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EARLY PERIODIC SCREENING DIAGNOSIS & TREATMENT (EPSDT)
To Parent/Guardian/Caregiver:
CF Operating Procedure 175-40 requires children entering shelter or foster care to be medically screened within 72 hours of removal.  Such medical screening shall be provided by a licensed healthcare professional.

	Name of child (Last, First, Middle)


	Birth Date

	Sex


	Address (street)


	School

	Grade


	City and Zip Code


	Home Telephone Number

	Parent/Guardian




PART I – CHILD’S MEDICAL HISTORY

Please check answers to questions 1 through 7 below in the column on the left.
(Please explain any “Yes” answers in the space provided below).
1. Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Any concerns about general health (eating and sleeping habits, weight, etc.)?

2. Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Any other specific illness or social/emotional or behavioral problems?

3. Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Any allergies (food, insects, medication, etc.)?

4. Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Any prescription medication (daily or occasionally)?

5. Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Any problems with vision, hearing, or speech (glasses, contacts, ear tubes, hearing aids)?

6. Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Any hospitalization, operation, or major illness (specify problem)?

7. Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Any significant injury or accident (specify problem)?

Please explain any “Yes” answers from above.

PART II – MEDICAL EVALUATION
To be completed and signed by the Health Care Provider ONLY:

The child named above has had a complete history and physical exam on the following date: 







(Exam must be within one year of enrollment)

Screening Results:

	Vision –
 Without Glasses


	Right 20/                  

	Left 20/        
	Passed  FORMCHECKBOX 

Failed  FORMCHECKBOX 

Referred  FORMCHECKBOX 

	Hearing – right
	Passed  FORMCHECKBOX 
 Failed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 


	Vision – 
With Glasses


	Right 20/         

	Left 20/          
	
	Hearing – left
	Passed  FORMCHECKBOX 
 Failed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 



Gross Dental (teeth and gums)
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Abnormal
 FORMCHECKBOX 
 Refer/Tx: 





Head/scalp/skin


 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Abnormal
 FORMCHECKBOX 
 Refer/Tx: 





Eyes/Ears/Nose/Throat

 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Abnormal
 FORMCHECKBOX 
 Refer/Tx: 





Chest/Lungs/Heart


 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Abnormal
 FORMCHECKBOX 
 Refer/Tx: 





Abdomen



 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Abnormal
 FORMCHECKBOX 
 Refer/Tx: 





Postural Assessment


 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Abnormal
 FORMCHECKBOX 
 Refer/Tx: 
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This child has the following problems that may impact the educational experience:

 FORMCHECKBOX 
 Vision
 FORMCHECKBOX 
 Hearing
 FORMCHECKBOX 
 Speech/Language
 FORMCHECKBOX 
 Physical
 FORMCHECKBOX 
 Social/Behavioral
 FORMCHECKBOX 
 Cognitive


Specify: 





























 FORMCHECKBOX 
 This child has a health condition that may require emergency action at school, e.g. seizures, allergies.  
Specify:





























(Please check one)
 FORMCHECKBOX 
  This child may participate fully in school activities including physical education.

 FORMCHECKBOX 
  This child may participate in school activities including physical education with the following    restriction/adaptation:
(Specify reason and restriction) 











	Signature/Title of Health Care Provider
	Date
	Address (please print or stamp)

	
	
	

	Name (please print or stamp)
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