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DISTRICT OF COLUMBIA UNIVERSAL HEALTH CERTIFICATE

Part 1: Child’s Personal Information Parent/Guardian: Please complete Part 1 clearly and completely & sign Part 5 below.
Child’s Last Name; Child's First & Middle Name: Date of Birth: Gender: ace/sthmichy: 77 VWhile Non Fispanic 7 Black Nom Hispanic
oM oF O Hispanic g Asian or Pacific Islander 7 Other
Parent ar Guardian Name: Telephone: Home Address: ward:
gHome 5 Cell gWork
Emergency Contact Person: Emergency Number: City/Stale (if other than D.C.) Zip code’
gHome gCell g Work
Schaol or Child Care Facility: 7 Medicaid {7 Private Insurance 7 None Frmary Care Frovider (FCF).
7 Other
Part 2; Child’s Health History, Examination & Recommendations Health Provider: Form must be fully completed.
" DATE OF HEALTH EXAM: S, WT OLBS HT  OIN BP: PISITNML | Body Mass Index P2P™
ST PR L OKG O cMm e OABNL | (BMR
. %
HGB/HET g ERE : EEE Vision Screening O Glasses | Hearing Screening
'{R_ei;ufred_fop_rﬂeadsrarg- -‘ T . . S .
A - “5 | rignt 200 Left 20/ O Referred | Pass Fail K Referred
. HEALTH CONCERNS: - :'| ‘REFERRED or TREATED 4 HEALTH CONCERNS: ‘REFERRED or TREATED
‘iAsthma Lo g O | OReferred O Under Rx Language/Speech ..".| O OYES | O Referred O Under Rx
i e NO YES . - Lt NONE
. Seizure ] O .| ORefered OUnderRx [.Developmenty - O OYES | OReferred O Under Rx
S - [ NO YES Behavioral. NONE :
-Diabetes . - S m O - | OReferred O Under Rx Other__-.- | OYES | O Referred O Under Rx
] : NO YES NONE
‘ANNUAL DENTIST-VISIT: (Age 3 and older): Has the chitd seen a Dentist/Dental Provider within the last yeai? OYES O NO 0O Referred

A. Significant health history, conditions, communicable illness, or restrictions that may affect school, child care, sports, 6r camp.
[0 NONE O YES, please detail:

B. Significant food/medication/environmental allergies that may require emergency medical care at school, child care, camp, or
sports activity.
0 NONE 0O YES, please detail:

C. Long-term medications, over-the-counter-drugs (OTC) or special care requirements.
O NONE [ YES, please detail (For any medications or treatment required during school hours, a Physician’s Medication Authorization Order

—_should be submitted with this form)

Part 3: Tubercufosis & Lead Exposure Risk Assessment & Testing:

‘TB.RISK ASSESSMENTS - O HIGH=> Tuberculin Skin Test O NEGATIVE EI?RTNngTi}J"y: :‘::L'ITQ E?Vifde“d Tuoggzll\;ngST
- referres
SRR O LOW (TST) DATE: 0O POSITIVE 0 SR POSITIVE evaluation. For quastions, call T.B.
T U TREATED Control: 202-593-4040
LEAD EXPOSURE RISKS © OYES—> LEAD TEST DATE: RESULT: Health Provider: ALL lead levels musl be reported to DG Ghildhcod Lead
s e : ONO Polsening Prevention Prograny Fax: 202-481-3770
Part 4: Required Provider Certification and Signature

O YESOONO This child has been appropriately examined & health history reviewed. At time of exam, this child is in
satisfactory heaith to participate in all school, camp or child care activities except as noted above.

O YESOI NO This athlete is cleared for competitive sports.

(m| YES_Ei NCO Age-appropriéte health screening requirements performed within current year, If no, please explain:

Print Name I MD/NP Signature ] Date

-Address, : I Phone Fax

Part 5: Required Parental/Guardian Signatures. (Release of Health Information)
! give permission lo the signing heaith examinerffacility to share the health information on this form vith my child’s school, child care, camp, or appropriate DC Govemment Agency.

