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	CHILD INFORMATION
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	HEALTH REVIEW
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	NOTES FROM HEALTH REVIEW

	DENTAL

	DENTAL CHECK COMPLETE DATE
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	LANGUAGE
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	NOTES ON DEVELOPMENTAL AND SOCIAL-EMOTIONAL SCREENING

	*This screening is not a substitute for regular physical examinations by a healthcare provider.
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	AUTHORIZATION TO EXCHANGE INFORMATION (AS NEEDED)

	I hereby authorize _______________________________________________________________ to exchange information/records
regarding my child’s screening with ____________________________________________________________________________.

They may share/request (check all that apply):

	The results of this screening and a request for further evaluation can be shared verbally and/or electronically
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Child’s Name ____________________________________________	Child’s Date of Birth ____________________________



