4/277/2023 11:22 PM FROM: G5Staples TO: +18B8032680502 P, 3

CHILD ENROLLMENT FORM

Date of Application: 5 ~ 5 -1%  Date of Enroliment: 5- -1"" '}%Last Day of Enroliment:

Attention Provider: This information must be kept current at all times and shall be kept file for one year after the child
ceases to be enrolied in the family child care home.

Child’s Name: \w\f(/ e ﬁ \(\) \\; anG Child’s Date of Birth: .2 “—[f -4 %
Child’s Address: H2l  Pyley N ¢ City: .8 ¢ Zip Code (o 2.9
Mother’s Name: C [/\:'.‘:,\ﬁﬂ"f"! w “ lewiy Address: ?)L; f*? \U"i H’ s‘ﬁ (1::\,
City: __ ro#n%) Zip Code: D L% /

F'{. -—"/ - R 424 . "‘7 o?)_}
Home Telephone #: { ) o Cell#: (Bip ) £330~ < |
Emergency Contact # {26 ) 556~ 5154 e-mail Address: e ‘r,ngsr\cé%éi f}.’ﬂu} LEeT
Mother’s Employer: Wi Work #: (70 ) G, Y3V 5138
Mother's Employer Address: ﬁ{_{}’j Mo st v Cityg }—%w»’r-ﬁi{c} Zip Code Qaé
Father’s Name: ?-‘-!c:w Wiy Address: i "){; F\\f) L’“‘? }‘\\1 {“CE
City: {pl Lodm™ Zip Code: (V72 L ]
Home Telephone #: (]-""'r- Cell #: (260 ) 1L ~25 53
Emergency Contact # (S0 4 f¢ - 2%53% e-mail Address: Qw%m S wll 4"“"7/6) / gk{ﬂat (L
Father’s Employer: ‘Q\,\N}\ Work #: { f&{a{*} = !frzg L{q ‘I
Father’s Employer Address: Lftf{; (iAo %’r City: @'ha/ k’s( d Zip Code O iz

Nﬁ.l-ﬂﬂla.ﬂﬂBEHEBNHHEHHBIHHHHHHB!HBHEﬂI!HHbl‘lﬂIBBIBHNE!HIl!IIH-lﬂlBIEIHIHElﬂﬂlﬂnIlﬁlﬂﬂ!Iﬂuaﬁﬂlﬂl

My Child’s Weekly Child Care Scheduije:

Day(s) Hours

Monday ¥ -5 < H am T 5 am
Tuesday ’
Wednesday S 5w Ko - S} @0
Thursday R A LR men & i:? s
Friday ;
Saturday

Sunday .

/4 /\ . fi
- L .
Signature of Parent or Guardiaxn: : / W Date: /j / 7// 2/5
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CHILD ENROLLMENT FORM

Date of Application: B -1~ 14 Date of Enroliment: % - fo -1 C\ Last Day of Enroliment:

Attention Provider: This information must be kept current at all times and shall be kep: file for one vear after the child
ceases te be enrolled in the family child care home.

Child’s Name: @; evin Wil awms Child’s Date of Birth: (g_~§ = |9

Child’s Address: 4hb  Pagen Pl 128 City: [ ,%!z,,‘sm} Zip Code _D¢ 2.3&
. : _ L 3

Mother’s Name: af\{ \*}'m*\ N*“‘f’“ b Address: UP\, B 'i‘!‘ﬂf»’ ""1 Hs\l -

City: _{outabe _ Zip Code: 32354

Home Telephone &: ( «—3—" Cell #: (%fg ) Bho - F75 >

Emergency Contact # (g ) %0~ 59%% e-mail Address: 0 ;;,Prerxct"‘%!;’/ fj M, e

Mother's Employer: £ ¥ Work #: (666 j$30 - &7 33

Mother’s Employer Address: M0 shain &Y City: T, PMIH:,Q rd Zip Cede 05

Father’s Name: ’P\'«ia«x Pilieny Address: H72( ‘R«plw} it 12 d

City: __ (oo/ndwy Zip Code: B423Y .

Home Telephone E#:( Cell # (L6 “lé ~Z28%72 @ .

Emergency Contact # (g66 ) 41§ - 25753 e-mail Address: @\‘f&f’T Wi~ © dimy gov™

: 7 o L]
Father’s Employer: {1 Waork #: (%éﬂ ) S{,f / 7 /
Father's Employer Address: Y0V Mo S City: E patbod Zip Code éé -

B EER R RN NI NN RARAOAOPASE O E NSO AN E MRS GGCME BN N OB I YU N ROREIREIEAEN DO MO Y RO @O EHEBO D B GHE

My Child’s Weekly Child €are Schedule:

Dav(s) Hours
Monday v

¥ am- S pm

Tuesday .

Wednesday R am - 55 §2 0l
%,

Tharsday /7 B am -~ 9 G@:?m
Friday !

Saturday
Sunday

v
Signature of Parent or Guardian: %ﬂ/\ Drate: // 7 /éj
;7



4/277/2023 11:22 PM FROM: G5Staples TO: +18B8032680502 P, ©

CHILD ENROLLMENT FORM

fey7-27

Date of Application: Mﬁi Prate of Enrollment: Z% 7 ZZ"Last Dayv of Enrollment: ; 2—/6 /2«‘:’ 25

Attention Provider: This information must be kept current at all times and shall be keprt file for one year after the child
ceases 10 be enrolled m the family child care home.

Chiid’s Name: E}_O‘r’m A' 'H' i N UL Chiid’s Date of Birth: L
Child’s Address: At W&~ &M&.ﬁr Gl m\,wu, i ¢, ZipCode OF0D 33

Mather’s Name; b\! (R~o. W’\ _ Address: (&R

Cigy: Zip Code:

Home Telephone # (§69) A Y 3F40  celz (5 — -

Emergency Contact#( ) - e-mail Address:

Mother's Employer: S\ - W‘ﬁ-e/t s {@W Work #: (

Mather's Employer Address: f"’t cod Lo S ciy: :H'C"ﬁ‘/}v"a‘\ Zip Code O‘"‘ {( O]
4

Father’s Name: % Cﬁ\ Y MM Address: __[ea' R - o

Ciy: Zip Code: o

Home Telephone #0205 6| 134 L{ _ Cell#: ) )

Emergency Contact # K60 3 ,}.& B35 ] Ol e-mail Address:

Father’s Employer: Y\ Cf) ka/\ﬂ—*t Wark #: { 3

Father’s Employer Address: | LTt et~ 5 City: Q{,{vﬁ\r) [\E{‘cj_ ZigCode O I 0.2

ununuusunmuﬂnnnnn--nuu:;nuznuunnunlsEB-n::;annunauuluuannnxﬂnnnuuuwaalusnunnuninannsnuaunlansnnlu-

My Child’s Weekly Child Care Schedule:

Day(s) Hours
Monday 7 & — S

Tuesday 7 —
Wednesday " _ .
Thursdav - w
Friday o < _
Saturday Vé\

Sunday

Signature of Parent or Guardian: ’ML Date; #/ ;’{ 2 —5/1 25
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FIG HEALTH PEDIATRICS LLC » 55 Nye Rd, Suite 105, GLASTONBURY CT 06033-2061

ATTIMU Akorfa (id #207, dob: 08/11/2019)
: State of Connecticut Department of Education

Early Childhood Health Assessment Record
(For children ages birth - 5)

To Parent or Guardian: in order (o provide thé best experience, sarly childhood providers must understand your child's health needs. This form requasts
information from you (Part 1) which will ba helpful to the health care provider when he or she completes the health evaluation (Part 2) and oral health assessment
{Part 3). State law requires complete primary immunizations and a health assessment by a physician, an advanced praciice regislared nurse, a physician assistant,
or a legally qualified prastitioner of medicine, an advanced practice regislered nurse or a physiclan assistant stalfoned at any military base prior to entering an early
childhood progrem in Conneclicut.

Plsass print

Child's Name {Last, First, Middle): Attimu Akorfa Birth Date: 08/41/2019 Gendor: F

Address. (Sireet, Town and ZIP code): 87 Welr St, Glastonbury CT 06033-2709

ParentGuardian Name:(Last, First, Middla): Home Phone: Cell Phone;
_ (860) 794-3790 (860) 7943750
Early Childheod Program (Nams and Phone Number) : Race/Ethnicity
Black or African American  Not Hispanic or
Primary Health Care Provider: None recorded jtating
Name of Dentlst:

Health Insurance Company/MNumber* or Med:caki.fNumbar‘
Cigna U4971684505

Does your child have heallh insurance? ‘y) N If your child does not have health Insurance, call 4-877-CT-HUSKY
Does your child have dental insurance?

