
EPSDT CHILD HEALTH MEDICAL RECORD 
 
Name   Medicaid Number   
 Last First Middle 
   
Sex Race 
___M ____White ____Black ____Am. Indian Birth Date   
___F ____Latino ____Asian ____Other 
 
I give permission for the child whose name is on this record to receive services in the    
I understand that he/she will receive tests, immunizations, and exams.  I understand that I will  
be expected to follow plans that are mutually agreed upon between the health staff and me. 
 
Date   Relationship  Date   Relationship   
 Signature  Signature  
Date   Relationship  Date   Relationship   
 Signature  Signature  
Date   Relationship  Date   Relationship   
 Signature  Signature  
Date   Relationship  Date   Relationship   
 Signature  Signature  

FAMILY HISTORY 
(Code Member Having Disease) 

(F-Father, M-Mother, S-Sibling, GP-Grandparent,O-Other) 
If Negative, place an N in the blank 

____ heart disease ____ high blood pressure ____ tuberculosis ____ cancer 
____ stroke ____ blood problem/disease ____ birth defects ____ stroke 
____ asthma ____ nerve/mental problem ____  mental retardation ____ diabetes 
____ alcohol/drug abuse ____ foster care ____ Other 
 

Update (annually)  Update (annually)  
Update (annually)  Update (annually)  
Update (annually)  Update (annually)  
Update (annually)  Update (annually)  

MEDICAL HISTORY 
HISTORY 0-Neg 

+-Pos 

DETAIL POSITIVES HISTORY 0-Neg 

+-Pos 

DETAIL POSITIVES 

Childhood 
Diseases 

  Frequent Colds   

Diabetes Mellitus   Tonsilitis   

Epilepsy   Bronchitis   

Thyroid 
Dysfunction 

  Ear Infection   

Mental l Illness   Pneumonia   

Rheumatic Fever   Convulsions   

Heart Disease   Headache   

Hepatitis   Drug Sensitivity   

Blood Dyscrasia   Allergies   

Anemia   Medications   

Eczema   Operation, 
Accident 

  

Tuberculosis   Drug Abuse   

Asthma   Chronic 
Problems 

  

 
Hospitilizations (year & reason)  

 

Updates (each screening)  
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DEVELOPMENTAL ASSESSMENT

DATE      NORMAL        ABNORMAL (detail)                DATE  NORMAL  ABNORMAL (detail)

ANTICIPATORY GUIDANCE
(Should be done at each screening and documented with a date)

2 Weeks to 3 Months_______________ 13 to 18 Months______________ 6 to 13 Years_______________
         Dates completed                                Dates completed                           Dates completed

______Nutrition ______Nutrition ______Nutrition
______Safety ______Safety ______Safety (auto passenger safety)
______Spitting up, hiccoughs, sneezing, etc. ______Dental hygeine ______Dental care
______Immunizations ______Temper tantrums ______School readiness
______Need for affection ______Obedience ______Onset of sexual awareness
______Skin & scalp care, bathing frequency ______Speech development ______Peer relationships (male & female)
______Teach how to use the thermometer ______Lead poisoning ______Parent-child relationships
               and when to call the doctor ______Toilet training counseling begins ______Prepubertal body changes (menst.)

4 to 6 Months______________ 19 to 24 Months_______________ ______Alcohol, drugs and smoking
                             Dates Completed                                Dates Completed ______Contraceptive information if sexually active
______Nutrition ______Nutrition ___________________________________
______Safety ______Safety ___________________________________
______Teething & drooling/dental hygiene ______Need for peer relationships ___________________________________
______Fear of strangers ______Sharing 14 to 21 Years_________________

______Lead poisoning ______Toilet training should be in progress                              Dates completed

____________________________________ ______Dental hygeine ______Nutrition/dental

7 to 12 Months_______________ ______Need for affection and patience ______Safety (automobile)
                              Dates completed ______Lead poisoning ______Understanding body anatomy

______Nutrition 3 to 5 Years_______________ ______Male-female relationships
______Safety                         Dates completed ______Contraceptive information
______Dental hygiene ______Nutrition ______Obedience and discipline
______Night crying ______Safety ______Parent-child relationships
______Separation anxiety ______Dental hygiene ______Alcohol, drugs and smoking
______Need for affection ______Assertion of independence ______Occupational guidance
______Discipline ______Need for attention ______Substance abuse
______Lead poisoning ______Manners ___________________________________

______Lead poisoning ___________________________________
____________________________________ ______Alcohol & drugs ___________________________________

NUTRITIONAL ASSESSMENT
DATE       ADEQUATE        INADEQUATE (detail)            DATE ADEQUATE    INADEQUATE (detail)
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LABORATORY TESTING 
 Hematocrit 

Hemoglobin 

Urine 

Sugar/Albumin 

 

Lead 

Sickle Cell 

Screen 

 

Other 

Date      

Results      

Date      

Results      

Date      

Results      

Date      

Results      

Date      

Results      

 

 

Are immunizations up to date? _____ Yes _____ No 

 

Comments:     

  

   

  

Date Progress Notes Signature 
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PHYSICAL ASSESSMENT  
(UC=Under the care) 

Date of Exam          
 
Age 

School 
Grade 

        

Height Weight         
Head Circumference          
Temperature          
 
Pulse 

Blood 
Pressure 

        

Hearing  (R) (L) (R) (L) (R) (L) (R) (L) 

Vision  (R) (L) (R) (L) (R) (L) (R) (L) 

Dental Care  Referral ___  *UC ___ Referral ___ UC ___ Referral ___ UC ___ Referral ___ UC ___ 
Physical 
    Examination 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
WNL 
Abnormal: 

  
WNL 
Abnormal: 

  
WNL 
Abnormal: 

  
WNL 
Abnormal: 

 

 
Signature 

         

 
PHYSICAL ASSESSMENT 

Date of Exam          
 
Age 

School 
Grade 

        

Height Weight         
Head Circumference          
Temperature          
 
Pulse 

Blood 
Pressure 

        

Hearing  (R) (L) (R) (L) (R) (L) (R) (L) 

Vision  (R) (L) (R) (L) (R) (L) (R) (L) 

Dental Care  Referral ___ UC ___ Referral ___ UC ___ Referral ___ UC ___ Referral ___ UC ___ 

Physical 
    Examination 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
WNL 
Abnormal: 

  
WNL 
Abnormal: 

  
WNL 
Abnormal: 

  
WNL 
Abnormal: 

 

 
Signature 
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