/. ‘L/. VL_/‘""\E’J{.’Z WOV ‘\/

-

(ommanimy AcTION ( JRGANLZATION |

APPLICANT ____

PROGRAM APPLICATION

SET S S ... PHONE (day) o o leve) cssesens
STREET ADDRESS _ e APTH g
MAILING ADDRESS . _
ity —— SSTATE cqmaeree ZIP pnnonppsie s
EMERGENCYCONTACT _ _ EMERGENCY PHONE }
TYPE [JcpL Oexr  [JremH 3 IND. F 0 iND. M (] MALE H (J 2-PARENT
HOUSING (] Rent Amt__ (J own (] Mobite (J subsidized (J Homeless
L) Famm Labor (J shared (] Multi-unit (] Heat Incl.
L) wx pone (J WX Needed
HOMELESS (2] Formerty L] Homeless/Cause_ e Zip .
HEAT LI oil [} Gas (] Propane O Eleciricity {1 wood (] other
TOTAL HCUSEHOLD TOTAL
SOURCE OF CONTACT NCOME___ # IND
APPLICANT
INCOME (APPLICANT) . S
DOB / / o M/QlY ANNUAL _|source e
VAl FO B ] j
HOW VERIFIED INCOME: || B R o
o = TOTAL -_" o —H__*__J
EMPLOYMENT  FE FF FT MF NO PT RE SE sF TS ™ UN
DEMOGRAPHICS Ethn, A BL H MX NA NA oT WHi
Lang 1 2 — Ed: Yet: (] Disability: M / P / T / Home
BENEFITS FS ADC  SS SSD  SSI RET  GA VA OHP

By signing this form, I declare that all inforrnation provided for purposes of establishing program eligibility is true and correct to

the best of my knowledge. | hereby authorize

Community Action {  CAQ) or its agents access lo any

records necessary to verity information given.

Applicant Date _ . -
WCCAO Representative R _ Date e SRS S N
COMMENTS e

SERVICE ___UNITS: _UNTs: __ UNITS:

CODES:




PROGRAM APPLICATION: FAMILY/HOUSEHOLD INFORMATION

APPLICANT ) Page of _
NAME
INCOME
First M Last M/a/Y ANNUAL jsounc& - iy
M ] FLJ S e
SSH__ / / DOB / / —— - S ]
HOW VERIFIED L e —— T
TOTAL o
EMPLOYMENT  FF FT MF NO PT RE SE SF TS ™ UN
DEMOGRAPHICS Ethn: A BL H MX NA NR oT WH
Lang 1 @ Ed __vetO Dis: M/ P/ T/ Home
BENEFITS: FS ADC  SS ssp  ssl RET  GA VA OHP
NAME
INCOME
First Mi Last M/Q/Y [ANNUAL SOURCE !.
Y FUJ e ;
SSH /. / DOB / / | _ _|. I
HOW VERIFIED - S (TR WT_-_._ ________ —
TOTAL - B
EMPLOYMENT FF FT MF NO PT RE SE SF TS ™ UN
DEMOGRAPHICS Ethn: A BL H MX NA NR oT WH
Lang 1 2 _ Ed_ vet[dJ Diss M/ P/ T/ Home
BENEFITS: FS ADC  sS ssb ssl RET  GA VA OHP
NAME
INCOME
First Mi Last M/Q/Y  |ANNUAL _Isouncs - 1
M [ FLI _ ' 8
ssi# I DOB__ [ g !
HOW VERIFIED . —_— e
TOTAL | .
EMPLOYMENT FF FT MF NO PT RE SE SF TS ™w UN
DEMOGRAPHICS Ethn.. A BL H MX NA NR oT WH
Lang 1 2 _Bd__vetl] Diss M/ P/ T/ Home
BENEFITS: FS ADC  SS SSD  SsI RET GA VA OHP
NAME
: INCOME o
First Mi Last — A_NNUAL SOURCE —
M [ FLJ
SSH__ / / DOB / / o I P
HOW VERIFIED - B B o 1_.._,_._@_”“ O -
TOTAL | o ]
EMPLOYMENT FF FT MF NO PT RE SE SF TS ™w UN
DEMOGRAPHICS Ethn.: A BL H MX NA NR oT WH
Lang 1 2 Ed . vetld Diss M/ P/ T/ Home
BENEFITS: FS ADC 85 SSD  ssi RET GA VA OHP




