
CHILD HEALTH ASSESSMENT 

The Child Health Assessment is to be completed and signed by a nurse approved by KDHE to perform Child Health Assessments or a 
licensed Physician. If a Physician Assistant (PA) completes the Child Health Assessment, the signature of the licensed Physician 
authorizing the PA is to be included at the bottom of this form. 

Child Health Assessment, recorded on a KDHE Form, is required for all children including children of the provider or staff i Licensed 
Day Care Homes, Group Day Care Homes, Child Care Centers and Preschools.  A Child Health Assessment is optional for children in 
Registered Family Day Care Homes. A Kan-Be-Healthy Assessment Form is a KDHE form and is acceptable. A School Assessment Form 
is also acceptable for school age children or youth. 

PAST HEALTH HISTORY (DEVELOPMENTAL - ILLNESS - HOSPITALIZATION) 

 ALLERGIES _________________________________________________________________________________________ 

 CURRENT MEDICATIONS ______________________________________________________________________________ 

 NUTRITIONAL STATUS ________________________________________________________________________________ 

Physical Examination 

 Height _____________     Weight ____________ 

 Head ______________________________________  Abdomen _______________________________________ 

 EENT ______________________________________  GU ____________________________________________ 

 Teeth ______________________________________  GYN ___________________________________________ 

 Heart ______________________________________  Skeletal ________________________________________ 

 Lungs ______________________________________  Neurological ____________________________________ 

Screening Tests (Dates done and results) 

 Vision _____________________________________  TBC. Test _______________________________________ 

 Hearing ___________________________________  Sickle Cell ______________________________________ 

 Speech ___________________________________  HGB. __________________________________________ 

 DDST _____________________________________  U.A. ___________________________________________ 

 Other _____________________________________ 

Diagnosis _________________________________________________________________________________________________ 

 __________________________________________________________________________________________________ 

Do you see this child for regular health supervision:   Yes__________  No ________________ 

Signature of licensed Physician or Nurse approved for child Health Assessments__________________________________________ 

Print Name of individual signing above ______________________________________ Date ___________ Phone______________ 

Address of Physician or Nurse ___________________________________________________________________________________ 

    Street      City    Zip 
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