Dees your child have HUSKY insurance? Y F Q

* if applicable ~

Part| - To be completed by parent/guardian.
Please answer these health history questions about your child before the physical examination.
Ptease circle Y if "yes” or N if "no.* Explain all “yes® answers in the space provided below.

Any health coricems Y  N{Frequent ear infections ¥ N_Asthma lreatment Y N
Allergiss to food, bee stings, insects Y Any speeach issues Y  NA{Seizure Y N
Aliergies to medication Y Any problems with teeth Y N |Disbeles Y M
Any other allergles Y  MN-IHas your child had a dental Y  pJAny heart problems Y N7
Any dally/ongoing medications Y  n-fexamination in the last 6 months Etnergency room visits Y N~
Any problems with vision Yy  p/jven high o low activity level Y B any major iiness or injury Y N
Usas contacis or glasses Y W Weight concems Y B4 Any operations/surgeries Y N~
Any hearing concems Yy  p]Froblems breathing or coughing Y Bvlead concemslpoisoning ¥ N _.
Developmental - Any concern about your child's: - N Steaping concems Y M-~
1. Physical development Y NS Abliity to communicale needs Y - High blood prassure Y N~
2. Movement from one place Y N6, Interaction with othars Y  pfcating concems Y N~
1o angther 7. Behavior v Tolleting concems Y N
3. Social development v |8, Abllity to understand Y i lBirth to 3 services Y N
4. Emotlonal development Y NAS Ability to use their hands v prreschool Spactal Education Y N~

Explain all "yes" answers or provide any additional information:

Have you talked with your child's primary health care provider about any of the above concerns? Y N R [‘Pﬁ—

Please list any medications your child
will nead to take during program hours;

All medications faken iri child care programs require a separate. Medication Authorlzation Fbrm signed by an authonized pmsm‘bar and parent/guardian.

| give my consent for my child's health care provider and sarly childhood-providar ) ¥LZ/ zﬂ { ’LW )
or health/nurse: consultant/coordinator to discuss the information on this form for Slﬁnramfa f Parentuardian Déte

confidential use in meeting my child’s heaith and educational needs In the early

chitdhood program,

ED 197 REV. 1012018 C.G.5. Section 10-16q, 10-206, 19a.70(a), 19a-87b(c), P H. Code Seclion 19a.79-5a(a)(2), 19a-870-10b(2); Public Acl No. 18-168.



4/277/2023 11:22 PM FROM: G5Staples TO: +18B8032680502 P, 7

£ _
gg s State of Connecticut Department of Education

aé%@ﬁf Early Childhood Health Assessment Record
(For children ages birth -5}

To Parent or Guardian: In order to provide the best experience, early childhood providers must understand vour child’s health needs. This form
requests information from you {Part I} which will be helpful to the health care provider when he or she completes the health evaluation (Part II). State
law requires complete primary immunizations and a health essessment by a physician, an advanced practice registered nurse, a physician assistant, or a
legaily qualified practitioner of medicine, an advanced practice registered nurse or a physician assistant stationed at any military base prior to entering
an earty childhood program in Connecticut.

Please print

Chi%ﬁ;ﬁfi {gt,szs?i\ z\lpc( B-'ﬁﬂkpaﬁ (x{rijidf% f Gﬁ 0 Male DFemale
Addi%ﬁtree;% and»ZI OdeJSM Ck['@_‘ip"\\n“‘\f\‘\ / {'L’T\ ? Obogg

ParenﬁGuarchan Name (Last, First, Middle) Home Phone Ce }’hone
mw« 0o J9L¢ 31
EWﬂdhood Progr)am E}Te Nﬁer ) Race/Ethnicity
et . 0 American indian/Alaskan Native 1 Hispanic/Latino
Primary Health Care Provmer ﬁ Black, not of Hispanic origin T Astan/Pacific Islender

A AN AP PN J

Name of Dentist: (=G Heufth Pai

Health Insurance Company/Mumber* or Medicaid/Number™®

Q White, not of Hispanic origin =~ O Other

Does your chiid have health insurance? ;‘1( N
Does your chiid have dental insurance? e
Does vour child have HUSKY insurance? 7Y

* i applicable

If your child does not have health insurance, call 1-877-CT-HUSKY

a

Part i — To be completed by parent/guardian.
Please answer these health history questions about your child before the physical examination.
Piease circle Y if “ves™ or N if “no.” Explain all “ves” answers in the space provided below.

-

Any hezlth concermns Y BT Frequent car infections Y o N | Asthma treatment Y N
Allergies to food, bee stings, insects Y N-"1 Any speech issues Y N Seizure Y N
Allergies to medication ¥ N7 Any problems with teeth Y | Diabetes Y N
Any other allergies Y 7| Has your child had 2 dental Any heart problems Y W
Any daily/ongoing medications Y 7| examination in the last 6 months Y No1 Emergency room visits Yy N
Any problems with vision Y M| Veryhigh or low activity level Y  N.~| Any major illness or injury Y N
Uses contacts or glasses Y W | Weight concems Y N~ | Anyoperations/surgeries YW
Any hearing concerns Y W7 ! Problems breathing or coughing Y N Lead concerns/poisoning Y W
Developmental — Any concern about your child’s: Sleeping concerns Yy n
1. Physical development Y Nt 5 Ability (o communicate needs v 1w} Highblood pressure Y o B
2. Movement from one place i 6, Interaction with others Y  N~’| Eatingconcerns Y N
to another Y N/ 7. Behavior v | Toileting concerns Y
3. Social development Y ] 8. Ability to understand Y N~ i Birthio3 services Y N
4, Emotional development Y N7 9. Ability to use their hands Y b 1 Preschool Special Education Y b

Expiain all “yes” answers or provide any additionai information:

1 ™

Have yvou talked with your c¢hild’s primary health cars provider about any of the above concerns? Y N t\) l (’)_

Please list any medications your child e
will need to take during program hours: !

All medications waken in child care programs reguire a separare Medication Authorization: Form signed by an authorized prescriber and parent/guardian

£

1 give my consent for my child's health care provider and eacly 4 - —
chitdhoed provider or health/nurse consultant’coordinator to discuss / ( :LE { }£
the information on this form for confidential use in meeting my s .

child’s health and educational needs in the early childhood program. S‘Iénature of P?&Eﬁtr’GuardEan Date

=0 191 REV. 3/2015 c.i.5. Section 10-164, 70-206, 182.78(a}, 19a-87h(c); P.H. Code Section 19a-79-5a(a)z2), 19a-875-106(8)
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FIG HEALTH PEDIATRICS LLC « 55 Hye Rd, Suite 105, GLASTONBURY CT 06033-2061

ATTIMU, Akorfa (id #207, dob: 08/11/2019)

REV. 10/2018
Part 1l - Medical Evaluation
Health Care Provider must complete and sign the medical evaluation, physical examination and immunization
record.
Chiid’s Name: Akorfa Attimu Birth Date: 08/11/2019 Dats of Examn: 10/1372022
L1 have reviewed the heallh history information provided in Part | of this form I -
Physical Exam
Note: *Mandated Screening/Test to ba complated by provider,
Vitals
HE: 38,8 in (§8.81 cm; S2nd RR: 12 10/13/2022 04:04 pm T: BB.IF*(36.83C)
shite} 10/13/2022 04:04 10/13/2022 04:04 pm
pm
Wt 3715640z ’16.96 ; BMI: 17.4 (89th %ile: Age and Putse: 98 bpm 10/13/2022 04:05
9191 %) 10/13720 sex) 10/13/2022 04:04 pm
04:03 pm pm
Screenings _ _
fn Screoning *Heaping Screening *Anemla: a1 9 o 12 months and 2 years
¥ EPSOT Subjective Screen Comploted 1-EPBDT Subjective Screen Completed —
{BEH B 3ys) - {Birth to 4 y7s}
1 EPSDT Anvuslly 2t 3 yrs [ EPSDT Anmuafy ot 4 yrs T ruy prs——" —
(Eatly and Periodic Soreening, (Barly ane Periodic Screening, HgbiHet: = | Qeie—
Diagaosts and Treatment) Diagnosks and Treatment) _
Type: Riaht Left Typa: Right Left l"l.aad: at 1 and 2 years; if no result
Wiih glasses 20 0! OPass DOPass  [streen between 25~ 72 months
Withoul glasses 200 200 OFal OFel -
3 Unabis bo assess 1 Unable 1o assess mr’mvﬁ
0 Referral made to O Referraimadets:
/-* = -Re'"rm ﬂ"d' -
*TB: High-risk group? E'No U Yes "Dentai Concarna: ZIM0 Ol Yas ' Date
Testidone: CINp {IYes Dele CIRefemaimadstor _
Has ihis child received damal
{Reaults: jast B months? 3 Neo es Othear:
Troatrvent: )
*Daveiopmental Assessment: (Birth - 5 years) 0 No 846 Type: M 0!‘?,4- . /
[Results: /AL 1 B .