WASHINGTON COUNTY COMMUNITY ACTION ORGANIZATION (circle one)
WCCAC SHELTER

EMERGENCY SHELTER PROGRAM INTAKE "~ MOTEL

TCM
OTHER

=t STAFF:

LMILY NAME,

city - e . __state ___._ .__date you left this residence |_

THE FOLLOWING QUEST!ICNS ARE ASKED IN ORDER TO PROTECT THE SAFETY AND
ECURITY OF ALL SHELTER RESIDENTS. YOUR COOPERATION IS APPRECIATED

)

w

iii )

23 ANYCNE N YOUR FAMILY HAVE ANY COCMMUNICABLE ILINESS?  YES ~NO
= I L ML O .11 11 N SO O——

RENTLY RECEIVING MENTAL FEALTH TREATMENT CR COUNSELING OR HAVE A

= ANYONE N YOUR FAMILY CuR

- STORY OF VENTAL HZALTH FRCBLEMS?  YES NO

~AME EXPLANATICN (cates. reasons. ouicomes. etc.;

AZTICATIONS CURRENTLY 3ZING TAKZN FOR ANY RZASCN T

:A}A-‘\v'!r:— . e . .'E:'ZCA-'-'IC ¥ e :CSAGE -‘-REASON ................................................

SHELTE= 2CL.CY PRCHIEITS DRINKING AL OL OR TAKING |LLEGAL DRUGS ON AND CFF THE PREMISES WHILE
e INSE = msERSR G TIEERSIREagSon ASS .\ M‘:‘/'QCQS OF YOLUR FAMILY WILLING AND ABLE TO STAY

COMPLZTZLY ut__/‘\\ An'\_J SUu::\ FC? 21 CAYS? YES f\o
=AS ANYTNI IN YOUR FANILY BEEN IN TREATMENT FCR SUBSTA ADUS":7 YES NO

YRO? WHEN? WHERE?

CCUNSELCR NANME ' PHONE:

YHAT ALCC=CL AND/CR NCN-PRESCRIPTICN CRUGS WERE USED BY ANY FAMILY MEMBER IN THE LAST 30 DAYS?
AME COHCUDRLG . AMOUNT ... HOWOFTENT

AHEN DD YCOU'RAVE YOUR LAST DRINKY

-53 ANYCNE iN YOUR FAMILY 35N CONVICTED OF ACRIME?  YES  NO
AME CHARGE DATE LCCATION

=.C. NAME PHCNE cITy CC. sT.




Community Action Organization
Emergency Family Shelter

Prescreening Form
Date

** Make sure you are speaking to the head of household.

Client’s Name Tel. Contact #

1.

Can you please describe your situation and why you and your family are
in need of shelter? '

Explanation:

Are you or any family member currently fleeing a domestic violence
situation? YN

Explanation:

Have you or any family member stayed in a shelter within the year?

** If answered yes, Have you or any family member been evict:d f?om
another shelter? : Y N

Name/Where:

Contact #:

Explanatioh:

How many persons need shelter in your family?
What are the ages and sex of the children?

age MF age MF
age MF age MF
age MF age MF

Can you please give an estimate of your families monthly income?

AFS $ Employment

Food Stamps $




10.

11.

Have you or any family member been in a drug or alcohol treatment
program? Y N

Name/Where

Contact person & #:
Date/Year:

Explanation:

** If answered yes, how long have you/ family member been clean and
sober?

** Shelter rules do not include housing people with drug or alcohol
problems, residents are not permitted to drink or use drugs during their
stay.

Briefly explain our Shelter Program to the head of household. Important
things to mention are;

Five week stay

Chores - 2 per adult daily

Shelter hours - when residents are required to leave shelter
No drugs or alcohol

Child supervision

** Shelter residents are required to participate in the following programs:

12.

Case Management
Tenant Education Class
Parenting Class

If any red flags, ask for additional information:
Date of Birth:

Social Security #:

Intake staff signature

6/96/prescreen



WASHINGTON COUNTY COMMUNITY ACTION OBGANIZATION
EMERGENCY SHELTER PROGRAM 4’

TO BE COMPLETED BY CASE MANAGER AT 2nd DAY INTAKE | CASE MANAGER:

DATE:
LIST ALL. FAMILY MEMBERS BELOW
2 VETERAN CURRENTLY
NAME (FIRST AND LAST) M/F AGE Y/N WITHYOW?
TWO PEOPLE WHO WILL ALWAYS KNOW WHERE TO REACH YOU:
NAME: ADDRESS PHONE
EMERGENCY NEEDS
[J FOOD [C] DOMESTIC VIOLENCE
':J CHILD ABUSE D TRANSPORTATION 3 sesssassssasssasssasssassasssaacssasned sniasssaacsaanssasssnsis
1 MEDICAL [ FURNTURE
D CLOTHING D MENTAL HEALTH = S s eimidinn mididie i 678 0o ol s i 0 nn, o i o s n s e ieii, e v e S0 i mse ;
] onEn i

HOUSINQ INFORMATION

WHAT HAPPENED TO MAKE YOU HOMELESS NOW?

