Child Health Information Form


Date

This document summarizes known health information on                                                               and the child’s birth family. The department may have limited knowledge prior to assuming custody of the child. Health information is based on all available information from qualified health professionals knowledgeable of the child’s health and/or health history. Any item not completed indicates the information is not known. This form shall be updated to ensure information is current. Caregivers should provide copies of this form to the child’s health care professionals.  
1) Child’s General Information
a. Demographics
Child’s birth name: ___________________________________________________ OASIS #: _____________________________          
Date of birth: ________________ Gender: ________________ Primary race: _______________________ Hispanic:    Yes/ No
Religion: ______________________ Languages: _____________________________________________ Need interpreter: Yes/ No
b. Physical description as of _________________________
Eyes: ______________ Hair: ________________ Height: _____________ Weight: _______________           
Distinguishing characteristics: 
c. Birth place

Mother’s age at birth: _________


Birth weight:  _________      


Birth length: _________     


Blood type: _________ 
Hospital where born: _________________________________________  
City: ________________________ State: _________ 

2) Disability Information

Has child been diagnosed with disability? 
 Yes/ No
	Diagnosis 
	Licensed Professional
	Start Date

	End date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Comments:  
	


3) Health Care Providers

	Type of care* 
	Doctor/provider name AND
Business/practice name
	Address


	Phone number
	End date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


*Primary care provider; pediatrician; optometrist; medical specialist; dentist/orthodontist; mental health provider; hospital/ER; physical, speech or occupational therapist; ob/gyn; pharmacy; substance abuse provider 
4) Current Medical Information

a. Insurance  
Managed care organization:     
Medicaid ID #: 

Private insurance name:
   



Private insurance #: 

b. Are child’s immunizations up to date as of last physical exam?  
If no, actions being taken:    
c. Last physical exam  
Date:       
Comments/directions: 
d. Last dental exam  
Date:       
Comments/directions: 
5) Child’s Medications (include prescription, psychotropic, over-the-counter, and herbal medicines)
	Name of medication
	Psychotropic
	Start date
	Purpose
	Dosage/

frequency
	Prescriber’s name, 
if applicable
	Person who monitors
	End date
	Reason stopped

	     
	
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	     
	     
	     
	     
	     
	     

	Comments (include significant side effects of specific medications):       


6) Child’s Current Health Conditions
a. Medical conditions
b. Mental health issues, alcohol/drug use, emotional/behavioral issues 
c. Allergies
d. Special diet requirements
7) Child’s Health History 
a. Birth and early development issues (e.g., prenatal, labor or delivery complications; prenatal exposure to chemicals or sexually transmitted diseases; early attachment or developmental milestones issues)
b. Prior accidents, illnesses, or conditions that no longer exist (include hospitalizations and date or age of child)
8) Health History of Child’s Birth Family

a. Identify significant health issues impacting child’s birth family members:
· Trauma (e.g., emotional, physical, sexual abuse when child; significant loss; domestic violence in child’s home; community violence). 
· Medical history (e.g., allergies;  type and age of onset for conditions/diseases such as high blood pressure/stroke, cancer, diabetes, cholesterol, heart disease prior to age 50; age and cause of early deaths). 
· Substance abuse history, including type, age started using, treatments, and outcomes

· Mental health history, including conditions, age of onset, treatment.
	Child’s Birth Family Health History

(Identified by any reliable source)

	Birth Relative
	Significant Condition/Issue

	Birth mother
	     

	Birth father
	     

	Sibling 
	

	Sibling 
	

	Sibling 
	

	Sibling 
	     

	Maternal grandmother
	     

	Maternal grandfather
	

	Paternal grandmother
	

	Paternal grandfather
	

	
	

	
	

	
	

	
	

	Additional information: 


9) Documents attached
 FORMCHECKBOX 
 Immunization record 
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