PIMMUNIZATIONS T Upto Dateor ) Catch-up Schedule: MUST HAY

*Chronic Diseagse Agsessment:
Asthma O Yes O intermittent (1 Mild Persistent [1 Modorale Persistent [0 Severe Persistent (1 Exercise induced
I yes, please provide a copy of an Asthma Action Plan
0O Rescue medicalion required inchild care setting: [0 No O Yes:
Allergles [2.¥o™ O Yes
Epi Pen raquired: DO No O Yes
History/dsk of Anaphylaxis: 0 No O Yes: 0O Food DO Insects O Latex [J Medication [0 Unknown source
d;:%aleasspmvadnmpyofm Emergency Allergy Plan
Diabotes 0 Yes: [ Typet [ Typell Othar Chronic Disease:
Selzures [! Mo 0O Yes; Type:

D'Ehisdﬂldh'asmehﬂwingpmuamswhlchmayadmelyaﬁadhismhwedumlbnaiemﬁm:
Ovision 0O Auditory DO Speechilangusge 0O Physicsl 0O Emotional/Soclal O Behavior
[ This child has a developmental delay/disability that may require intervention at the program.

Dﬂﬂsdﬁkihuamddhﬂthmmedwﬁchmaquthhﬂmﬁmalmemmm ©.9., special diet, long-lerongoing/dailyfemergency
medication, history of cortaglous disease. Specily:

0O No OYes This child has a medical or emotional iltness/disorder that now poses a risk to other children or affects hisfher ability to participate safaly in the
program.
00 No 0O Yes-8ased on this comprehensiva history and physical examination, this child has maintained histher level of wellness.

0 Neo 'es_This child may fully participata in the program.
O No This chitld may fully participats in the program with reatrictions/adaptation: (Specify reason and restriction.)
O

No €3 |s this the child’s madical homa? would ke to discuss information in this report with the early chlldhood provider and/or
nurse/health consultanifeoordinator.
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FIG HEALTH PEDIATRICS LLC » 53 Nye Rd, Suite 105, GLASTOMBURY CT 06033-2061

ATTIMU, Akorfa (id #207, dob: 08/11/2019)

Signature of health care DMD 1 0DS § MD / DO/ APRN / PA / RDH Date Signed Printed/Stamped Provider Name and

Phone Number




4/727/2023

11:22 PM FROM: GStaples

FIG HEALTH PEDIATRICS LLC » 55 Nye Rd, Suite 103, GLASTONBURY CT 06033-2061

TO:

+18B032B60002 P,

10

ATTIMU, Akorfa (id #207, dob: 08/11/2019}
Part 3 — Oral Health Assessment/Screenin

HAR-3 REV, 7/2018

Health Care Provider must complete and sign the oral health assessment.

To Parent(s) or Guardian(s):

State law requires that each locat board of education request that an oral health assessment be conducted prior to public school
enroliment, in either grade six or grade seven, and in elther grads nine or grade ten {Public Act No. 18-168). The specific grade levels will

be determined by the local board of education. The oral health assessmant shall include a dental examination by a dentist or a visual

screening and risk assessment for oral health conditions by a dental hygienist, or by a legally qualified practitioner of medicine, physician
assistant or advanced practice registered nurse who has been tralned in conducting an cral health assessment as part of a training
pregram approved by the Commissioner of Public Health.

Student Name (Last, First, Middla) irth Date Date of Exam
Attimu Akorfa 11/2019 10/13/2022
School rads Fex:
Home Address
97 Weir St
Glastonbury, CT 06033-2709
Parent/Guardian Name (Last, First, Middla)} omse Phone Cal Phone
_ _ Ewot 734-3750 BEO} 794-3790

Bental Examination Visual Screening W Referral Made:
Completed by: C ted by: o5 CYes .
] Dentist ADIDC {1 Abnomnal {Describe) e

] APRN

i PA

Dental Hyglenist
[Risk Afsessment Describe Risk Factors ——
rlow ['1 Dentat or orthodontic appliance 3 Carfous leslons
] Moderate 1 Saliva [} Restorations
1 High 1 Gingival condition {3 Pain

£ Visible plagus {1 Bwaliing

"1 Tooth deminsralization I Trauma

O Other 3 Other

Recommendation(s) by health care provider:

1 give permission for release and exchange of information on this form between the school nurse and health care provider for confidential
use in meeting my child's health and educational needs in school. _

Signature of Parent'Guardian

Date

Electronically Signed by: MANUEL A. ORTA COBO, MD

04/27/2023




4/27/2023 11:22 PM FROM: 5taples TO: +18603260552 P. 11
Fax Server 2/10/2022 11:29:13 AM PAGE 18/0289 Fax Server
ProHealth Physicians
&9 Allscripts-
.‘
3 Farm Gien: s p
Farmington,CT 36032
(860) 284.5200
PatientrAttinm, Akorfa Age: 1 year
EMRN: 92299360 DoB: 0R/11/2019
OMIN: 0235930 Home1 {860) 794-3790
Immunization Series Record
Immunization Srard Namo Sorlos# Date (Agp) Status Type Annotations
DYPIOTaP | 15-Nov-2019 Admin
{3mo.}
DTPDTaP 2 12-May-2020 Admin
{9mo)
DTPOTaP a 16-Jul-2020 Admin
(1t moj}
Hepatitis B 1 {8-Jun-2020 Admin
(10 mo.)
Hepatitis B 2 10-Sap-2020 Admin
{12 mo.}
Ri8 1 10-Jan-2020 Admin
{4 mo.))
Hi# 2 20-May-2020 Admin
8 mo.)
HiB 3 10-Sap-2020 Admin
{12mo.)
oV £ 28.May-2020 Admin
{8 mo.)
PCV 2 1D-Sap-2020 Admin
{12 mo.)
Pdlio 1 10-Jan-2020 Admin
{4 mo.)
Pollo 2 12-May-2020 Admin -~
{3 mo.)
Pdiio 3 16-Jul-2020 Admin
{1t mo.)
\\
3inted By: de Melo, Hlim lofil 0171472021 0623 PM




4/277/2023 11:22 PM FROM: G5Staples TO: +18B8032680502 P, 12

FIG HEALTH PEDIATRICS LLC s 55 Nye Rd, Suite 105, GLASTONBURY CT 06033-2061

ATTIMU, Akorfa (id #207, dob: 08/11/2019)
{Etactronically Signed by: MANUEL A. ORTA COBO, MD

Whﬂe of heatth care provider MD /DO JAPRN/PA _ Dats Signed  Printed/Stamped  Provider Name and Phone Number
Reviewed Vaccines

Vaccine Typse Date Ags Amt. Route Site NDC Lot# Mfr. Exp. vis VIS Vaccinator
Date Given
Diphtheria, Tetanus, Perlussis o
DTaP G221/22 2¢y6mo0 0.5  Intramusculsr DeliokS, 58160081043 4L8E4  GlaxoSmithKline (2/07/23 DTaP 02121122 Manue! Orta
mi. Right - 08/08/2021 cobo, MD
Hepatitis A

Hep A, pediadol, 2 0221722 2yémo 0.5 Intramuscular Delteid, 00006409501 T023304 Merck and Go., 04/02/22 Hepalitis A 022122 Manuel Orta
dose mi Left Inc. 10/1572021 cobe, MD
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FIG HEALTH PEDIATRICS LLC « 55 Nye Rd, Suite 105, GLASTONBURY CT 06033-2061

: 08/11/2019
Aﬁiﬁg’ufmﬂfmgmfw' dob: 08/ ) Birth Date: 08/11/2019 REV. 10/2018

immunization Record

To the Health Care Provider: Please complete and initial below.
Vaccine (MontivDay/Year)

