General Health Appraisal Form

Parent: ricase complete

Child’s Name: - Birthdate:

Allergies: 0 None 0 Describe:

Type of Reaction: —

Diet:

(O Special Diet:

0 Preventive creams/ointments/sunscreen may be applied as requested in writing by parent,
unless skin is broken or bleeding.

L give consent for my child’s health provider, school or camp personnel
to discuss my child’s health concerns. My child’s health provider may fax this form (and applicable attachments) to my child’s
childcare provider, school, or camp. FAX Number: S G =~ bb ?) - q To 3

Date:

Parent or Legal Guardian Signature Authorization expires 365 days after this date

Health Care Provider: pricase complete after parent section has been completed

Date of Last Exam: Recent Weight: “*HCT: ** B/P: **Lead Level:
Physical Exam: 1 Normal [ Abnormal (see explanation of significant health concerns:)
Significant Health Concerns: (0 None [ Reactive Airways Disease O Seizures U Diabetes [ Developmental Delays

Q Vision [ Hearing [ Hospitalizations QO Severe Allergies [ Other (dental, nutrition, behavior, etc.)

Explain above concerns (if necessary, include instructions to childcare providers):

Current Medications/Special Diet: (1 None 1 Describe:

(Separate medication authorization form required for medications given in Child Care)

Fever reducer or pain reliever (mark only one product: max. 3 consecutive days without additional medical authorization)
O Acetaminophen (Tylenol®) may be given for pain or fever over 102° every 4 hours as needed:

Dose 0 See attached Dosage Schedule from our office

OR

U Ibuprofen (Motrin®, Advil®) may be given for pain or fever over 102° every 6 hours as needed:
Dose [ See attached Dosage Schedule from our office

Immunizations: O Up-to-date U See attached immunization record 0O Administered today:

H » Or write Name, Address,
¥ Signature: Office Stamp: &, =
Next Well Visit: 0 Per AAP Guidelines* or O Age:

This child is healthy and may participate in all routine activities, sports, camps,
and child care. Any concerns or exceptions are identified on this form.

Signature of Health Care Provider (certifying form was reviewed) Date

The Colorado Chapter of the American Academy of Pediatrics (AAP), Healthy Child Care Colorado, and Headstart have approved this form 04/04.

* The AAP recommends that children from 0-12 years have health appraisal visits at: 2, 4, 6, 9, 12, 15, 18 and 24 months, and age 3, 4, 5, 6, 8, 10 and 12 years.
** Required by Head Start programs only per state EPSDT schedule

© Copyright 2004 Colorado Chapter of the American Academy of Pediatrics.




"OLORADO LAW REQUIRES THAT TH!S FORM BE COMPLETED FOR EACH STUDENT ATTENDING COLORADO SCHOOLS

ame Date of Birth
arent/Guardian
NTEORADO:DEPAR DE PUB A AND RO S A ~ TIO
Vaccine ’ Enfcer the month, day and year each immunization was given
Hep B Hepatitis B
DTaP Diphtheria, Tetanus, Pertussis (pediatric)
DT Diphtheria, Tetanus (pediatric)
Tdap Tetanus, Diphtheria, Periussis
Td Tetanus, Diphtheria -
Hib ' Haemophilus inf!uenzae'typel;) '
IPV/OPV Polio .° ‘
PCV Pneumococcal Conjugate
MMR Measles, Mumps, ﬁubell%"a"-""
varicella Chickenpox = . I C Hosthoro Provides _
) Vaccines’ recorded below this line are recommended Reoordmg of dates is eneeufaoed. = =
HPV Human Paplilomawrus : ' S ] TR
Rota _Rotavirus 7 T
SV4IMPSV4 Meningococcal
Hep A Hepatitis A
TIV/LAIV Influenza
Other

