BUTLER COUNTY CHILDREN'S CENTER, INC.

TEACHER'S HEALTH OBSERVATION
Name of Child: ___________________________________________
Date: _________________________

Center: _____________________________________
Name of Teacher: ___________________________

Please check items as directed.

A. Observations of child's body: (check any of the following you have noticed)           COMMENTS

EYES:


____ Eyes crossed, in or out





______________________________


____ Red, runny or itchy eyes




______________________________


____ Deformity of eyes





______________________________

EARS:


____ Discharge or running from ears




______________________________


____ Deformity of ears





______________________________

SKIN AND HAIR:


____ Skin Rash






______________________________


____ Lack of cleanliness of skin or hair



______________________________


____ Sores on skin






______________________________

NOSE: 


____ Continuous runny nose





______________________________


____ Deformity of nose





______________________________

CHEST:


____ Wheezing sounds in chest




______________________________

BONES AND MUSCLES:


____ Deformity of spine





______________________________


____ Deformity of hands, arms




______________________________


____ Deformity of legs, feet





______________________________


____ Deformity of head





______________________________

APPEARANCE:


____ General neglected appearance




______________________________


____ Appears too thin






______________________________

 
____ Appears too fat






______________________________

B. Observations of child's body functions and symptoms: (check any of the following which the child complains of, or demonstrates more severely or more frequently than most classmates of same age)

MOVEMENTS:



____ Clumsiness






______________________________

____ Limp or abnormal gait





______________________________

MOVEMENTS:


____ Poor coordination





______________________________


____ Poor writing or drawing





______________________________


____ Convulsions, fits, or spells




______________________________

 
____ Spells of inattention or staring into space


______________________________

SPEECH:



____ Unclear Speech






______________________________


____ Delayed Speech






______________________________


____ Stammering or stuttering




______________________________

NOSE: 




____ Frequent nose picking or rubbing



______________________________

HEAD:




____ Headaches






______________________________

MOUTH:




____ Drooling







______________________________

SKIN AND HEAD:



____ Frequent scratching





______________________________

CHEST:



____ Cough







______________________________


____ Short of breath with exercise




______________________________

GASTROINTESTINAL:


____ Poor eater
 





______________________________

____ Recurrent stomach aches




______________________________

____ Soils self with bowel movements
 


______________________________

URINARY:




____ Frequent urination





______________________________


____ Wets pants






______________________________

No concerns: _____

ADDITIONAL COMMENTS:

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________
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________________________________________________________________________________________________________
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