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MY CHILES PROFILE

Child’s Name:

Date of Birth:

l. Child’"s Health

Status

Assessment

& Portabl e

Name of Child:

Nickname

Date of Birth:

Social Security #:

Primary Language Spoken in Home:

Date Form Completed:

Child Lives With:[ ]Biological Family
[ JAdoptive Family
[ 1Group Home

[ ]Extended Family
[ JFoster Family

Primary Address:

City State ZIP Code
FAMILY INFORMATIONEBMERGENCY CONTACTS
Name/Relationshipto child Home Number Work Number Cell Number

INSURANKE INFORMATION

Name of Cardholder:

Social Security #f Cardholder:

Employer Insured:

Address of

l nsur ed

(i f

Primary Health Insurance Company:

Address:

Policy #:
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Child’s Name:
Date of Birth:

Phonet:
Secondary Health Insurance Company:
Address: Polioy #
Phone #:
Other Health Insurance Company:
Address: Policy #:
Phone #:
PRIMARY CARE PROVRDE
Pediatrician’s Name: Phone: Date of First Visit:
Address: City/State ZIP Code

CHI LD’ S SPHICAREINEEDS/DIAGN®S

Date of | Diagnoss
Diagnosis

Doctor Involved in Diagnosis
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£ DELAWARE

Child’s Name:
Date of Birth:

Most Recent Sensory & Ability Information

Last Date Tested: By Whom: Where:

Results if known:

[ ]Glasses [ ]ContactLenses [ ]Prothesis [ ]Other

LastDate Tested: By Whom Where:

Test Type/Results

Test Type/Results

[ ]Wears aide [ JRightEar [ ]LeftEar [ ]Both Ears [ ] Cochlear In

Mobility/Orthotics:

[ ] Braces Type: Provided By:
[ ] Wheelchair | Type: Provided By:
Measured By: Last DateMeasured:
[ ] Walker Type: Provided By:
[ ]Jacket Type: Provided By:
[ ] Computer [ ]Lipreads
[ ] Communication Board [ ] Interpreter Services
[ ] Sign Language (ASL) [ ] Communication Book
[ ] Sign Language (English) [ ] Cher:

Ambulation

[ ] Walks Independently

[ ] Walks with walker/brace etc.

[ ] Uses wheelchair with assistance

[ ] Uses wheelchair without assistance
Transfer Directions:

Walks with assistance
Nonambulatory

Manual [| Motorized
Manual [ ] Motorized

[— — — p—

]
]
]
]

[ ] Independent [ ] Hoyer Lift:
[ ] Pivot Transfer
[ ] With assistance [ ] Other:

[ 11 or 2 person lift
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IACHUERACETCH [ | Not applicable to my child

Child’s Name:

Date of Birth:

[ ] Oxygen: Liters Route Start Date

[ 1SVN: Medication Amount Frequency

[ ] Suctioning: Route Catheter size Frequency

[ ] Tracheostomy: Size/Brand Change Frequency

[ ] Ventilator: Type Settings: IMV SIMV Volume
Peak Pressure PEEP Rate

[ ] Pulse Ox: Type Settings: Low Alarm High Alarm

[ 1 Apnea Monitor: Type Settings: High Heart Rat{ Low Heart Rate

[ ] CPAP: Type Settings: Pressure

Comments:
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Child’s Name:
Date of Birth:

DIETARY / FEEDINGAGRMATION

Special Diet Instruons:
Type Route

[ ]Not Applicable to my child

Amount/Schedule Start Date

Example: MIK-KEY

Pediasure with Fiber

240cc bolus 4x daily and 30cc from | 01/01/10
9PM-6AM for a total of 45 cans daily

Feeding:

(;’ [ ] Regular Diet [ ] No assistance [ ] Special dishes/utensils
- {:\ [ ] Soft Det [ ] Partial assistance
) [ ]Pureed [ ] Total assistance
(N [ ] Finger Foods [ ] Feeding pump
Comments:
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s Child’s Name:

Date of Birth:

Hygiene:

[ ] No assistance [ ] Partial assistance

[ ] Total assistance [ ] Bath chair or shower equipment
Toileting:

[ ] Fully toilet trained [ 1 No assistance

[ ] Diapers at night [ ] Partial assistance

[ ] Diaper dependent [ ] Total assistance

[ ] Intermittent catheterization program

Frequency Technique
[ ] Independent [ ] Needs assistance

[ ] Bowel Management Program

Comments:
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Child’s Name:
Date of Birth:

ADDITIONAL INFORMAON

Hospital/Legal Information:

Hospital typically used:

