STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

NOTICE OF FORM CHANGE NO. 04-239 DATE
08/18/2004
TO: FROM:
County Welfare Director Forms Management Unit
Supply Clerk / Forms Coordinator (916) 657-1907
] Community Care Licensing District Offices [ ] District Attorney
[ ] Private and Public Adoption Agencies [ ] Other

Listed below is information regarding a form change. Only applicable information is shown.

This notice updates your Department of Social Services County Forms Catalog.

FORMNUMBERANDTITLE | |C 701 - Physicians Report - Child Care Centers

ORDER UNIT ESTIMATED PRICE INITIAL SUPPLY SENT
MASTER ONLY X Free ] Sold [IYes [XINo
DATE OF FORM REPLACES
[ ] New [ ]Revised 8/01 [ ] Obsolete
REQUIRED FORM- REQUIRED FORM-
<] No Change Permitted [ ] Substitute Permitted With Prior DSS Approval [ ]Recommended Form
UNLESS OTHERWISE SPECIFIED STOCK MAINTAINED AT: D Other:

Department of Social Services Warehouse
P.O. Box 980788
West Sacramento, CA 95798-0788

FORMS DISPOSITION AND SPECIAL INSTRUCTIONS

— —
DISPOSITION OF OLD SUPPLY

X] Use until exhausted [ ] Destroy

USE NEW FORM

[ When supply available in DSS Warehouse Xl Use new form effective 8/24/04

USE FORM IN ACCORDANCE WITH

[_]All County Letter No.
[ ] Other (specify)

ADDITIONAL INFORMATION REGARDING FORM CHANGE

Attached is a Reproducible Copy

This form is now a master only - on the internet only.

Check on the internet to see if forms are available at www.dss.cahwnet.gov

For camera-ready copies of English and Spanish forms, please call the Forms Management Unit (FMU) at (916) 657-1907, or
by electronic mail at: fmudss@dss.ca.gov. Contact Language Services for other languages at (916) 445-6778 or by electronic
mail at LTS@dss.ca.gov.
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STATE OF CALIFORNIA CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
HEALTH AND HUMAN SERVICES AGENCY COMMUNITY CARE LICENSING

PHYSICIAN'S REPORT—CHILD CARE CENTERS
(CHILD’S PRE-ADMISSION HEALTH EVALUATION)

PART A — PARENT'S CONSENT (TO BE COMPLETED BY PARENT)

, born is being studied for readiness to enter
(NAME OF CHILD) (BIRTH DATE)

. This Child Care Center/School provides a program which extends from

(NAME OF CHILD CARE CENTER/SCHOOL)
a.m./p.m. to a.m./p.m., days a week.

Please provide a report on above-named child using the form below. | hereby authorize release of medical information contained in this
report to the above-named Child Care Center.

(SIGNATURE OF PARENT, GUARDIAN, OR CHILD’S AUTHORIZED REPRESENTATIVE) (TODAY'S DATE)

PART B — PHYSICIAN’'S REPORT (TO BE COMPLETED BY PHYSICIAN)

Problems of which you should be aware:

Hearing: Allergies: medicine:
Vision: insect stings:
Developmental: food:
Language/Speech: asthma:

other:

Other (Include behavioral concerns):

Comments/Explanations:

MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FOR THIS CHILD:

IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)

VACCINE DATE EACH DOSE WAS GIVEN
1st 2nd 3rd 4th 5th
POLIO (OPV OR IPV) / / / / / / / / / /
(DIPHTHERIA, TETANUS AND
DTP/DTaP/
DT/Td N DIPHTHE IR Oy TETANUS /] /] /A /] / /
MMR (MEASLES, MUMPS, AND RUBELLA) / / / /
(REQUIRED FOR CHILD CARE ONLY)
HIB MENINGITIS  (HAEMOPHILUS B) / / / / / / / /
HEPATITIS B / / / / / /
VARICELLA (CHICKENPOX) / / / /

SCREENING OF TB RISK FACTORS (listing on reverse side)
L Risk factors not present; TB skin test not required.

[J Risk factors present; Mantoux TB skin test performed (unless

previous positive skin test documented).
Communicable TB disease not present.

| have [ have not [J reviewed the above information with the parent/guardian.
Physician: Date of Physical Exam:
Address: Date This Form Completed:
Telephone: Signature

J Physician J Physician's Assistant [] Nurse Practioner

LIC 701 (8/01) (Confidential)



RISK FACTORS FOR TB IN CHILDREN:

*

*

*

Have a family member or contacts with a history of confirmed or suspected TB.

Are in foreign-born families and from high-prevalence countries (Asia, Africa, Central and South America).
Live in out-of-home placements.

Have, or are suspected to have, HIV infection.

Live with an adult with HIV seropositivity.

Live with an adult who has been incarcerated in the last five years.

Live among, or are frequently exposed to, individuals who are homeless, migrant farm workers, users of street drugs, or residents in
nursing homes.

Have abnormalities on chest X-ray suggestive of TB.

Have clinical evidence of TB.

Consult with your local health department’'s TB control program on any aspects of TB prevention and treatment.