Dose 1 Dose 2 Dose 3 Dose 4 Dose § Dose 6

IDTPIDTaPIDT
HIPVIOPY
jMMR
iMoasles
Mumps
{Rubeila

|Hib
|Hepatitis A
|Hepatitis B
Ivaricelia
[ecv* vaccine *Preumococcal conjugale vaccine
IRotavirus
,pcw *+*Meningococcet conjugate vaceine
Flu

{Other

Discase history for varicelia (chickenpox}

(Dala) {Confirmed by)
Exemption: Refigious Medical: Permanent 1t Tamposary Date
+ Recertify Dale 1 Receriify Date + Receriify Date

Vaccines Under 2 By3 l By§ By7 By 16 1¢.18 By 19 2years of | 35 yaars of
months of age|months of ofage] monthsef | monthsof | months of months of | age(24.35 | =age (3642
. age age age age mes.) mos.}
DTP/OTaP/DT Nona 1 dose 2 goses 3 doses 3 doses 3 doses 4 doses 4 doses 4 doges
Polio Nong 1 dose 2 doses 2 doses 2 doses 2 doses 3doses 3 doses 3 doges
MMR None None Nene None 1doseafler | 1doseafer | 1doseofler | 1doseafier | 1 doseafier
st birihday1 { 1stbithday! | 1stbithdayt | 1stbirthday! | st birthday?
Hep 8 None 1 dose 2 doses 2 doses 2 dosas 2 doses 3 doses 3 doses 3 doses
HIB None 1 dose 2 doses 2 or 3doses |1 booster dose]t booster dose| booster dose|1 boaster dose|1 booster dose
deperniding on after ist after st after 1s1 after 1st after 1st
vaccine given3|  birdhday4 birthday4 birthday4 birthdays birthday4
Varicella None None None Nona None None 1dogso after | 1doseafter | 1 dose after

1st birthday or | 1st birthday or] 15t birthday or
prior history of | prior history of | prior history of
diseasel2 diseasal.2 diseaset.2

|Pneumococcal| Nona 1 dose 2 doses 3 doses 1doseafter | 1doseafter } 1doseafler | 1dosesfier | 1 dose after
Conjugate 1stbithday | istbinhday | tstbirthday | 1slbirthday | fstbirlhday

Vaceine {PCV)
Hepatitis A None MNone Mona None tdosaafter | 1doseafter ;| 1doseafler |2 doses given | 2 doses given

1st birthday5 { 18t bithdayS [ 1stbirhdays | & months 6 months
apart & apar S

influenza None None None 1or2doses |1or2dosess|{or2dosest|for2dosess]tor2dosess| for? dosesé

1. Laboratory confinmed immunity also acceplable

2. Physician diagnosis of disease

3 A complete primary series is 2 doses of PRP-OMP {PedvaxHIB) or 3 doses of HbOC (ActHib or Pentacel)

4, As & final booster dosa if the child completed the primary series bafora age 12 months. Children who recelve the first dose of Hib on ar after 12 months

ofageandbefmﬂsmonmsofagearefequiredlohavezdosae.Chﬂdrenwlmrecaivedmeﬁmldoseofﬂibvammoraﬂer15monlhsofageana
required to have only one dase

Hepatitis A Is required for all children bom on or éfter January 1, 2009
Two dosss In the same flu season ara requirad for children who have not praviously recalved an influenza vaccination, with 2 singls doge required
during subsequent seasons

@
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ATTIMU, Akorfa {id #207, dob: 08/11/2019)
|Etectronically Signed by: MANUEL A. ORTA GOBO, MD

0412712023

Signature of health care provider MD / DO / APRN 7 PA

Dalo Signed  Prinied/Slampad Provider Nama ang Phona Rumber
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State of Connecticut Department of Education

Early Childhood Health Assessment Record
(For children ages birth - 3;

Yo Prent or Guardinn: o ordes 16 peonide the b
sespeaty inlurmatiar fres sou (Pan Tshich wili be
Eaw requices complete primuy imrguny ations ansd o heabib s
taally qualificd pmg: Eewger OF sddivin. an
ien earty childhoed program i Conneciivag

A TS

Bt poveodhors g S ohitld e heain o T fuiea
allh core poen iy di il i Sk

e i‘?\ ?’ily\u EEERRE sary gesrslant, vg 2

wdvanod praviioe topitermd e of o phy el e e

Pivase prisu

g Child"s Name (Laa, Fing, Middie) Bisth Dale sannaky e 5,3- Make ) Femalde

| WIH iams, Gavin Scoft 06/06/2019

i Adhlress iSuven, Town and 219 omies .

i 436 Ripley Hill Road Coventry, CT 06238 7

: Bagent/Clunrdis Murie e, Vi, Midie Huspe Phone Ceil Mhone
Wiliiams, Christina 86(-830-5733 860-830-5733

: i Clildhood Program Nemgagd Paene Massseri 0 © Ruco/Blhniiy

N ﬁ:’ i iﬂfi (L CACCTe & 33041k 2 Amenican Tudiand Adaskan Nitve U Heponedlatins
Pramary Hewlth Care Provider 3 Black, not of Hispamic origin 2 AsiPavific Islasdo
. Han K< RL- {n m> White, nod of Hispanic ortgin LW Uthey

| Name of Deatist <5 ‘155 Yo Hoe Cutoeme

Health Insusninee Company/Mumbes ar MedicnidNumbore

Blie Cross - Blue Care $00.00 UQK197W10B57

Urowes vour chdld bave heabhh insuronee? AN
Does your child have dental insarunce! B Hovoir ehild dows nothave health insurapee, oalt 1-877-CT-HESKY
oes your child have HUSKY insuranee 2 Y 2

CHapplianls
Part 1 — To be completed by parent/guardian,
Please answer these haalth history guestions abount vour child before the physical exsmination.
Please virete ¥ 577 ves™ or N onol” Expham all “ves” answers in the space provided below,

Anv beatth conesms

Yoo Vl"'ﬁ:tjrtir-\"n% Vit imdections L Astha freatment Y
Adlergies 4o food, bee gtings, insects Y B Seigure v R
Alfergles to medicstinn Y “i : h},s%}i‘h\ﬂ T Y TR
Ay othut aflergies ¥ Am fresmrt pro ENH v
Any i’&ﬂ‘yfi\'ﬁné,k)lll g piedivations Y N ¥
Sny prablems vmh v mxm Y Y YR
Ui gottaels ar ghsee Y T Y
Ay licuring conce g Y H R
. Beselopimental — Any concera shont Yiur chilid's: Sie wamf wmmm _ Y
", M \m.tl dcwh;p,mm S %; A Ahility o romHRMmIILE P High bl *wﬁ pr\:%\urx Y
: v

4 ’\!munuu Jrom one ;mu
i anestker

N dmg o3

ot

oring concers

Brarth o 3 serviees

-’ v
D] 2

Preschent Specind Edueation

i

I \;aiau: all “w " answers proarovide any addiiona!l information:

Plewse Hst any tmedications o child
will need to ke durisg proprany hours:

A nedicationy hoken 3 chid ors e pragiasi teoniic G separale Medication Sarbo

Faove oy congent for we vhild's healih cure ponowie
chidbaod provender s heshhfnese oottt o
tre infrrmgtion oo His formm for confidingiad tae g Wt
chidd s heabth and eduewtionel seads i the e by childbond p

{ /w"f}f Al »*‘L‘V‘ f s W

s \ig_n e of Parentfuaedian

191 BEY. 372015 C0.5 Soction 13 18, 1

GE

Ve 3inisy P Qoo Secnon s 20y
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Part i1 - Medical Evaluation
Health Care Provider must complete and sipn the nmuedical evalustion, physica examination and immunization recnrd,

Chibd's Namne Gavin Williams e e Binn Date Q&[}Q?QLQM Drate of Fxam fgl

gl an Poart 1 of this Y

faunkibiyyy

Thave roviewed the fephih Alatary iuI ok pre {sity

Physical Exam

Nide: M whedited ScrcenianTes to he compleind by provider.

