillas, Ofictna de Head Start, Oficina de Atencldn tnfantll, v [3 Administradén de Servidos  § AL Fk ¢ ﬂl@ € HATIONAL REHTER (B

yReriwsos de Salud, Oficina de Salud Materno-Infantil del Centro Nadonal de Salud y 3 CHH.[]HEN &FﬁMiHES ;,,., Cﬁﬁm: oy Citrinind Haite and Walise
Bienestarce la F;ri‘mera Infanciz.Este racurso puede ser reproducido sin autarizaddén para B, Hatlod Gl an) Vhdlinesa
usos no camerclaies.
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