Department of Education
StupentT’'s HEaLTH RECORD
. Student Address Label
Name Female L] Preschoal: EntryDate [ [
(Lasy {Firs) (Ml falel) Male [ Elementary: Entry Date [
Birthdate | | J ' r[ 1T ] Intermediate/Middle: Entry Date A S
Manth Day Year High: Entry Date I
Parent's Name {Mother/Grardian) {Father/Guardiar) : Allergies:

Piease complete the following sections (CHECK IF YES)
T R oo o MebrcaL STATUS s R

Q | cancerflLeukemia 1 | Hearing Problems Hypertension Q| Seizures 1 | Vision Problem

O | Chronic Cough/Wheezing Q | Heart Disease 0 | JRA Arihritis Q | sickie Cell Anemia Qa

[ | Hemophilia 1 | Rheumatic Heart . 1 | Skin Problams

. C-’GH

Allergy {fvpe)
Asthma
Behavigrai Preblems

" Provider's Stamp, ‘
or Printéd Name -

-, Aleviewed
| Immunization:
7 Regord
[Check H Yes)

TueercULOSIS EXAMINATION

DTaP, DYR, DT, -
Tdi ¢ Td
Bp ot e . [ ! JA [ [ 1 /
‘palla e [Tvpe
| {(IPV or OPVY-oon i | pgey
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Influe - BY: o ViDate
niluerzabtypeb) Pl 4 [ L1 . L1 I
e
s | Confugate
Dental Check-Up
[, I, [ ;g L7 .
T [ " Varigella ..
[ ] [
*OFFICE USE ONLY (Rev. 2010} / / ; / / / / , | , , ,
[ [ . I, . /oy

Physician, APRN, PA or Clinic




Health History Comments: Include Referrals and Reports. Recommendation for significant findings.
(Please Print)

Date Signature & Title Date Signature & Title

STATE OF HAWAI', DEPARTMENT OF EDUCATION, FORM 14, Rev. 4110, RS 10-1260 {Rev. of RS 08-1051)



State of Hawaii Benefit, Employment & Support Services Division

Department of Human Services

Farly Childhood Pre-K Health Record Supplement®

Name of Chlld DOB:
Name of Chlld ‘Care:Facility: \;OOL\\(&\OOL wp\/i S~" R&l ]6; ’ Cen Gl .
To Be Comp]eted By The Phys:man ‘
1. Type Screening 2, Date 3. Results 4. Recommendations/ Follow up
Compleated

Head Circumference (up to 2yrs old)

O Norma! £l Abnormal
Hgh/Hct

C1 Normal [0 Abnormal
Lead

O Nermal O Abnermal
Developmental Screening

H PEDS 0 AS
Tool: € Q O No Concern [ Concern
0 Other
5. Medical Conditions 6. Special Care 7. Recommendations 8. EC Provider
Plan Needed i Use Only
Allergies/Sensitivities [T None [ spedial Care
«  List: O Yes U No Plan completed
Medications/Treatments [ None : O spedial Care
»  List: O Yes O No : Flan completed
Special Diet prescribed by physician [ None CJ Special Care
. Lists O Yes (1 No Plan completed
Behavioral Issues/Social Emotional Concerns T None T3 Special Care
. List: 0 Yes O No - Plan completed
Medical Conditions/Related Surgeries O None ’ EI Sﬁec‘la[ Care
. List: 0 Yes O No  Plan completed
9, Physician/NP/APRN/PA or Clinic Name, Address, Zip, Phone, Fax 11. I give my eonsent for my child’s Health Care Provider to discuss the information ok this form
with my Early Childhood Provider
Early Childhood Provider Name
12, Parent/Guardian Name

10, Physician/NP/ APRN/ PA or Clinic Signature (Signature or stamp) Date | 13. Parent/Guardian Signature Date

FSupplement to the STATE OF HAWATI, DEPARTMENT OF EDUCATION, FORM 14, Rev. 4/10, RS 10-1369 (Rev. of RS 09-1051)
DHES 908 (09/11)



State of Hawai
Department of Human Services

Benefit, Employment & Support Services Division

Page 2

Instructions for the Physician (Please print)

1. Type of Screening: Check alt that apply.
» Head Circumference, Hgb/Hct, Lead
* Developmental Screening: The screening tools listed are:
PEDS: Parent's Evaluation of Developmental Status
ASQ: Ages and Stages Questionnaire
Other: Print the neme of screening tool used.

2. Date Completed
Write the date mm/dd/year the screening was performed. i.e.,
06/01/2006,

3. Results
Mark (X) to indicate "Normal” or “Abnermal”, “"No Concern” or
“Concern”, If the box is marked abnormal or concern, please
complete Box 4. Recommendations/Follow up.

4, Recommendations/Follow up
Please complete if abnormal or concerned is selected.