WRG v T3 v W o/ R2.5 wmanld @s@z M awm %% *hlosd Pressurs ﬁ“@ o Lg(‘B

fibarth - 20 manthe R RN
Sereenings
* Vigian Seveening “Hu uhw Serecning CoTARERI w1 s ansd D e
B EPSUT Subpeciive Somen Comphered TIPS Sehjvotive Semen g
(Hivde Y wrdy =.|hﬂ.i! teed yiet
L ERSTYU Ansidly of Yoves 3 BPROT Annually g4 aes
Bty and Penodic Sureening, sHarky wod Peridic Sorvviing, . e
[Hagnasis and Tresmean PHagnrats and Treatmes “Hpgviet: Lyt
. [ o we \ : ‘(' N
Pype S8 D EUE Right et g Rigi ,..,Ei : (anale L,
;

el Detwign 28 . 72 !nu,t!"z\,

Witk glagse ﬂ) 208 201 1 ’_X‘m ; WP T Theadt w L and 2 yeurss f s el
. Q;ﬂ%’l/k T 3 Tai

L Hlaalie fo assess A Llnahic nroaseoe ! Histary of Logbdevel
b dedgnit s O e F e

Wiithout ghisses Y

W Hefenabasede ter A Reforalmade to

“TB: Mighenisk goap! P “Dental Cencernx ;}ff(;: W Ves TReeutid e Yl

Yo Testdoner o Moo L) Yo s -3 Hefermi siade oy e Nwémj}w():’fj'(éj’i”“ SRS

" iher:
Resaliy, P Has this chikl recosved dental care in

Treatment: the Bast 6 noomidvs? 3 No Mi\

“Developmental Assessatents (Firth - S voarsi 0 Noo W Ves Typer P30S

Raesudts: i}é{%‘a eed B . _

FIMMUNIZATIONS 710 Bate o Carchop Sebiediles MUST HAVE IMMUNIZATION RECORD ATTAUCHED

A hronic THsoise Assessmenis
*
Asthina 3""::!* WoYes wd Do

predse o ooop

wient L Rald Porastens O Medersie erastert L Severs Pordent L Buororer ingdiood
it Astlnag Actian Plan

i oves

L1 Regoer npechoatinn seipineidsn ohidd care satting: U Noo 13 Yoo
Allergles HWNo L Yes

Ep Pen requizeds 0 Mo _3 Yu
Histrewirisk of Amaphvbais O No 2 Yo S Feed O ooty bates  Modwation 0 finknean sonrs

Hspa, plocae provnde o cops o the Eirargones Allerpy Plan
iabwees NG ol Yes ol Type il W Ty il Other £ hronie Ygease:
Seizires :.H/'?:’e} W Wes Type

Yiia ey B

~1 This chibd has the foliowing probiems winch way whaseety attee wriostal PR rieny e
A Wision Ll Autiizery W Bpresiviae we W Phvsacat W Dooonos actid o el
Wb TR child has o desslopmental debavidisabiffy et may vogquibe intervention at the progrimn,

b s chbid hag a special Beadth wans need whie h ey pequpte inlervenien o he progian, e, sprosat Bet tongaermdengongddals A gonoy

weilication, bstory of conlagious diseist ¥pecs
Yo This child has  medical or emetional dingseidis srder thit e pomgs 5 Tisk o cther chifdven wr sdTeets hsdber ahibty o purboak

Hn D
safely Ui program,

2 No B Wos o Bassedd on e codnprobacis s hraory und physsad exanamation, e chald has mumntened ey fovel of seddiness,
W N Yoy This child oy fully pautisipate inthe
el Yas This chindmay Gy participne in the s

apriwith e Tollowing cestrivting fadeptition «Spec ity reason drd estnesen )