Print Name Signature Date




DISTRICT OF COLUMBIA UNIVERSAL HEALTH CERTIFICATE

Student’s Name: ! / Date of Birth: i /
Last First Middle Mo. /Day/ Yr.
Sex: [ Male [] Female School or Child Care Facility:
S edHon T it fhcat & IR0y attaghenn nteapy With proviger. e B e R e i i S g
IMMUNIZATIONS RECORD COMPLETE DATES month, day, year) OF VACCINE DOSES GIVEN
1 4 K [4 ] e T xS T B
i G e %
Diphtheria, Tetanus, Pertussis (DTP,DTaP) ll el
T [z K} £ Ei] VITH R g
Lt i
DT (<7 yrs.)/ Td (>7 yrs.) g 4
' e e o n ?J}‘i! Sl ; BT :
I il Gl Tl Rk ji 17
Tdap Booster ) é%ﬂi R R e e
. i ’ﬂ ol :
Haemophilus influenza Type b (Hib ) ’ i
i [ K & i T
Hepatitis B {HepB) * gl e
i [ [T £ r \i i T
Polio {IPV, OPV) Hicd Y A 4
T z o [ ; o : 1P I
Measles, Mumps, Rubella (MMR) i it
T 2 | T il ] T H
Measles il ! s L = ‘ !
X - i i e L.
{ |
Mumps i i i e N :
o s 5 : i . :
Rubella i ‘ ; : TS A
Varicella ! . _ .
Chicken Pox Disease History: Yos [1 When: Menth Year
Verified by: (Health Care Provider)
Namne & Titie
T A T o B e
Pneumococcal Conjugate i i e
T [Z e ;{1&: 3 ,j T f‘!‘ %&"‘ .
Hepatitis A (HepA) (Born on or after 01/01/2005) R i .T’ S ;
T l:;ga e 1‘11“'@ BENE L g I ¥ _;;
Meningococeal Vaceine i ] 1% d e
7 H R T - )
il i : : : i
Hurman Papillomavirus (HPV) sl e T e S
T 2 k]
Influenza (Recornmended)
T Z Ef i 1,@{; .'l‘ :i b5 71 iy i 3
Rotavirus (Recommended (ki i it A e
il i
Other e R
Signature of Medical Provider Print Nama er Stamp Date

| certify that the above student has a valid medical contraindication to being immunized at tha time against: (check ali that apply)
Diphtheria: (_) Tetanus: () Pertussis: () Hib: (_) HepB: (_) Polio: (__) Measles () Mumps: (_) Rubella: {_) Varicella: {__) Pneumnococcal [
HepA: () Meningococcal: {_ ) HPV: (D)

Reason:

This is a permanent condition (__) or ternporary condition (___} unil ! / .

Signature of Medical! Pravider Print Name or Stamp Date

| certify that the student named abave has laboratory evidence of immunity: (Check all that apply & attach a copy of titer results)
Diphtheria: (__) Tetanus: {_} Pertussis: () Hib: {_) HepB:{_) Palio: () Measles: {_) Mumps: {_) Rubeila: () Varicella: {__} Pneumococcal- {3

HepA: () Meningococeal: () HPV: )

Signature of Medicai Provider Print Name or Stamp Date




Economic Security Administration/Child Care Services Division
Request for Child Care Placement Change

i T

Date:
Staff requesting day care placement change: Title:

Name of Child(ren) in need of day care placement change:
+
*
4

Center Name:
Address;

Telephone:

*Last day at current day care placement:

Name and Address of New Day Care Placement

Center Name:
Address:

Telephone:

*First Day at new day care placement:

The request is being made for the following reason(s}:

OResource Parent/Parent requesting day care placement change
O Location

Ochild going to public school

OChild is going to public school/need before and after care
OChild care provider concerns

OPlacement of all children at one site

OSummer Camp

OFacility Closing

C0Other:
Phone No: Cell No: Date:
Name of Guardian/Resource Parent: SSN:

Signature of person completing the form:

L i

(Rev. 2/16)




