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NEW YORK STATE 

OFFICE OF CHILDREN & FAMILY SERVICES

CHILD’S MEDICAL RECORD

	LAST NAME                                                         FIRST NAME
	DATE OF BIRTH
	SEX
	RACE

Father___________

Mother___________
	CASE NUMBER:

	FAMILY HISTORY

	
	LIVING
	DEAD (Give Cause)
	PHYSICAL OR MENTAL DEFECTS OF FAMILY MEMBERS

	Father......................................
	
	
	

	Mother.....................................
	
	
	

	Siblings (Number)................….
	
	
	

	Child’s Living Situation
	

	CHILD’S DEVELOPMENTAL HISTORY

	BIRTH
	INFANT FEEDING
	DEVELOPMENT

	Term                                      
	Weight
	Breast                                       
	Weaned at
	First tooth at

                                                                           Mos.

	Delivery
	Formula
	Sat alone at

                                                                           Mos.

	Condition
	Vitamins
	Walked alone at

                                                                           Mos.

	Abnormalities
	Cereal at
	Vegetables at
	Talked at

                                                                            Mos.

	DISEASES

(State diseases Child has had and age when they developed)

	Allergies

Infections (chicken pox, diphtheria, measles, mumps, whooping cough, typhoid, meningitis, encephalitis, syphilis, gonorrhea, poliomyelitis, scarlet fever etc.)

Other (convulsions, diabetes, rheumatic fever, chorea, rickets, kidney disturbances, etc.) 

	Injuries, Operations or illnesses other than above:______________________________________________________________

_____________________________________________________________________________________________________

	(Also see Page 4)

	TESTS

	
	Date
	Result
	Date
	Result
	Date
	Result

	Blood Count
	
	
	
	
	
	

	Tuberculin Test
	
	
	
	
	
	

	Chest X-Ray
	
	
	
	
	
	

	Serologic Test for Syphilis
	
	
	
	
	
	

	Psychological
	
	
	
	
	
	

	Other
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	IMMUNIZATIONS

	Diptheria-Tetanus-Pertussis
	
	
	
	
	
	

	Polio Vaccine
	
	
	
	
	
	

	Smallpox Vaccination
	
	
	
	
	
	

	Other
	
	
	
	
	
	


Is consent of child’s parent or guardian for routine medical care on file?  __________________
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	DATE OF EXAMINATION
	
	
	
	

	HABITS
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	(Unusual or Significant 
	
	
	
	

	Nervous Habits, Habits
	
	
	
	

	Related to Sleep, Meals,
	
	
	
	

	Bowel Function, Urination,
	
	
	
	

	Menses, Behavior Problems)
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	PRESENT COMPLAINT
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	HEIGHT, WEIGHT, TEMPERATURE
	H             W           T
	H             W           T
	H             W           T
	H             W           T

	HEAD, SCALP
	
	
	
	

	EYES, PUPILLARY REACTION
	
	
	
	

	VISUAL ACUITY
	
	
	
	

	EYEGROUNDS
	
	
	
	

	EARS, OTOSCOPIC
	
	
	
	

	HEARING
	
	
	
	

	NOSE
	
	
	
	

	TEETH AND MOUTH
	
	
	
	

	THROAT – PHARYNX
	
	
	
	

	TONSILS, ADENOIDS
	
	
	
	

	NECK
	
	
	
	

	CHEST AND SPINE
	
	
	
	

	HEART
	
	
	
	

	BLOOD PRESSURE
	
	
	
	

	LUNGS
	
	
	
	

	
	
	
	
	

	ABDOMEN
	
	
	
	

	
	
	
	
	

	GENITALIA
	
	
	
	

	SECONDARY SEX  CHARACTERISTICS
	
	
	
	

	EXREMITIES
	
	
	
	

	NERVOUS SYSTEM
	
	
	
	

	LYMPHATIC SYSTEM
	
	
	
	

	SKIN
	
	
	
	

	NUTRITION
	
	
	
	

	POSTURE
	
	
	
	

	SIGNS OF ENDOCRINE IMBALANCE
	
	
	
	

	URINALYSIS
	
	
	
	

	IMPRESSION OR DIAGNOSIS
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	RECOMMENDATIONS
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	EXAMINING PHYSICIAN
	
	
	
	

	ADDRESS
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	     H             W           T
	H             W           T
	H             W           T
	H             W           T
	H             W           T

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


OCFS-0711 (Rev. 7/99)   








                PAGE 4 
	DATE
	MAJOR MEDICAL HISTORY WHILE UNDER CARE

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	NAME AND ADDRESS OF AGENCY
	