U Mo es b this the GRIE G siedicad et b Dwenld Tike s dimedn » ifurmation im dus repoert sl e sacly dlildhood pro - wder
atdin vprsebeald consnitm st e Fenm 1 Bugh a0 R0

~~~~~ — §7 riitat gt e
; Tyt Blaactmates GV 06G60
1 "R Bombertorms R I

Sigrmnre of beakh cars providet s 307 APEN AP Frate Hignod i S mged Pravider Nome and Phene Numbs
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Child’s Name: Gavin Williams Birth Dute: 0B/06/2019

Immunization Record
To the Health Cave Provider: Please complete and initial below.,

Vacoine [ Monthi day/Yeur:

B L ENE

- Dosed . ‘“""" i Dose 3 Dose 4 frose 5 Pase 6
DTPTuPAYT 080818 1% TN tHe T T Taenoen T
_IPViOPY 08/08719 10709719 12/11i19 ; -
MMR _0B/232 i N ~ )
Measles
Muenps i e
Rubells o R
Hib 08/08/18 I A R
_Deputitis A Oor¥e0  Senemy .
epatlhiB L T - I N 2 A R
Yuricelln .
POVt uacne || 050819 100019 12ln9 | 0onozo ,
Rotavirns 08/08/19 wowie g o .
My FrMeningorsces! cosjigale viedine
wowwss | tziuiswvioes | owiom | ioeset
reprrs | T ooy o2t

[isense histery for varicella (chickenpox)

1 ke

Exempthon: Relipious Medical: Peratanegat Flemporary
U I I Yo

tRecerily Date *Hecerafy Dake TRecerify Date

i
%
i
|
H

| I—

Continmed by

Bate

Immunization Reguirenienis for Connecticut Day Care, Family Day Care and Group Day Care Homes

Vyceines Undder 2 Hy 3 By & By 7 By 16 1615 ! Hy ©9 2 veary of aye (2 vearsof npe
” monthe of age months of ape - menths of age [ months of age  montiss of age | months of ape | moihs ofage | 2403 moss © 146250 s,
H i
O PAYTal . _ \ ‘ . :
o Mene RIS Jaliins 5eforars L PN 3 dawss 3 dimes 3 i 3 ks
Pulig Niing : HE Y ki TR R 2 dnnes LI TN R LTI
S i e . - . . .. .. ¢
. ! . . Ftdose aftor bar [T dose alor Tt | dese after D] 3 dnse after Yo b dine after Ia
MAMR Nons Winye Mt T e y o ! e o : R
pirthday’ biftichy Bty b ke
tkep B None HEUDS SRETERSY Idonns 2 dosc Lidoses shese ERUBUN
i Do badengs D seaes dome |8 iosder done 1D Bovster dose |3 Boing doeie huinsiey e
fim Mg § toe ?ibmes depeading o 0 alier B aher fal alies Tyt ity i After L
vocnisl e’ L heitheday? irthidas” shahidny’ hivibedy” AT
bodiia alicr b sl R i adose it
, . . . . {43 brthdny fad Birthdny ;
: Yardoelts Nong N Rigig None ;. b o i irrhene b olespns L
H pa e By Lo o Bislory §ay IR hnmly AN Bsnde
H . IR I L " . o gs
; R OF disgase of g aae of disease
" Prewmococesd . : . . -
. , . - i, b witer bidran glicr b dfte badvana siltes
Conjugate Nang TS T domes Lo . Lo
. . i1 birthdan i pirdulan Fat Bepthichay Pt birlfudey
- Vacdlne (PFUV) . . : -
; . bkt iy b idesog i I dose alter T doven
Flopaiitin A Mone N N Wi : i A = s i e e
[EERLTE EIRS RS THE S TV R PV ST RS
JEURERPT] Nane Nt Mo Tor e bot Zadomes | Vor Ddoses b Ddesast Do §dose EETICE RN
£ § abarstory cnalimed bama dly alos aceprabie
I Pyt daggrosis of dis
A penpltle priiary s desay ot PRE-OME (Pedh ax B8 o Do od BEER G Aol bb or Pamaes D
4oz fimal beewinr doee o she ol completed e priiiry o Bnlore g SOk ot i thie Hirmd e o0 Hil st e 1Y eonile of b s Baefore 0 o

sesritedd b dune 2 diesen. Olnldeen wiceopived the § T 18

& Heputitis Ase regaizard forail oy

wntehang ot Hik i athe ¢ P DS T e anly ond doee

[ B4

Bt (uaiil sy

£, Twn dowss B e sarme B srnan aie saoswlatabeed, 0 0E & singl dess cacniped donng s
T
P gy

i

Lrare Signed

e

el S ignelwe of ealth care provider w40 10y

e

Frame § By
27 #atace Grrasl
urchester G E040
SRGEAR-ERT

Srmnpeld Provides Hanw and Phone Mumbe
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11:22 PM FROM: GStaples

To Parent or Guardian:

Inordler o provide the best educational experience, school personnel must
understand your ¢hild’s health needs, This form requests infornuion frem you
(It 1) which will also Be helplul 10 the health care pravider when he or she
completes the medical evaluation (Part 2} and the oral assessment (Part 3).

State law requires complete primary inmunizations und a health assess-
ment by a legally gualified practitioner of medicine. an advanced practice
registered nurse or registered nurse, licensed pursuant to chapter 378.a physi-

State of Connecticut Department of Education
Health Assessment Record

TO: +18B8032680502 P, 18

NSNITEN L SIATE
PEFARTMEAT AP L C AT

cian assistanl, licensed pursuant to chapler 370, a school medical advisor, or
a legally qualified practitioner of medicine, an advanced practice registered
nurse or a physician assistant stationed at any military base prior o schonl
entrance in Connecticut (C.G.S., Sees. 10-204a and 10-206). An imnumization
upuate and additional health assessments are required in the Oth or 7th grade
and in the %th or 10th grade. Specific grade level will be determined by the
locul hoard of eduwcation, This form may also be used for health asscssments
required every year for students participating on sports teams.

Please prini

Student Name ().ast, First, Middle}
Williams, Everett

Birth Date

03/07/2018

0 Male J Female

Address (Swreet, Town and ZIP code)

436 Ripley Hill Road Coventry, CT 06238

Parent/Guardian Nanu; {Last, First, Middle)
Williams, Christina

Cell Phone
860-830-5733

Home Phone

860-830-5733

School/Grade

Race/Ethnicity
3 American Indian/

O Black, not of Hispanic origin
O White, not of Hispanic origin

Prigfary Car (6’1 opider
i C Nac KE’ U T

o Astan/Paciic 1slander
1 Other

Alaskan Native
« Hispanic/Lating

Health Insu) ance Company;’Numbeﬂ“ or Medicaid/Number*
Blue Cross - Blue Care $00.00

UQKB01MB3347

Daocs your child have health insurance?” Y 3 N
Does your child have dental insurance’ N

If your child does not have health insurance, call 1-877-CT-HUSKY

* 1T applicable

Part 1 — To be completed by parent/guardian.
Please answer these health history questions about your child before the physical examination.

Please circle Y if “yes” or N if “no.”

Explain all “yes” answers in the space provided helow,

Any health concerns

I Y /'50

Huspitalizaiion o Emergency Room visit Y ( N )

Concussion

Allcrou sty food or bee stings Y

Any broken bones or dislocations

)

Faiming ar blaclung out

Al]ewmk 1o medication

Any muscle or joint injuries

Chest pain

PRy

Any other allergtes

Any neck or back injuries Y

Heart problems

Any daily medications Problerns running

High blood pressure

Any problems with vision “Mana” (past | year)

Bleeding more than expoected

NN

Uses conlacts or glasses /y Has only | kidney or testicle Y 5. | Problems breathing or coughing
Any problems hearing @/ Excessive weight paindloss Y\‘CE{_\/ Any smoking

Any problems with speech Y y) Dental braces, caps, or bridges Y &V | Asthma treatmen (past 3 years)
Family History o Setzure treatmem (past 2 vears)
Any relative ever have a sudden unexplained death (less than 50 years oid) Y N Diabctes

Any immediate family members huvcﬁgh chalesterol Y N ADHID/ADD

Please explain all “yes” answers here. For ilinesses/injuries/cle., include the year and/or your child's age ar the time.

B

Is there anything you want to discuss with the school nurse? YCN/ If yes, explain:

Please List any medications your
child will need to take in school:

A

All medications taken in school require a separaie Medication Auﬂw;ﬁ{{gn Form signed by a health care provider aid parentiguardian.

[give permission [og retease and exciange of information on this form
between the school nurse and health care provider for cunfidential

i

3fi3f7503

use in meeting my child’s healih and educational needs in schoal, Sliy//uf Parent/Guardian l

[ Date

HAR-3 REV. 772018

To be maintained in the student's Cumulative Schoal Health Record
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Part 2 — Medical Evaluation HAR-D Rev 72018
Health Care Provider must compiete and sign the medical evaluation and physical examinatigpn
Stucent Name Everef] Williams Birth Date 03/07/2018 Bate of Exam 3 2
AT have reviewed the health history information provided in Part | of this {form
Physical Exam
Note: "’Mand }d Sereening/Test wo be Lomplcltd by provider under Connecticut State Luw
--‘He:ghl / k_‘ZQ'?fr ““’e:ght lbs, / ﬁ 5 9% BMI . T / 2 é’ I% Pulse _ *Biood Pressure 5 4! 7 4 i i
Normal Deseribe Abnormal Ortho Normal Describe Abnormat
Neurnlogic - Neck o
HEENT T i Shoniders o
*Gross Dental - | Arms/Hands jp—
Lymphatic - Hips. —
Heart -~ Knces -
Lungs — Feet/Ankles -
Abdomen - : *Postural 40 spinal 4 Spine abnormality:
Genitalia/ hernia T | i abnormality d Mild U Moderate
Skin i W Marked 4] Referral made
Screenings
*Vision Screening  goes s | =Auditory Screening History of Lead level | Date
Type: Right Left Type: R:ghl Left z fug/idl dNe U Yes
With glasses 20/ 204 OAE I ¢ T *HCT/HGB:
, ) CUFail O Fail P ey R
Without glasses 20/ 201 *Spcech (‘,Lm,o enlry Dm})
I Referral made i Referral made Other:
TB: High-risk group? m Yes  PPD date read; Resulis: Trealment:
FIMMUNIZATIONS

Qﬁ)’m Date or U Catch-up Schedule: MUST HAVE IMMUNIZATION RECORD ATTACHED
*Chronic Disease Assessment:

Asthma eﬁﬁgm o Yes: b Intermittent J Mild Persistent O Moderate Persistent QU Severe Persistent 1 Exercise induced
:';fy:.xq please provide a copy of the Asthma Action Plan to School

Anaphylaxis®J No U Yes: U Food O nsects O Latex U Unknown sousce

Allergies If yes, please pravide a copy of the Emergency Allergy Plan 1o School

History of Anaphylaxis L1 No - Yes Epi Pen required O No 1 Yes
Diabetes ,J’ﬁ; W Yes: WTypel W Typell Other Chronic Disease:

Seizures _i‘}lﬁ/ u Yes, type:

L This student has a developmentsl, emotional, behavioral or psychiatric condition that may affect his or ber educational experience,
Explain:
Daily Medications {specify):

This student may: participate fully in the school program
U participate in the school program with the following restriction/adaptation:

This student may: jZ(participate fully in athletie activities and competitive sports
© O participate in athletic activides and competitive sports with the following restriction/adapiation:

i Yes (2 No Based on this comprehensive health history and physical examination, this student has maintained his/her level of wellness,
1s this the student’s medical home?- Yes (U No 1 would fike to discuss information in this report with the school nurse.
Frank J. Bush, MD, PC

Plud. S thacorth—C MAR 192023 eleawciosso

(BAONB46-3903 _—
Signature of health care provider MDD/ DOJ APRN / PA Date Signed Printed/Stamped Provider Name and Phone Nunber
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Part 3 — Oral Health Assessment/Screening HAR-3 Rev. 71201
Health Care Provider must complete and sign the oral health assessment.

To Parent{s) or Guardian(s);

State law requires that each local board of education request that an oral health assessment be conductled prior to public school
enroilment, in cither grade six or grade seven, and in either grade nine or grade ten (Public Act No. 18-168). The specific grade
levels will be determined by the local board of education. The pral health assessment shall include a dental examination by a dentist
or a visual screening and risk assessment for oral health conditions by a dental hygienist, or by a legally qualified practitioner of
medicine, physician assislant or advanced practice registered nurse who has been trained in conducting an oral health assessment as
part of & training program approved by the Commissioner of Pablic Health,

Student Namice (Last, First. Middle) Birth Date Pate of Exam
Williams Everett 03/07/2018
School Grade Male

Home Address _
436 Ripiey Hill Rpad  Coventry CT {16238

Parent/Guardian Name (Last, First, Middle) Home Phone Cell Phone
Williams Christina 860-830-5733

Dental Examination Visual Screening Normal Referral Made:

Completed by: Completed by: O Yes a Yes

O Dencist T MD/DO O Abnormal (Describe) SN

0 APRN e e
ThA

1 Dental Hygienist

Risk Assegsment DPescribe Risk Factors
u’foﬁ d Dental or orthodontic appliance  Carious lesions
0 Moderate 1 Saliva A Restorations
L1 High U Gingival condition 4 Pain
L Vigible plague J Swelling
L Tooth demineralization A Trauma
JoOther d Other o

Recommendation(s} by health care provider: ,

I pive permission for release and exchange of information on this form between the school nurse and health care provider for confidential
use in meeting my child’s health and educational needs in school,

Signaturc of Parent/Guardian Date

Frank J. Bush, MO PG
27 Hiltard Sueel

Plode 3 Ehawsnr—C MAR 1 3 2023 e

Signature of kealth eare provider DM/ DRS¢ MD 7 DO APRN 7 PA 2 RDH Date Signed Printed/Stamped Provider Nune and Phone Number
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Student Name: Everett Williams

11:22 PM FROM: GStaples

TO:

Birth Date: 03/07/2018

+18B032B60002 P, 21

HAR-3 Rev. 72018

Immunization Record

To the Health Care Provider: Please complete and initial below.
Vaccine {Month/Day/Year) Note: *Minimum requirements prior 1o school enrolliment, At subsequent exams, note booster shots onfy,

Bose Dose 2 Dose 3 i Dosed Dose 5 ~ Dose6
DTP/D Y aP * o 08/1418 * 071318 *  0910/18 * 061018 03/11/22 .
DT/Td
Tdap * B n Reqguired 7th-12th grade T
IPV/OPY * 05/14/18 * 07/13118 * 09/10/18 03/11/22 |
7NI:\‘£{{”7 B £ 03/08/19 * [')__3/1 1/22 Required K- 12ih grade
Measles IE * chui.réz K-12th grade
Mumips * N Required K- 12",'}';;,_,7\““
Rubujla * *__ e N Required KAl‘llh”grr;;L.I'n“
HITY * 01418 | 07A318 08/10/19 PX and K Siudents undor agewﬁv) o
Hep A * (3/08/19 * 811618 See hetow For speeific grade‘:-‘ r&iu\;%remcul
Hep B +  03/07/18 +  05/14/18 + 07/13/18 09/10/18 Required PK-12th grade
Varieella *  03/08/19 * 03/1 122 Required K-12th grade T
Pcy ¥ 05/14/18 0713118 09/10/18 06/10/19 PK and K (Students under sge 5)
_Meningococeal | * I Reguired 7Tth-12th grade
T — R |
RN e 09/1 6/1 5 11/06/20 12/30,/2{- 11/12/22 PK students 24-59 months old — given annualiy
Other Men B h l - m__
COVID
Discase Hx
of above {Specify) (I3ate) (Confirmed by)
Exemption: Religious Moedical: Permanem Temporary Date:

Renew Date:

Religious excmption documentation is required upon school enrollment and then renewed at 7th grade entry.
Medical exenptions that are temporary in nature must be renewed annually,

Immunization Requirements for Newly Enrolled Students at Connecticut Schools (as of 8/1/17)

KINDERGARTEN THROUGH GRADE 6

EXTab: At least 4 doses. with the final dose on
ar after the 4 birthday: students who stari the
serjes at age 7 or older ondy need a total of 3

doses of wlanus-diphiberia containing vaccine,

Polic: At least 3 doges, with the final dose an
ar after the 4th birthday.

= MMR: 2 doses at least 28 days apart, with the

Ist dase on or after the 1st bindday.

Hib: 1 ddose on or after the st birthday
(children 3 years and older do not need proof
of vaccination),

Fueumococeal: | dose on o after the 1st
birthday (chiidren 5 years and older do not
nead proof of vaccination).

Hep A: 2 doses given six months apast, with
the i3t dose on or after the ] st birthday.

See "HEPATITIS A VACCINE 2 DOSE
REQUIREMENT PHASE-IN DATES™
column at the right for more specifie
information on grade level and year required,
Hep B 3 doses. with the final dose on or after
24 weeks of age.

Varicella: 2 doses, with the st dose on or afler
the i st birthday or verification of disease **

GRADES 7 THRQUGH 12

.

Tdap/Td: | dose of Tdap requized for students
who completed thelr primary DTaP series; for
students who start the series w age 7 or older a
tolal of 3 doses of tetanus-diphtheria contain-
ing vaccines are reguired. one of which must
be Tdap.

Polio: At tenst 3 doses, with the final dose on
or after the 4th bisthday.

MM 2 doses af Jeast 28 days apart, with the
Is¢ dase on or after (ke Lse birthday.
Meningococeal: 1 dose

Hep B: 3 dascs, with the final dose on or after
24 wueks of ape.

Varicellt: 2 doses, with the st dose on or after
the st birthday or verification of disease *#
Hep A 2 doses ziven six months apart, with
the ist dose on or after the [st birthday.

See "HEPATITIS A VACCINE 2 DOSE
REQUIREMENT PHASE-IN DATES”
coluen at the right for more specific
information on grade level and year required.

HEPATITIS A VACCINE 2 DOSE
REQUIREMENT PHASE-IN DATES

August |, 2017: Pre-K through St grade
August |, 2018: Pre-K through ath grade
August 1, 20#9: Pre-K through Tth grade
August |, 2020 Pre-K through 8th urade
August |, 2021: Pre-K dwough 9k grade
August |, 2022: Pre-K through 10th prade
August |, 2023: Pre-K through 1ith grade
August 1, 2024; Pre-K through { 2th grade

** Verification of disease: Conlirmation in

writing by an MD. PA| or APRN that the
child has @ previous history of disease, based
on famidy or medical story.

Note: The Commissioner of Public Healsh
may issue a temparary waiver o the schedule
for active inmunization for any vaccine if
the National Centers for Discase Contro? and
Prevestion recognizes a nationwide shortage
of suppiy for such vacvine,

Frank J. Bush, M0, PC
Z7 Hitlard Street

Ly
F87 .
P2

s

WAR 1 3 2023

Manchester CT 88040
(BE60Y646-3303

IntialsSignutere of hewlth care provider

MDD APEN /BA

Dale Signed

Printed/Stamped Provider Name and Phone Number
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State of Connecticut Department of Education

Early Childhood Health Assessment Record
{For children ages birth—3)

To Parent or Guardian: In order to provide the best experience, carly childhood providers must understand your child’s health needs. This form
requests information from you (Part Ij which will be helpful to the health care provider when he or she completes the health evaluation (Part IT). State