HOW MANY TIMES HAVE YOU MOVED IN THE PAST YEAR?

WHAT ARE YOUR HOUSING NEEDS? (slze, locallon, speclal needs, smount of rent, etc.)




|
i

WHO DOES IT COVER?

HEALTH INFORMATION EMERGENCY SHELTER ASSESSMENT--P.2
DO YOU HAVE HEALTH INSURANCE? D YES D NO
WHAT TYPE? [] rusuic : ] ravate ’

depresslon, substance abuse, anger or violent behavior, etc)

ARE YOUR CHILDRAEN IMMUNIZED? Q YES P NO
WHAT SPECIFIC NEEDS OR CONCERNS DO YOU HAVE ABOUT THE HEALTH OR WELLBEING OF ANY FAMILY MEMBER? (lliness, disablilty,

EMPLOYMENTINFOHMA“ONI

ARE THE ADULTS IN YOUR FAMILY EMPLOYED?

NAME OCCUPATION LOGATION |

}

i

I

1

IS ANYONE LOOKING FOR WORK? [ ves [ ~o ¥ ves, who? ?

WHAT WORK ARE THEY INTERESTED IN DOING? |

..................................................................................................................... i

..................................................................................................................... g

WHAT WORK HAVE THEY DONE IN THE PAST? !

.. IS THEBE. WORK THEY CANNOT QR DQ NOT WISH. TO Q7 | .. ..ttt t e e e e e e e e e e e e e e e e e e e e et e e e e aeaan :

EDUCATION INFORMATION

EDUCATIONAL LEVEL OF THE ADULTS IN THE FAMILY (wrlte In names In approprlate epaces) |

K -8TH GRADE |

9-12TH (non HS grad) ’

HS GRAD/GED !

POST SECONDARY }‘
ARE THE ADULTS IN YOUR FAMILY ABLE TO READ THE NEWSPAPER IN ENGLISH? d ves ] wo

i

ARE YOUR SCHOOL-AGE CHILDREN ENROLLED IN SCHOOL NOW? I ves dw |

NAME GRADE SCHOOL, LOCATION COMMENTS



FAMILY INFORMATION

lEMEnGENCV SHELTER ASSESSMENT--P.a
DOES ANYONE IN YOUR FAMILY NEED AN INTERPRETER FOR SPEAKING ENGLISH? HYES D NO  WHO?

IN HARD TIMES, WHO IS MOST SUPPORATIVE AND THE MOST HELP TO YOU WHEN YOU NEED IT? (Cherck all that apply)

FAMILY (who?)
FRIENDS (who)
CHURCH

SOCIAL SERVICE AGENCIES (Whioh ones?) )
OTHER (who?)

WHAT EFFEGT HAS BEING HOMELESS HAD ON YOUR FAMILYT: =« « « t « st m et s e e et s et e ee et ee e e s e s s e e st et e s emaeesaansennns

LOSS OF CHILDREN -------------------------------------------------------------------
DISCIPLINE PROBLEMS
EMOTIONAL PROBLEMS (For example, depression,

anxloly, sleep problems,. appetite chenges,etc)
CHILDREN HAVE TROUBLE LEARNING
VIOLENT OR ANGRY BEHAVIOR

INGREASED USE OF DRUGS ANDOR ALCOHOL 7 rriimmemeeee
OTHER

SIGNATURE OF AT LEAST ONE ADULT FAMILY MEMBER: DATE;

DATE:

HMLSSAST.FAM {0/91



‘zation #:

5

Applicant Name:

Agency:

{Last, First)

OREGON HOUSING AND COMMUNITY SERVICES DEPARTMENT
LOW-INCOME ENERGY ASSISTANCE PROGRAM AUTHORIZATION FORM

Regular Authorization Number (use for Crisis only):

Previous Authorization Date:

SSN

Name

Sex

; a8 ~.\<§ & 4
Birth Date | & & oF & & &

CLIENT INFORMATION

Language Codes
E  English

S  Spanish

RU Russian
Vletnamese
Chinese
American Sign
R Arabic

Farsi

Hmong
Khmer

O Korean
Laotian

Mien

MA Mayan Group
RO Romanian

IrXXINPprO<

Ethnic Group Codes
W White

AF  African-American

H Hispanic

NA  Native American
AS  Asian American

P Pacific Islander

M Mixed Race

NO No Response

Employer

Address

City

State

Zip

Phone

EMPLOYMENT

Income Source

Type

Frequency

Amount

Annual

Comments / Verification

INCOME

Ref.