5. Medical Conditions
Mark (X} "None" box for each item if the child has no
Allergies/Sensitivities, Medications/Treatments, Special
Diet prescribed by physician, Behavioral Issues/Social
Emotional Concerns, Medical Conditions/ Related
Surgeries. List type of medicai condition, e.g., Medical
Condition/Related Surgeries List: Asthma

=}

. Special Care Plan Needed
If child has a medical condition and the Early Childhood Provider
should develop a special care plan, mark (X) Yes, next to the
appropriate category, If child does not need a special care plan,
mark (X) No.

7. Recommendations
Write your recommendations, e.g., “*Medications must be
administered by the parent before or after school hours.”

8. Early Childhood Provider Use Only
This section is designated for the early childhood provider o
complete If physician has marked (X} Yes in Box 6. A sample form
of a Special Care Plan is located on the DHS 908A Instructions for
the DHS 908 Early Childhood Pre-K Health Record Supplement form
which can be downloaded from the Department of Human Service

website: hitp://hawaii.gov/dhs/self-

sufficiency/childcareflicensing/forms/

9, Physician/NP/APRN/PA or Clinic Name
Type or print legibly physician, nurse practitioner, advanced
practicec registered nurse, physician assistant or clinic name,
address, zip, phone, and fax.

10. Physician/NP/ APRN/ PA, of Clinic (Signature or Stamp} and
Date:
Physician, nurse practitioner, physician assistant must sign his/her
name or stamp and write in the date of child’s examinaticn,

11. "I give my consent for my child’s Health Care Provider to
discuss the information on this form with my Early Childhood
provider.”
The Early Chiiddhood program is encouraged to type, print legibly, or
stamp the program name here pricr to parent signature. '

12, Parent/Guardian Name
Print the name of the Parent or Guardian

13. Parent/Guardian Signature
The Parent or Guardian must sign his/her name and write the date
signed,

T2HS 508 (09/11)




DOH TB Control Program DOH TB Clearance Marmal 7/18/2017

5, TB Document F: State of Hawaii TB Clearance Form
} Hawaii State Department of Health
Tuberculosis Control Program

| Paﬁept Name | - . , D'Q:B" o TB Scréening Date

1 have evaluated the individual named above nsing the process set out in the DOH TB Clearance Manual
dated 2/10/17 and determined that the individual does not have TB disease as defined in section 11-164.2-
2, Hawail Administrative Rules.

Serecning for schools, child care facilities or food handlefs (7B Document 4 or I

] Negative TB risk assessment

(0 Negative test for TB infection

() Positive test for TB infection, and negative chest X-ray

Tnifial Screening for health caré facilities or residential care settings (75 Document B or G)

(0 Negative test for TB infection (2-step)

(1) New positive test for TB infection, and negative chest X-ray

(7 Previous positive test for TB infection, negative CXR within previous 12 months,
and negative symptom screen

) Previous positive test for TB infection, and negative CXR

Annual Screening for Health care facilities or residential caré settings (7B Document D)

() Negative test for TB infection

) New positive test for TB infection, and negative chest X-ray

() Previous positive test for TB infection, and negative symptoms screen

("] Previous positive test for TB infection, and negative CXR

Signature or Unique Stamp of Practitioner:

Printed Name of Practitioner:

Healthcare Facility:

This TB clearance provides a reasonable assurance that the individual listed on this form was free from
tuberculosis disease at the time of the exam. This form does not imply any guarantee or protection from
future tuberculosis risk for the individual listed.

.12-



DOH TB Centrol Program DOH T8 Clearance Manual 18/2017

. TB Document G: State of Hawaii TB Risk Assessment for Adults and Children
Hawaii State Department of Health
Tuberculosis Control Program

| 1 _Check for TB symptoms

o If there are significant TB symptoms then fl.u'then testmor (111clud111g a chest X1 ay) 1s lequued
~“for TB clearance. :

If' swmﬁcant symptoms ale absent pmceed t_: : _”__sk Fact01 questtons

Daoes this person have significant TB symptoms?
Oy Significant symptoms include cough for 3 weeks or more, plus at least one of the following:
es

O L1 Coughing up blood O Fever [ Night sweats
o :

[ Unexplained weight loss 0 Unusual weakness 1 Fatigue

[1ves | YWas this person born in a country with an elevated TB rate?
Includes countries other than the United States, Canada, Ausiralia, New Zealand, or
M No Western and North Buropean countries.

Ll Yes | Has this person traveled to (or lived in) a country with an elevated TB rate for four weeks
Oxo | % longer?

Ll ves | At any time has this person been in contact with someone with infectious TB disease?
M (Do not check “Yes” if exposed only to someone with latent TB)
o]

Does the individual have a health problem that affects the immune system, or is medical
[ ves | treatment planued that may affect the immune system?

O No (Includes HIV/AIDS, organ transplant vecipient, treatment with TNF-alpha antagonist, or
steroid medication for a month or longer)

[l Yes | For persons under age 16 only: Is someone in the child’s household from a country with
N an elevated TB rate?
Q

Provider Name with Licensure/Degree: Person’s Name and DOB:

Name and Relationship of Person Providing

Assessment Date: Information (if not the above-named person):

~ 13-



