ERIE COUNTY DEPARTMENT OF JOB AND FAMILY SERVICES

221 West Parish Street

Sandusky, Ohio  44870
http://www.erie-county-ohio.net/jfs/welcome.htm
Director, Judith K. Englehart






Phone: (419) 626-6781

Interim Assistant Director, Aaron A. Voltz




Fax:    (419) 626-5854


60 DAY HEALTH EXAMINATION VERIFICATION

CHILD’S NAME:_____________________________________________

DATE OF BIRTH:_____________________________________________

DATE OF EXAMINATION:______________________________________

PHYSICAN’S NAME:___________________________________________

ADDRESS:_____________________________________________________

PHONE NUMBER:_______________________________________________
HEIGHT:__________
WEIGHT:_______________

BLOOD PRESSURE:_____________

TEMPERATURE:___________
PULSE:_________________
HEAD CIRCUMFERENCE:_________
VISION SCREENING:________________   RIGHT EYE TEST:    20/______        LEFT EYE TEST:20/_____

HEARING SCREENING RESULTS:__________________________________________________________
LIST ANY MEDICATIONS THAT CHILD IS TAKING:_______________________________________________________
LIST ANY ALLERGIES :________________________________________________________________________________
IMMUNIZATIONS UP TO DATE: ___YES  ______NO    

ANY IMMUNIZATIONS GIVEN TODAY, IF SO PLEASE LIST:___________________________________

PLEASE WRITE POSTIVE FINDINGS FOR THE FOLLOWING AND LIST IF ANY SIGNS OF INJURY, MALTREATMENT OR OTHER IS FOUND:  

NUTRITION:____________________________________________________________________________________________
DEVELOPMENT:________________________________________________________________________________________
POSTURE:______________________________________________________________________________________________
SKIN:__________________________________________________________________________________________________
CHEST:________________________________________________________________________________________________
HEART:________________________________________________________________________________________________
LUNGS:________________________________________________________________________________________________
ABDOMEN:_____________________________________________________________________________________________
GENITALIA:_____________________________________________________________________________________________
EXTREMITIES:___________________________________________________________________________________________
REFLEXES:______________________________________________________________________________________________
HEAD:___________________________________________________________________________________________________
NECK:___________________________________________________________________________________________________
EARS, NOSE, THROAT, MOUTH AND TONSILS:______________________________________________________________
FOLLOW UP OR REFERABLE CONDITION:  

DIAGNOSIS:_________________________REFERRED TO:____________________DATE APPOINTMENT:______________
OTHER COMMENTS:____________________________________________________________________

PHYSICAN’S SIGNATURE COMPLETING EXAM:_______________________________________

DATE:_________________________________
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