Expense Source

Type

Frequency

Amount

Annual

Comments / Verification

DEDUCTIONS

Payment Type:

Intake Date:

Subsidized (Y/N):

Authorized Amount:

Total Annual Income:

1 Regular
2 Crisis
Other:
3 Sub-Half
4 Roomer Boarder/
Owner 1/2
5 Sub-Special
6 Hotel
7 Special

PROGRAM (LIEAP 95):

Eligible # in Household:

Weatherization (Y/N):

Direct Pay Amount:

Less Deductions:

Vendor

Name on Account |

Account Number

Amount

Adjusted Annual Income:

Comments:




Authorization #:

Applicant Name:

(Last, First)

Agency:__________

Street Address:

Apt. or Space #: ‘

Address Line 2:

Comments:

cz> City: ! State: Zip: County:
= ' —
< . Types of Heat:
3l Type of Dwelling: Enter Value from List below Residence Status: ' Enter Value from List below YPE |
g E Electric W Wood
=l H House A Manufactured Home R Rent (Heat not included) - |
Wl M Multiple Units (2-4) E Hotel E Rent (Heat included)
w
g U Multiple Units (Over 4) T Travel Trailer O Own N Natural Gas ‘ P Pellet
T O Mobile Home R Other S Subsidized Housing (Heat not included) ]
(% U Subsidized Housing (Heat included) O Qi T Other [
3l Comments: —
_J L Liquid Gas
Primary Heat Type: Enter Value from list above |
Mailing Address: Apt. or Space #: Hold at Agency |
—
|
Address Line 2: POB: ' | Checks
o |
o
E City: State: Zip: Phone: M/H/W: Mail
@ |
o
-

APPLICANT DISCLAIMER:

that my fuel supplier will receive a copy of this document,

days of the completed date of the application or date of denial.

rized investigation for confirmation of that information. I agree to let Adult and Family
Services give information to HCS or its agents, so that I can get energy assistance. [ am aware

If I receive assistance to which I am not entitled as a result of withholding information or
knowingly giving fraudulent information, I must repay that assistance and may be found
| guilty of fraud and fined up to $10.000 or put in prison or both. I understand that no person
may be denied assistance on the basis of race, color, sex, age, handicap, religion, national ori-
gin or political belief. I further understand that if my application is unjustly denied or is not
processed in a timely manner that [ may be entitled to a fair hearing, if requested within 30

['have not received LIEAP under this program since October 1, 1995. By signing this form, I
hereby authorize Oregon Housing and Community Services Department (HCS) or its agents,
access to any records in order to verify information given. I also consent to any legally autho-

Applicant Signature:

App icant Signature:

Date

Intake Worker Signature:

Authorizing Agency Signature:

Date

Agency Certification: The above named applicant has met the income eligibititv requirements of the State of
Oregon Low Income Energy Assistance Program and is authorized to receive assistance in the amount above.

Date

Data Entry:

Date

INPUT DOCUMENT



FAIR HOUSING CONTACT SHEET L~rewssm (0

PROTECTED CLASS:

DATE:
NAME: PHONE:
ADDRESS:

—e
LOW INCOME: D YES D NO PUBLIC ASSISTANCE: D YES D NO
— —
SITUATION:

PLAN OF ACTION:
—




WASHINGTON COUNTY COMMUNITY ACTION ORGANIZATION (WCCAO)
FAMILY SELF-SUFFICIENCY ASSESSMENT

FAMILY MEMBERS DATE:

Name: S.S. # D.O.B.
Name: S.S. # D.O.B.
Name: S.S. # D.O.B.
Name: S.S. # D.O.B.
Name: S.S. # D.O.B.
Name: S.S. # D.O.B.
Address: City: Phone:

Emergency Contact name & phone number:

1. HOUSING ASSESSMENT
Amount of Rent/Mortgage: Subsidized?  Yes No

If subsidized, how long?

