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PARENTS/GUARDIAN COMPLETE PAGES 1 and 2 – Child Information 
Child’s name 
 

Child’s birthdate Name of center, provider, or preschool 
 
Telephone # 

Parent 1 name  
 
 

Parent 2 name 

Child home address #1 
 
 

Telephone # 1 
 
 

Child home address #2 
 
 

Telephone #2 
 
 

Where parent # 1 works 
 
 
 

Work address Home phone # 

Work # 

Pager # 

Cellular # 

Home email 

Work email 

Where parent # 2 works 
 
 
 

Work address Home phone # 

Work # 

Pager # 

Cellular # 

Home email 

Work email 

In the event of an emergency, the child care provider is authorized to obtain EMERGENCY MEDICAL or DENTAL CARE even if 
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PARENTS COMPLETE THIS PAGE  Child’s Name: ___________________________ 
Parents: Tell us about your child's health. 
Place an X in the box  if the sentence ap-
plies to your child.  Check all that apply to 
your child. This will help your doctor plan 
your child’s physical exam. 
 
Growth 

 I am concerned about my child's growth. 
 
Appetite 

 I am concerned about my child's eating /  
    feeding habits or appetite. 
 
Rest -  

 I am concerned about the amount of sleep
    my child needs. 
 
Illness/Surgery/Injury - My child  

 had a serious illness, injury, or surgery. 
Please describe. 
 
 
 
Physical Activity - My child  

 must restrict physical activity.  
Please describe. 
 
 
 
 
Development and Learning 

 I am concerned about my child’s  
    behavior, development, or learning.  
Please describe: 
 
 
 

 Medication - My child takes medication.  
List the name, time medication taken, and the 
reason medication prescribed. 
 
 
 
 
 

Body Health - My child has problems with 
 

 Skin, birthmarks, Mongolian spots, hair, fin-
gernails or toenails.  

Map and describe color/shape of skin markings 
birthmarks, scars, moles 

 
 Eyes \ vision, glasses 
 Ears \ hearing, hearing aides or device, ear- 

    aches, tubes in ears 
 Nose problems, nosebleeds, runny nose 
 Mouth, teething, gums, tongue, sores in  

    mouth or on lips, mouth-breathing, snoring 
 Frequent sore throats or tonsillitis 
 Breathing problems, asthma, cough, croup 
 Heart, heart murmur 
 Stomach aches, upset stomach, colic, spitting

    up 
 Using toilet, toilet training, urinating 
 Bones, muscles, movement, pain with mov-

ing 
 Mobility, uses assistive equipment 
 Nervous system, headaches, seizures, or 

    nervous habits (like twitchesa77y Tc 0Tc t
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Iowa Child Care Infant, Toddler, Preschool Age – Child Health Exam Form 
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HEALTH PROFESSIONAL COMPLETE THIS PAGE1 
Child’s Name: _____________________________ 
Birthdate:   Age today: 
Date of Exam:_____________ 

Height/Length: 

Weight: 

Head Circumference-for children age 2 yr and under: 

Blood Pressure-start @ age 3 yr: 
Hgb or Hct-anytime between 6-9 mo: 
Blood Lead Level-start @ 12 mo: 

Sensory Screening: 
Vision: Right eye ________  Left eye _________ 

Hearing: Right ear ________  Left ear _________ 

Tympanometry (may 
2

Developmental screening results: 

Autism screening results: 

Psychosocial/behavioral results 

Developmental Referral Made Today: □Yes    □No   

Exam Results: (n = normal limits) otherwise describe 

HEENT 

Oral/Teeth 

Oral Health/Dental Referral Made Today: Yes   No 

Heart 

Lungs 

Stomach/Abdomen 

Genitalia 

Extremities, Joints, Muscles, Spine 

Skin, Lymph Nodes 

Neurological 
 
Space is available on back page for detailed  
comments or instructions pertaining to enrollment at child 
care or preschool.

                                                           
1 Iowa Child Care Regulations require an admission physical exam report 
within the previous year.  Annually thereafter, a statement of health con-
dition signed by an approved health care provider.  The American Acad-
emy of Pediatrics has recommendations for frequency of childhood pre-
ventative pediatric health care (RE9939, March 2000) www.aap.org  
2 Developmental screening procedures were expanded to include aut-
ism, developmental surveillance, and psychosocial/behavioral screening 
July 2009 by the Iowa EPSDT Medicaid program. Toll-free 800-383-
3826. 

Allergies 
Environmental: 
Medication: 
Food: 
Insects: 
Other:  
 
Immunization:  May attach a copy of Iowa Department of 

http://www.aap.org/
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Health Care Provider comments or instructions:                         Child’s name: ______________________             
 
 
 
 
 
 
 
 
 
 

Iowa Health Care Provider -- Guide to Iowa Recommendations for Preventive Pediatric Health Care3 
Health Provider’s Guide AGE4 
 1 

mo 
2 
mo 

4 
mo 

6 
mo 

9 
mo 

12 
mo 

15 
mo 

18 
mo 

2 
yr 

3 
yr 

4 
yr 

5 
yr 

History:                                                             Initial and Interval ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ 
Physical Exam ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ 
Measurement:                                                      Height/ Weight ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ 

Head Circumference ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸    
Blood Pressure Risk Assessment ¸ ¸ ¸ 

Nutrition                                                             Assess/Educate ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ ¸ 
Oral Health Assessment5 ¸ ¸ ¸ ¸ ¸�z 

 

http://www.idph.state.ia.us/hpcdp/epsdt_care_for_kids.asp
http://www.idph.state.ia.us/hpcdp/oral_health.asp
http://www.idph.state.ia.us/iaehdi/default.asp
http://www.idph.state.ia.us/genetics

	Sensory Screening:
	Exam Results: (n = normal limits) otherwise describe

	AGE
	S