~THIS: SECTION ‘CAN BE COMPLETED BY: CHILD CARE!SCHOOLIHEALTH GARE PROVIDER -

] A) Child Care Up to Date

Up 1o date through 6 months of age for Colorado SChooI Immunization Requ:rements i Update Signalur_e - . Dals
1 B) Child Care Up to Date ' .
Up to date through 18 monihs of age for CokJrado School lmmunlzatlon Requtrements . “Update Signature . -
TRt e
1 C) Child CarelPre—schooI!Pre-K o
Up 1o date for Child Care/Pre-School/Pre-K for Colorado Schoot Immunization Requnrements Ugdate Signature - — B
Ja fok . i e
1 D) Complete for K-5ti. Grade & . 4
Up to date for K-5th Grade for Colorado School tmmunization Requtremems * .. TUplate Signature . - ; -
= o g e

If age 4 years and fulfills Requirements for Pre-School & Kindergarten, check BOTH Boxes C and D.

"HAS MET ALLIIMMUNIZATION REQUIREMENTS FOR COLORADO:SCHOOLS (6TH GRADE OR HIGHER)

signed : Tite .~ ‘ __Date
{(Physician, nurse, or schoal health authority) -

TATEMENT OF EXEMPTION TO. IMMUNIZATION LAW '(DECLARACIC'J Reseco A'LSXENCIOSE 'ALEY‘DVAUC{ON
{N THE EVENT OF AN OUTBREAK, EXEMPTED PERSONS MAY BE SUBJECT TO EXCLUSION FROM SCHOOL AND TO Q }
S1 SE PRESENTA UN BROTE DE LA ENFERMEDAD, ES POSIBLE QUE A LAS PERSONAS EXENTAS SE LES PONGA EN CUARENTENA O SE LES EXCLUYA DS&IEASéqu';ﬁE

MEDICAL EXEMPTION: The physucal ‘coridition of the above named rson is suc! th

contrain % cated due to other m,:g[gal conditions. & pe h at immumzatlon would endangen life or hiealth or is medically
EXENCION POR RAZONES ICAS: E[estado de salud de la-persona arr(ba cﬂada es taf la

bien, las vacunas estén contramdtcedas debido a: otros problemas de salud . vacunacusn s:gniﬁca Iln "3590 Pafa su salud oincluso sy vida; o

_ ) ey B 9 f:ederg:in exempﬂon to; the; folfowmg Vaccme (s):
s ; ex
Signed (Flrma) _ o ) ; .: . Date (Fecha} 0 DW razair:ales médrcg dplica’a [l'ja(si stgﬂre&te(s) vaw&a(s) »
ysician i :co) : : HepB DTaP Tdap Hib 1PV PCV MMR VAR

RELIGIOUS EXEMPTION Parent or. guardlan :of the above named peraon or the persoq, hr.mselflh rselfis an adherent to a rellgmus belief opposed

to immunizations.  ©
EXENCION POR MOTIVOS RELIG[OSOS El padre o tutorde & persona amba cﬁada

ol pereona rnlsma perte’necea' a ret ion
il i que se opone a la inmunizacion.
gxehg;ous exemption‘te:the folfovring Vaccine(s):
. encién por moftivos religiosos de ia(s)
Signed (Firma) Date(Fecha) O ) L - ¥ sg]wem{s}gwmm
Parent, guardian, emancipated student/consenting minor HepB  DTaP  Tda 5 m
(Padre. tutor, estudiante emancipado o consentimiento del menor) ’ " - = e =

PERSONAL EXEMPTION: Parent or guardian of the above named person or the
o Immunizations. . u p person himself/herself is an adherent to a personal belief opposed
EXENCION POR CREENCIAS PERSONALES Las creenci les del
gy as personales del padre o tutor de la persona arriba citada, o Ia persona misma, se oponen a la
g:ersonal exemption fo the following vaccine(s):
_Signed (F rrma) Date {Fecha) 0 e pDor creencEs Pmonla],es “ ,a{sé]sm"emeg Vawnag: 0O
arent, QUaTdian, emantined Skdenticonsenting anor T o8 -@TaP  -Tdap .
{Padre tutor, estudiante emancipado o consentimiento del menor} ) CHb CTIRY P T OMIMR VAR

CDPHE-IMM Ct RC Rev. 7/10




