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HEALTH INVENTORY
lnfomrdon .nd lnrtrucliona tor PaEntarcuatdlana

REOUIREO IIIFORXAIIOII

The tollo,ying rnlormalroo ls required prior to a child attendmg a Maryland Slate Deparlment ol Educaton l€ensed
registe.ed or approved child ca.e (x oursery school

. A phy.lcal crrmln.don byaheahh care provrder per COMAR 13A 150304. 13A160304. 13A170304.and
t3A l6 03 04 A Physbal Examination lorm designaled by lhe Maryland Stale Oeparlmenl of Educelion and the
Maryland Oeparlmenl of Health shall be used to meel lhis requrrement (See COMAR 13A 15 03 02 13A 16 03 02
134 17 03 02 and 13A 16 03 02)

. Evidcnce of immunization3 The immunizaton cerlrlication lorm (MOH 896) or a pnnted or a computer-generaled
immunization record lorm and the required immunizalions must be compleled betore a child may anend This lorm
can be tound al htlos //eadvchildhood marylandoublEschools oro,/child-care-orouderMicensino/lEensrno-forms
Selec{ MOH 895

. Evldcnc. ot Blood.Laad T?.ting tor childBn younge. th.n 6 ylalt old The blood-lead lestrng oerllficale (MOH
4620) or another written docurnenl signed by a Health Care Praclitioner shallbe used to meet this rgqu(emenl Thrs
lorm can b€ found al htlos //earlvchrldhood marylandoublr6crEols oro/ciild-care-oroyders./lEensrnolE€nsino,rorms
Select MDH ,1620

lLdication Adminirtration Authorizaton Forma lf lhe chrld is recervng any med€alrons or specralzed health care
servi:es lhe parent and heallh care provider should complele the appropnate Medicalion Authorization and/or
Speoal Health Care Needs form These forms can be found at Selecl Forms OCC l216lhrough OCC 1216D as
appropnate hltos //earlycftildhood marvlandoubllcsch@ls oro/chrld-care-orovide.s/lrcensmo/lrcensino-lorms
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Exemplions from a physrcal examinatioo. immunizalons and Blood"Lead testrng are perm ted if the parenl has an
obieclon based on lheir bona fide relagious beliels and praclices The Elood-Lead c€rtificale must be signed by a Health
Care Practitioner stating a questronnaire was done

Child.en may also be exempted lrom ammunization requirements if a physician. nurse praclitioner or health deparlmenl
officral c€rlifies that there rs a medical reason for the child nol to receive a vaccine

The health rnformalron on lhas lorm will be available only to those health and child care providers or ch d care personnel
who have a legdimale c€re ,esponsibilty for the child
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Parl I ol this Physrcal Examrnat@n form musl be compleled by the chrld s parent or guardEn Part ll must be completed
by a physaoan or nurse praclitioner, o( a copy of the child's physrcal examinatron must be attached lo this form

lf the child does nol have health care insurance or access to a health care provider, or if lhe child requrres an
rndividualEed health care plan or immunizations, contact the local Health Oeparlment lnformalion on how to contacl the
local Heatth Oepartmenl can be found here https //h€allh maryland oov/Paoes/Home aso(

The Chrld Care &holarship (CCS) Program provides financial assistance with child c:re costs to ehgrble workrng tamilles
io Maryland lntormalion oo how to apply tor the Child Care Scholarship Program can be tound her€:
htlos //eadvchildh@d marvlandoubli:scfiools oro/chald-care-orovirerychild-care-scrrclarshilorooram
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PART:‐ HEALTH ASSESSMENT
To be com d rent o「 uardian

Cnild 3 Name

Aptt   ClL_______________________________ユ 塾二_______」生L______

Binh date
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He31th Care SpeCialiSt De6t.lC.re Provider Health ln3urance
DY.3 trNo
Child C.rc kholarrhip
OYn O I'to

L.n Tim€ ChiB 5.en lotMedical CarE Provider

LO S HEALTH - To the best ol your knowledqe I'as yolr chrld nad any problem with the folrowlng? Check Yes c'No andASSCSSMENT OF CHl
provtde a commert lcr any YES a.s*er

Yos No Comm€nts (.oquiied tor any Ye3 rn3rerl
□Allerg'es ロ

□fulhma or Brealh ng □

□ □AOHO
ロ □Aulrsm Spedrlrm D6orde,
□ □Behav,ora or Emol ona

□ ロErdn DeleclLsl

□ □gladder

□ □Ble€{inS

Bovrels □ □

C€rebra Pa s/ □ □

□ 日

DelelopmenEl Oe ay □ □

□ □

Ea,s o, Dealness ロ □

Eyes ロ □

Feed,.g/Speca, D€lart Neeos □ □

Head lrlury □ 口

H€ad □ □

H:sErre r2atcn !1,ten t'ie'e Wl", □ □

□Leac, PoisonLnq/Exposue □

Lrle Ihrcalenrng/Anaphyladrc Reacirons □ □

ロL - rs on Prys crr Aal urt □

I\le.,.g ts ロ □

口 □Mob'hry fusslrve Devces rl any

□ロ

□ □Serau16

□ □Senso.y lmparrment

ロ □S crle CellDrsease
□ □Speech,/Leng uage

Surgery □ □

□ □

0:her □ □

Does your child take medicalion (p.6cription or non-prescription) at eny ti,he? end/or lor ongoing he.lth condition?

