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   Hope & Home | 4945 N. 30th Street, 3rd Floor, Colorado Springs, CO 80919
 INITIAL Child Admission Physical Examination Form

Must be completed and turned in within 14 days!  Date Appointment Made____________________
Child’s Name:_________________________________________________ Sex ___________  DOB ____________________

Date of Examination: _______________________________
NOTE: If more space is needed, please use the back side of this sheet!
Height: __________

Weight: __________

Temperature: __________

If under 2 years old, include the length, head circumference and growth percentile: __________________________________

_____________________________________________________________________________________________________

Immunizations history or immunizations given: ______________________________________________________________

Skin: ________________________________________________________________________________________________

Scalp: _______________________________________________________________________________________________

Eyes - 




Vision without glasses:
Right: __________________
Left: __________________






Vision with glasses:
Right: __________________
Left: __________________

*Is Optometry Exam recommended for this child?    (Please circle)    Yes   /    No

Ears – 




Hearing:
Right: __________________
Left: __________________

Nose: ________________________________________________________________________________________________

Teeth – Number: ______________ Condition: _______________ Occlusion _______________________________________

Throat – Pharynx: ______________________________________ Tonsils: ________________________________________

Adenoids: ____________________________________________ Glands: _________________________________________

Thyroid: _____________________________________________ Chest: __________________________________________
Heart: _______________________________________________ Lungs: __________________________________________

Abdomen: ____________________________________________________________________________________________
Reflexes: _____________________________________________ Extremities: _____________________________________

Posture and Spine: _____________________________________________________________________________________

Nutrition: ____________________________________________________________________________________________
Signs of Endocrine Imbalance: ___________________________________________________________________________

Menses: _____________________________________________________________________________________________

Blood Pressure: (1) Normal: ___________  (2) Abnormal:____________ (3) Vasomotor Stability: ____________________

Treatment given: ______________________________________________________________________________________

Should there be any limitations in the youth’s physical activities? __________ If so, please describe: ____________________

_____________________________________________________________________________________________________

Recommendations: _____________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
Examining physician’s signature: _______________________________________________    Date: ___________________

Physician’s phone # & complete address (Please print or type) __________________________________________________
_______________________________________________________________________________________Please complete page 2
Page 2
Hope & Home

4945 N. 30th Street

Colorado Springs, CO  80919

(719) 575-9887

Child’s Name: __________________________________  DOB: __________________

Additional Over-The-Counter Drugs

For Use When Necessary

As a foster parent, I am unable to dispense any medication unless prescribed in writing by a physician.  

This includes over-the-counter drugs such as pain relievers, cough syrup, diaper rash ointment, etc.  

Please complete the list below.

Aspirin


Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Acetaminophen

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Cough Syrup

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Decongestant

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Expectorant

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Diaper Rash Cream 
Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Cold Syrup

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

First Aid (minor)

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Baby Powder

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Antacids


Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Other


Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________