Is the space adequate?

Is the heating adequate?

. Are there any maintenance or weatherization needs?

Are the furnishings adequate?

Percentage of monthly income spent on rent?
. How many times have you:

1. Moved (in the last twelve months?)

2. Ever been late with your rent or payment?

3. Ever received an eviction notice?

4. Ever had a utility shut-off notice?

, 5. Ever had your utilities disconnected?

H. How many times has your family been homeless?

When? Where?

L. Describe your experience with homelessness.

QEEUQW>

J.  Action needed to improve housing status?
[ 4

2. EDUCATION ASSESSMENT

A. Where did the adults attend school?
B. Highest grade completed for all adults?
C. Have you received any specialized training?

D. What skills have you acquired through on-the-job training or life experience?

E. What are your educational or training goals?




F. Current obstacles to achievement?

G. Action needed to achieve goals?

EMPLOYMENT ASSESSMENT

A. Immigration status of adults in the family?

B. Are adults currently employed outside the home?

Where?

C. Ifyes, job title and description of duties:

D. Past employment:

E. What is your current work schedule?

F. How long have you been employed?

G. Employment History:

1. Number of jobs held in the past year?
2. Did you receive unemployment during the past year?

H. Occupational Skills:

I. Work shift preference:

J. Travel limitations:

K. Employment goals:

L. Do you feel there are any obstacles to goal achievement?

M. Action needed to achieve goals: What assistance can we offer to help you
achieve your goals?

4. PHYSICAL HEALTH ASSESSMENT
(Mark with an “X” those items that you have experienced and describe briefly, if necessary.

Physical exam within the last two years _ Mother ____Father
Visual treatment

Hearing treatment

Dental treatment

Diabetes

Operations

Broken bones

. Injuries

Significant illnesses

~IQEMEYOw>



J.  Allergies

K. Handicaps

I.. Currently on medication

M. Comments regarding any of the above mentioned items:

N. Overall physical health/concerns regarding any of the above:

O. Do you have medical insurance?

P. Action needed to improve physical health:

5. MENTAL HEALTH ASSESSMENT
(Mark with an “X” those items that you have experienced and describe briefly, if

necessary.)
Mother Father

Mental Illness?

Sexual Abuse?

Physical Abuse?

Emotional Abuse?

Suicide thoughts/attempts?

Any treatment plans?

Action needed to improve mental health?

QEEOOW R

6. SUBSTANCE ABUSE ASSESSMENT

A. Is there a history of drug/alcohol abuse in the family?
If so, by whom?

Please explain:

Involved in a treatment program?

Have you received a DUII or substance abuse related charge?

ocaw

Action needed to improve in this area?

7. LEGAL ASSESSMENT



Driver License status:

Mode of transportation:

Car insurance:

SQwp

History of criminal involvement? Who? What? Where?

Probation/Parole Officer:
Action needed to improve legal status

e

8. CHILDREN’S WELL BEING ASSESSMENT
(Refer to Physical and Mental Health Assessment for adults. Ask specific questions

regarding each child.)

Name: Age: Bom in the U.S School/Grade
Special concerns regarding child:

Name: Age: Born in the U.S School/Grade
Special concerns regarding child:

Name: Age: Bominthe U.S __ School/Grade
Special concerns regarding child:

Name: Age: Bomin the U.S School/Grade

Special concemns regarding child:

o OTHER PERTINENT INFORMATION

Describe any other pertinent information regarding the family:

DACLIENT\FORMS\FAMSSASS



Date

T
Senior (60+)
Farmworker
Non-English

I A Y

Dentalﬁww‘{%
‘Disability i3]
DomesticiViormis |
Dona I

Education :
Employmentagi: {:

Ener ' J‘Ef‘:’\\;’fm#ﬁ R

;:‘:s&.ﬂi -

Home: Repairi'- e
siouseholdGoodsHi

Housing®

Rent Assistance
Senior Services
Trainin
Translation ::-
Tr ortation -
Travel

Utilities
Volunteer

WX
Youth Services

E_If not known,
L list town or

T state.
E

R (Fam, Cpl, Ind)
Other (list)



Community Action Organization
HEAD START PROGRAM INFORMATION [/‘

CHILD: CENTER 1:

CENTER 2:

RETURNING FAMILY: O YES 0O NO

ENROLLMENT CRITERIA:

IMMUNIZATION RECORD? O YES 0O NO MEDICAL CARD #

O EARLY INTERVENTION

O scF (CsDy): [0 TRANSFER FROM: O EVEN START:
COMMENTS/CONCERNS

DAY CARE INFORMATION:
Provider Name: Phone:
Address:

PARENT/GUARDIAN INFORMATION:
Name:
Address:
City/Zip:
Phone:

Reporting Information: ( for reporting purposes only )

# in Family # Male Children # Female Children

HH Type Both Employed: O Yes 0O No

Is the primary wage earner employed FT (more than 35 hours per week) O Yes 0O No

PT O Yes 0O No Other

Mother: <18: O Yes OO No 19-22:0 Yes B No <18 at birth oldest child O Yes O No
GED or HS Equivalent: O Yes 0O No

Father: GED or HS Equivalent: O Yes £l No

LOCATION OF HOME: (Name of apt., closest major streets)

Date: CAO Representative:

WHITE: MAIN OFFICE YELLOW: CENTER

F' DOCS\HEADSTARFORMSUISPRONE B 27 4



WASHINGTON COUNTY HEAD START l O
1001 SW Baseline

Hillsboro, Oregon 97123
HEALTH HISTORY

PLEASE TAKE YELLOW COPY WITH | FOR STAFF USE: _ FOLLOW-UP NEED IN THESE SECTIONS: -

YOU TO PHYSICAL EXAM ___Pregnancy and Birth ___ Health
____Early Life ___Denal

Child's Diseases Nutrition 1

Child's Name

Date of Birth

PREGNANCY AND BIRTH:
Comments

No
Birth Weight
Did you see a doctor regularly? —_— —_—

Any problems with the pregnancy?

Was the baby born early or late?

Were there any problems with labor or delivery?

Did the baby stay in the hospital longer than mother? o

EARLY LIFE:

As an infant this baby was: OOveractive OQuiet Olrritable Oaverage
Sleep Habits:[1Slept well OOHardly slept  OOther (describe)

Feeding: [INormal OProblems (what kind?) DOSucking OSwallowing [JEating enough OFood sensitivity
(allergy)

CHILD'S DISEASES:

Has your child ever had a serious illness?  Yes No

Does your child have any allergies to:

Food Yes No
Bee Stings  Yes No
Medication Yes No
Other

What symptoms does your child have as a result of an allergic reaction:

Has your child ever been hospitalized? Yes No Overnight? Yes No

Dates Reason =

Does your child have any chronic (on going) medical conditions? (example: asthma)

Does your child have immune system problems or frequent illness/infections? _ Yes __No

Does your child take any medicines? (If Yes, list):___ U

WHITE COPY: CHILD’S FILE YELLOW COPY: PHYSICIAN
F DOCS\HEADSTARFORMS\HEAL 74,3 3 20 52



CHILD'S HEALTH:

Eyes

Has your child ever had any trouble seeing?
Have your child's eyes ever been tested?
Does your child sit very close to the T.V.?

Ears

Has your child ever had frequent ear infections?
Has your child had any trouble hearing?

Has your child’s hearing ever been tested?

Does your child turn the T.V. up very loud?

Throat

Has your child had any trouble swallowing?
Has your child had frequent sore throats or
strep throat?

Heart

Has a heart murmur ever been heard on your child?
Has your child ever had a "blue spell" or swollen
ankles or joints?

Lungs

Has your child ever had pneumonia?
.................................. Tuberculosis?
Has your child ever coughed up blood?

Abdomen

Child ever had frequent vomiting or diarrhea?
........................... Yellow Jaundice?
........................... Frequent stomach pains?
........................... Marked weight loss?
........................... Blood in bowel movements?
........................... Black bowel movements?
Does your child soil his/her pants?

Urinary Tract

Does your child have any pain/burning when urinating?

Does your child wet the bed at night?
Does your child wet his/her pants?

Extremities

Has your child ever had weakness, limp, or paralysis
of arms or legs?..

Has your child ever broken a bone?

Neurological

Child ever had fainting or blackout spells?
........................... Frequent headaches?
........................... Dizzy spells?
........................... Seizures?

Behavior
Is your child able to separate easily from you to go
to day care, relative’s home, etc.?

Does your child have any specific fears?

Do you have any concerns about your
child’s behavior?

WHITE COPY: CHILD'S FILE

YELLOW COPY: PHYSICIAN

No

Comments

F DOCSUIEEADS TAR'VFORMSIREALTHIS 372550