D No D Yes lf yes anach the appropnale OCC 1216 lorm

Ooes yourchild receive.ny lpe€i.ltre.tm€nt3? (Nebur2er EPlPer l.s!,. Blood Sugar check Nutrt'on o. Benav orar fiearlh Therapy
/Counselng etc ) ONo O Yes lfyes atlach the appropnale OCC 1216 form and lndrvidual,zed Trealmenl Plan

Docs your child require any lpecial piocadures? (Urnary Cathelerzal on Tube leei rq Transfer Oslomy Oxyge. sLcDlene.t ela )

O No OYes llyes alach the approp.Ete OCC 1 216 fo.m and lnd'vrdual zed Treal.nenl Plan

IGIVE MY PERMISS10N FOR THE HEALTH PRACTIT10NER TO COMPLETE PARTl1 0F THIS FORM I UNDERSTAND ITlS
FOR CONFIDENTIAL USEIN MEETING,MY CHILD S HEALTH NEEDSlN CHILO CARE

IATTEST THATINFORMAT10N PROViDED ON TH,S FORmlS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEOCE
AN0 0EL:EF.

Pnnted Name and Srgnature of Parenvcuadran Oate
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PART::‐ CH:LD HEALTH ASSESSttENT
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De3 rte chdd n rned abovr nevc a 66gno6ad medcal devdofrnent ball.roral ol any oorcr haal$ co.r6ton7
B No E Yes d...ib.

2 ooes the ch,rd rcc€{le c,r hom a Haalh Cara Specrtr!.lconsu[ant,
O ib El Yes o.!.r,be
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Date ResultoRema● s

BMI・ .1le
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13 lh€ Chrld oo ,nrdrcalron?
0 No O Yes ndcale medcaton and d€goos,s
(OCC 1215 Xedicalion Aulhorizrli,on Fo?m mual be co.npLtad lo .dminiaE. madication ln child ct?.)

hltpr.rraarlvchlldh6oar.rnaryLrtdoubli(tchoola.oaoJchiS<arr.orovidarrJlicaotindlicanaho{onnt

shoulc, there be any rest4clon ol phys,car adrvrty .^ ch'ld ca,et
O No O Yca tpec y nanrre and dura,o.t of €stnaton

Are lhere any d,etary restnctons,
ONo D Yes 3paqt nature and durat,on ofrestndDn

RECORO OF llllt illZATlOtlS - MDH 896 o. oth.r officlar 
'mmun,2atron 

dcunl.nl (e g mrma.y llrmmzatlon record o{ rmmunrzatons) |s
raq!re<, lo b€ co.nplela<, by a healtt care provde. 9! a co.npder gEo€rated 

'mmun[alon rccord musl be p.oyded {Th6 lo.m lhay be
obtarn€d ftom htto3rr..rtychil.thoo.r.drarvLidouuicachoolt.oro/child..rr.orovi.harltroalndiicGrln6{on r Seted MOH 896 I

10. RECORD OF LEAD TESIING. MOH a62O or other omoar docu.ied 6requ.edlo be cornpt.ted by a tEalth care provtdg (Th6 to.m r€y be
obtar^€c, lrorh hltla:rr..rlychiHhood nr.rvLnd.lbflcrchool. oro/child.crrlorrrri&r{ic.ialronarxnrlno{odrr S€ted MOH a620 |

Unde, Marylend lav/. all cirldran ydrng€r lr\an 6 tea6 oE wm are enrolle<t ln chrld care musl recavc a blood lead test at 12 months aod 24
monlhs ol eoe Two 16t3 are requred ,f llre 1 st te3l ras clone 9.lor trc 2/t mmths ol a!€ l{ t chrld rt cnrdted rn ch ct care dun.lg Une penod
bat*ccn tie l3l and 2.d le3t! lxs Er parents are requr€d to provde evrc,€nc€ lro.n then haallh cal! lrovder thet the ch,ld rarca1/ed a iecond
test after tlE 2{ month well cndO vt3lt ll the I sl lest rs dorE atel 24 monhs ol e!6 onc Lsl 6 requrrrd
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