Advanced Directives [ INO [ 1YES, located where:
Medical Power of Attorney [ ] NO [ 1YES, located where:
Guardianship [ INO [ 1YES, located where:

Child s Ethnicity (check all that apply)

[ ] African American [ ] American Indian [ ]Asian [ ] Other:
[ ] Pacific Islander [ ] White NonHispanic [ ] Hispanic

Religious Preference:
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Child’s Name:
Date of Birth:

SCHOOL INFORMATION

My Child’s Education
School Name:

School Address:

Teacher’s Name:

School Nurse:

Special Attendant:

Grade Placement: Type of Class:

SpecialServices: Transportation:
IEP / IFSP Date:

Goals:

School Concerns:

=\
(

S



ADDITIONAL SUPPLIEEQUIPMENT

Child’s Name:

Date of Birth:

Therapies and Related Services: [ 1 Not Applicable to my child

Therapy

Frequency

Provider

Phone #

Start Date

Physical

Occupational

Speech

Type

Provider

Address

Medication/Equipment/Supplies Contacts: [ ] Not applicable to my child

Phone #

Start Date

Pharmacy

Pharmacy

Respiration
Medications

Respiratory
Supplies

Nutritional/
Enteral

Diabetes
Supplies

Mobility

Durable Medical Equipment (DME): [ ] Not applicable to my child

Ortho/AFOs

Respiratory

Positioning
Aides

Wheelchair

Rehabilitation

Assistive Tech
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s Child’s Name:

Date of Birth:

CHI'LD"S MEDRYAL HI ST

Chronic Health Problems: | C = Current P = Past

C P Problem Procedure & Location Results See Log

Ear Infection

Feeding problems

Eczema

Bone/Joint problems

Asthma

Heart

Seizures

Diabetes

Developmental Delay

Upper Respiratory
Infections

Overweight

Underweight

Dental Caries

Anemia

Sickle Cell

Control/Problem with
bowels

Excessive Vomiting

Psychological problem
(type)

Neurological problem
(type)

Allergies

Failure to thrive

Other chronic problems
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FAMILY MEDICAL HISR®

Child’s Name:
Date of Birth:

Chi |l

d’ s

Name:

DOB:

Please complete the following table, including your child’s grandparents, by checking the appropriate

box.

Family Health: [ 1 Unknown

Condition

Father

Mother

Sibling
1

Sibling
2

Sibling
3

Sibling
4

Grand
mother
1

Grand
father

Grand
mother

Grand
father

Age

Arthritis

Cancer

Diabetes

Heart
Cond.

Lung
Cond.

Stroke

Smoker

Mental
lliness

Other
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s Child’s Name:

Date of Birth:

HEALTH CARESOURCE OF PAYMENT

Chil d’'s Name:

Date of Birth:

Do you have hedhcare insurance? YES NO (circle one)
If YES-fill out the requested information

In the space provided, write your insurance provider’s name and contact information. If you get a new
provider or have more than one provider, write the information in the next available space. Remember
to include dental, eye, and prescription insurance on this form.

Insurance Provider Identification Cardholder Insurance Contact Address for
(name and phone number) Number Name Billing purposes
(often on back of card)

Name:

Phone #:

Name:

Phone #:

Name:

Phone #:

Name:

Phone #:

Name:

Phone #:
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Child’s Name:
Date of Birth:

HEALTHCAREMEDICAID & MEDICARE

Does your child have Medicaid benefits? YES NO (circle one)
If YES- fill out the requested information
In the space provided, write child’s Medicaid identifying information and contact information.

Identification Medicaid Phone Medicaid Contact

Number Number Address

MEDICAID

NOTEYou can apply for Medicaid in any one of the following ways — write, phone, or go to your local
department of social services.

Does your child have Medicare benefits? YES NO (circle one)

If YES- fill out the requested information

In the space provided, write child’s Medicare identifying information and contact information.

Identification Medicare Phone Medicare Contact
Number Number Address
MEDICARE
Are there any other services providing healthcare payments for your child¥ES NO (circle one)

If YES- fill out the requested information
In the space provided, write your health care payment provider’s identifying and contact information.

