
​Early Learning Essentials​
​PHYSICAL EXAMINATION FORM​

​Child _____________________________________________________                    Birth Date __________________________________​
​Parent / Guardian ____________________________________________                 Phone # ____________________________________​

​CLINICALS – PLEASE ENSURE THAT CHILD RECEIVES ALL STATE REQUIRED EPSDT/BRIGHT FUTURES SCREENINGS LISTED BELOW​
​Height​ ​Hct / Hgb​ ​Vision       R              L​
​Weight​ ​Blood Pressure​ ​Hearing    R              L​

​REVIEW OF SYSTEMS​
​PHYSICAL EXAM​ ​NORMAL​ ​ABNORMAL​ ​FOLLOW-UP​ ​PHYSICAL EXAM​ ​NORMAL​ ​ABNORMAL​ ​FOLLOW-UP​
​General​
​Appearance​

​□ Yes   □ No​ ​Genito-Urinary​ ​□ Yes   □ No​

​Abdomen​ ​□ Yes   □ No​ ​Glands​ ​□ Yes   □ No​

​Bones / Joints​ ​□ Yes   □ No​ ​Heart /​
​Circulatory​

​□ Yes   □ No​

​Chest / Lungs​ ​□ Yes   □ No​ ​Mouth / Teeth​ ​□ Yes   □ No​

​Ears  / Nose /​
​Throat​

​□ Yes   □ No​ ​Neurological​ ​□ Yes   □ No​

​Eyes​ ​□ Yes   □ No​ ​Skin​ ​□ Yes   □ No​

​IMMUNIZATIONS​
​Indicate any immunizations given today:​

​□ DTP    □ HEP A    □ HEP B    □ HIB    □ MMR    □ Polio    □ Varicella    □ Pneumococcal   □ PCV 13​

​FOLLOW-UP​
​HEALTH CONCERNS​ ​COMMENTS​

​□ Yes   □ No​ ​Are there any health conditions that require​
​follow-up treatment?​

​□ Yes   □ No​ ​Are there any conditions that would impact​
​the child’s participation in Head Start?​

​□ Yes   □ No​ ​Are there any medications that should be​
​dispensed at school?​

​□ Yes   □ No​ ​Does this child require a special diet?​

​PAYMENT RECEIVED AND/OR DISCOUNTS APPLIED -​​Please​​attach copy of ledger for this appointment​
​Amount paid by parent for services received:​
​Amount of discount given by medical office:​

​Appointment Date ______________________   for:     □ Next Well-Child Exam     □ Follow-Up Treatment     □ Immunizations​

​__________________________________________________________________________________________________________________________​
​NAME OF PHYSICIAN OR CLINIC (Please Print)                                                                                        TELEPHONE #​

​_____________________________________________________________________________________________________________​
​SIGNATURE OF HEALTH PROFESSIONALCOMPLETING FORM                                                              DATE OF EXAMINATION​

​Return this form to Early Learning Essentials:​​105 S 400 E, Springville UT, 84663​ ​Phone​​: 385-327-0101​ ​Fax: 801-375-8036​



​REQUIRED HEALTH SCREENINGS & PREVENTION SERVICES FOR EARLY LEARNING ESSENTIALS​

​Dear Health Care Provider:​

​Early Learning Essentials is a private, nonprofit agency that serves low-income children and families within our​
​community.  The ELE program provides free comprehensive services to eligible families.​

​Federal regulations require that Head Start programs follow Medicaid’s (Utah’s CHEC) schedule of well-child​
​care and screenings.​

​All ELE children must receive the following preventive health care services:​

​•​​a physical examination including –​
​height and weight​
​blood pressure​
​vision and hearing​

​•​​appropriate laboratory screenings including –​
​hematocrit or hemoglobin​

​•​​immunizations​​appropriate for the age of the child​​and for entry into an early childhood program​

​We appreciate your support in meeting Early Learning Essentials’ federal and Utah’s CHEC requirements in​
​these areas.​

​If you would like more information about the Utah CHEC health screening requirements, please contact the​
​Utah Department of Health.  If you have any questions about Head Start services and/or requirements, you may​
​contact me at 801-375-7981 ext. 107.​

​Sincerely,​

​Jan Burroughs​
​Health & Nutrition Services Director​
​Early Learning Essentials​