Identification Pr ov iPdome ContactAddress
Number Number

Provider
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BIRTH INFORMATION

Child’s Name:
Date of Birth:

Mot her "rsNaikka i d e

Last First Middle
Fat her’'s Name:
Last First Middle

Foster/Parent Guardian

Names of Brothers & Sisters:

Was Child A Twin?
[ ]1Yes [ 1No

Hospital (birth):

Birth Weight: Length:

Ibs. 0z.

inches

APGAR Score: Gestation Age:

Weeks:

Diagnosis:

Doctor:

Complications at birth:

Prenatal medical care of mother:

Regular Erratic

Absent

When was prenatal care begun:

Was oxygen used for baby after delivery:

Blood type of child:

Name of Child:

Date of Birth:
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MEDICATION MANAGEMENFORM

Child’s Name:
Date of Birth:

Patient Name:

Date of Birth:

Local pharmacy name:

Pharmacy phone number:

Local pharmacy address:

Mail order company name:

Company phone number:

Name of Medication Dosage
(Brand or Generic) (mg, units,
puffs, drops)

When to
take it?

Why take
it?

Start
Date

Stop
Date

Monitoring
Required

Prescribed
by

Side effects/
danger signs

Overthe-counter medications (check all that yodamily members use regularly)

[ 1Allergy relief, antihistamines

[ ] Cold/cough medicines

[ ] Laxatives

[ ] Other(list below):

[ 1Antacids

[ ] Diet pills

[ ]Sleeping pills

[ 1 Aspirin/relief for pain, headache, or fever

[ ] Herbals, dietary supplements

[ ]Vitamins, minerals
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IMPORTANT TESTS

Child’s Name:

Date of Birth:

[ 1Blood []Xay [ ]CT [ ]MRI [ ]Other | Date Performed:
Description:

Doctor who ordered test: Telephone:

Results:

Location of Test Record: Telephone:
Comments:

[ 1Blood []Xay []CT [ ]1MRI [ ]Other | Date Performed:
Description:

Doctor who ordered test: Telephone:

Results:

Location ofTest Record: Telephone:
Comments:

[ ]Blood []Xay [ ]CT [ ]MRI [ ]Other | Date Performed:
Description:

Doctor who ordered test: Telephone:

Results:

Location of Test Record: Telephone:

Comments:
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EQUIPMENT & SUPPLIES

Child’s Name:

Date of Birth:

Name of Equipment:

Date obtained:

Supplier:

Serial Number:

Description (model, size, etc):

Additional Info:

Contact Person:

Phone:

Fax:

Website:

Name of Equipment:

Date obtained:

Supplier:

Serial Number:

Description (model size, etc):

Additional Info:

Contact Person:

Phone:

Fax:

Website:

Name of Equipment:

Date obtained:

Supplier:

Serial Number:

Description (model, size, etc):

Additional Info:

Contact Person:

Phone:

Fax:

Website:
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RESPITE CARE

Child’s Name:
Date of Birth:

Respite Care ®vider:
Contact Information:
Funded By:

Days & Hours Availdbe:
Notes:

Respite Care Provider:
Contact Information:
Funded By:

Days & Hours Available:

Notes:

Respite Care Provider:
Contact Information:
Funded By:

Days & Hours Available:

Notes:

Respite Care Provider:
Contact Information:
FundedBy:

Days & Hours Available:

Notes:
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FAMILY \JOICES

Child’s Name:

Date of Birth:

DENTAL RECORD

Chil d’'s Name:

Dentist’s Name:

Address:

City: State: Zip:

Phone of Dentist:

(O Dentist has been informed of child’s medical condition and medical specialists’
recommendations.

All children should have routine dental care. Such care may be even more important when your child
has a special health care need. He or she may need to be treated by a dentist with special skills. Consult
with your family dentist or your child’s medical specialist to determine if he or she requires specialized
dental services.

Before your child is examined, the dentist should have information regarding your child’s medical
condition or current care. Any precautions recommended by your child’s medical specialist should be
discussed with the dentist. It is also essential that you provide the dentist with a list of current
medications received by your child.

You may wish to use the space below to keep track of your child’s dental appointments.

Date Time | Reason for Visit Procedures Done
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HEALTH CARE PROVIBER

Child’s Name:

Date of Birth:

Primary Medical Provider:

Address:

City: State: Zip:
Phane: Email:

Preferred Hospital:

Address:

City: State: Zip:
Phone: Email:

Specialty Hospital:

Address:

City: State: Zip:
Phone: Email:

Dentist:

Address:

City: State: Zip:
Phone: Email:
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Festh et Child’s Name:

Date of Birth:

HEALTH CARE PROVIBERONTINUED)

Pharmacy:

Address:

City: State: Zip:
Phone: Email:

Specialist: Type:

Address:

City: State: Zip:
Phone: Email:

Specialist: Type:

Address:

City: State: Zip:
Phone: Email:

Specialist: Type:

Address:

City: State: Zip:
Phone: Email:
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Child’s Name:
Date of Birth:
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