law requires complete primary immunizations and a health assessment by a physician, an advanced practice registered nurse, a physician assisiant, or a
legally qualified practitioner of medicine, an advanced practice registered nurse or a physician assistant stationed at any military base prior to entering

an early childhood program in Conneciicut.
["Z\Male 0 Female

i+

e

i3

Please print

Chﬂd’s Name (Last, First, Middle)

A wu Bl

Address (Street, Town and ZIP code)

Birth Date (mm/ddryyyy)

ot d (Lo

oy e G Gleshondbuny ¢, 06933
Parn nt/Guardian Name (Last, First, Mldd{g Home Phone Cell Phone
LAl
Early Chl]dhood Program {Name and Phone Number) Race/Ethnicity
~\ £ (Ai aS N T 0‘”{" > (51"& o American Indian/Alaskan Native O Hispanic/Latino
Primary Health Care Provider: M\Gsach T UGN t?ﬁ Black, not of Hispanic origin O Asian/Pacific Islander

3 White, not of Hispanic origin =~ 2 Other

Mame of Dentist: H>C7~‘“’\ EAlA{ ’;E—-g ""’k\ \tﬁ C‘Kb_ém&

Health Insurance Compan)YfNumbc’r* or Medicaid/Number*

% M
N
(0
Part I — To be completed by parent/gnardian.

Please answer these health history questions about your child before the physical examination.
Please circle Y if “yes” or N if “no.” Explain all “yes™ answers in the space provided below.

Does your child have health insurance?
Does your child have dental insurance?

If your ¢hild does not have heaith insurance, call 1-877-CT-HUSKY
Does your child have HUSKY insurance?

*If applicable

Any health concerns Y N Frequent ear infections Y N | Asthmatreatment Y N

Allergies to food, bee stings, insecs Y Any speech issues Y N7 | Seizre T

Allergies to medication y N Any problems with teeth Y N Diabetes Y N

Any other allergies Y N; Has your child bad a dental Any heart problems Y N

Any daily/ongoing medications v ¥ | examination in the last 6 months Yy X Emergency room visits Y N

Any problems with vision Y N | Very high or low activity level Y Nl Any majoriilness or injury Y e

Uses contacts of glasses Y N Weight concerns Y N | Anyoperations/surgeries Y B

Any hearing conoerns Y N | Problems breathing or coughing Y M| Lead concerns/poisoning Y N

Developmental — Any concern about your child’s: Steeping concems Y N

1. Physical development Y N 1 3. Ability to communicate needs Y -} Highblood pressure v =

2. Movement from one place 6. Interaction with others ¥  w" | Estingconcems Y N
to another Y N7 Behavier Y o § Loileting concems Y

3. Social development Y N7 8. Ability to understand Y N7 | Birth to 3 services Y N/:

4. Emoticual development Y N1 9. Ability to use their hands Y N7 | Preschool Special Education Y N

Expiain all “ves™ answers or provide any additional information;

Have you tallked with vour child’s primary health care provider about any of the above concerns? v N !\) ! P\‘ N

Please list any medications your child

will need to take during program hours:

Al medications taken in child care prograins require a separate Medication Authorization Form signed by an authorized prescriber and parent/guardian.

I give my consent for my child’s health care provider and early .

I informarion on s For for coRcdentel st mooting 1 /J&/ i 04 (3:41>3

child's health znd educational needs in the early childhood program. Sig@e/cfbaﬁ*mf"h’a%dian Date

ED 181 REV. 3/2015 ¢.5.5. Section 10-180, 10-208, 182.79(a

5 192-870(¢}; P.H. Cede Sectioh 19a-78-5a(al(2). 192-875-10b(2;
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TO:

+18B032B60002 P, 23

ATT!MU Eiorm {id #1 90 dob‘ 91/241201 8)
Part 2 — Medical Evaluation

Health Care Provider must compiate anti s:gn the medlcal evaluation and physica
Birth Date01/2412018

Stu'_ Nt NameElorm Attimiu

4 have revsewed the heaith hasto'ry mforma{aon prowded in Part 1 of t’ms form

HAR:S REV. 7/201

i exammatlon
Date of Exam 03/1. 5!2623

Physacai Exam

- Note: *"Mandated ScreemngIT ast fo be ¢om

p!eted by pmvider under Connec’ﬂeut State E_aw

Ht 45.25'in (114.93. . RR‘?Z T 98.3 F° (36 33 E;)
ey -BTh %iie)
Wt 60 bs 3.2 0F | o BMF 20 7 (>99th Yile: BP 102!58 (Bsth %
(2731 kg, g0th 7 CAgeand gex) 61st%}
- %ile). o -
Pulseﬁdbpm o L L
_ Normal Describe Abformal .. Ortho Netinal BDeserdbe Abnormal
Nelrologic e T T T Rek = S N B
HEENT Ea " iShouldars T
*Gross Dentaf s Arms/Hands —~
Lymphatic o Hips il
Heart L £ Knees —
Lungs s FeetiAnkies e
Abdomen K . FPostural ; spmaf abnormamy [} Spine abnarmaitty
‘Gentalial barnia |~ - 1 . . COMild O Moderate
Skin T F DMarked -] Referral mac!e
.Screemngs ,
Resuits
) rNone_ recorded:
Interpretations o
-Nanerecarded ' ' g ‘ s R
iz 1y Auditcry Screening o _ :storyofLead fevei " Date
Type CRight o Lelt R 5pgde L‘_l Na O Yes
: ] " Pass " [JPass ‘
With. glasseszaf o AR OFal . FHETTHGE (Sea. above)
Witholt 2{}!' - R *Speer:h (schonl entry only}
glasses.. . . . S - ; -
O Referral made L ,BReferraI made = A ?Gther _
TB.-;,HIh-risk Group’ No 3 _PPD date read; . Results: T T Treatment.
o 'ptoDatee}r Up- € HE g
sessmeant:

7 *Chronic. Bisease Ass
Asthma 7

Tho- 01 Yes: O Interrmittent T Mitd P

3 yas, please provide 8 copy of theAsthma Actiqn Plan'to Sshool
Anaphylaxis G T yes D Food [1 insects [ Latex-£1 Unknown soorce

Allergles '
Diabetes No [7 Yes: IO Typel L Type i
Seizures W ] Yes, fype: - -

erstslent D Moderate PEEstfenf D Sev

O Yes

if yes, please provide.4- copy of theEmergency Aflergy Plan-fo-Sehoot -
H:st ry of Anaphylaxis [T No T Yes Ept Pen required T No
Gthsr Chrome ﬂjsease

dfe Pe:s:stent 0 Exercsse mduced :

(3 This studént has & davelapmenta{, emat'i&ﬁfaf,lbehaviarai or p_s,ychlatﬂq cpndm_c_m that may affecf his"grh’er éﬁﬁeaﬂqpéi experience. B

Explain::

Daity Medications (spacify):

This student may:

“Partitipate fujly in thv schcei program
EI particlpa’re Inthe $choo! pmgram w:ih the: folfowrng ;Bstrtcnenladaptaﬁan

Tms s’sudent may f‘f partlclpate fully: n athletw ac:iwt:es and competitwe sports

(1 participate in athletic activities and competitive sports with the fotimvmg restnct:onfadaptatton

. /r

.

[#es L] No Based on thisaomp;eh_fsn'.f
Isithis the student's medical home? Y

& haaéth histary and. physrbal exammat:on,
gs LI NG 11 would like o discuss informati

Ihls student has maintamed hlsfher levei of weﬂness
on in this report w;th the snhnaf frse. S

lectronically Signed by: MANUEL A. GRTA COBO, MD

B3N 52023



4/277/2023 11:22 PM FROM: G5Staples TO: +18B8032680502 P, 24

FIG HEALTH PEDIATRICS L€ « 55 Nys Rd. Suite 105, GLASTONBURY T 060%3- 2061 o e :
ATTIMU, Elorm (id #190, dob: 01/2412018) [ P N S

Signaturq:_qf:_rhg;ej'th_.car_e}:p i ":_n'mn'(npsiMpfppffgpiaﬂf.risia'mmi ~ DateSighed - PﬁntedlStampedevider Name and
. o L - ] -.PhuneNumber_ . |
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?IG HEALTH PE[?%AI,RICS_ ;,iji_i; = 37 blye Rd, Suite 103, Gms;mﬁ‘su&v_ CT 06633-2064.

ATTIMU, Eform (id #190, dob: 01/24/2018) o R

) . Part3 — Oral Health Assessment/Screening HAR-3 REV, 7/2018
Health Care Provider must comiplete and sign the oral health assessment.

. To Parent(s) of Guardian(s):

- State law requires that éach lobal board of education request that an oral health assessment be condusted prior to public sehool
~enrollment, in sither grade six or grade seven, and in either grade hine ot grade ten (Public. Act No. 18-168). The specific grade levels will
- e detarmined by the focal board of education. The-oral health assessment shall include a dental examination by-a dentist or a visual
- seresning and risk assessment for oral health conditions by a dental hygienist, or bya legally qualified practitioner of medicine, physician
assistant or advanced practice registered ntrse who has been trained in condusting an oral health asssssment as part of & fraining

program appfoved by the Commissioner of Pubiic Health.

Student Name (Last, First, Middie) T T Rhpae ;EateafExam
AftimuElomg I 01/24/20%8 . 0311512023
School 7 Grade o ek

Home Address:

97 Weir 5t
Glastonbury, C7 06033 o — e
Parent/Guardian Name (Last, First, Middte) . ~ {ome Phohe Cell Phone

— ‘ — . _{860) 794-3790 —X860) 794-3790
Dental Examination Visual Screening  |Normal ' © {Referral Made:

Completed by: gitgyﬁsed by: [l Yos— Yes
{3 Dentigt +HD/OO 1 Abnarmal {Describe) : NG
. 1 APRN ,

al
¥ Dental Hyglenist

IRisk Assessment T _Describe Risk Factors
elow [ Dental or orthodontic appliance . o ) LT Cariouig lesions
[ Moderate: [1-Saliva |3 Rastarations

I High T-Gingival condition |3 Pain

' [ Visible plaque 1 Swelling

[ Tooth demineralization ] Trauma

[ Other ___ . 7 f Other

Recommeridation(s) by health care provider: .

1 give permission for teleage arid exchange of information on this form betwsen the schoo! nurse and health care provider for confidential
use it mesting My child’s health and educational needs in schogl, '

Signature of ParentGuardian " ' T T B Date

Electronically Signed by: MANUEL A, ORTACOBO, MD 031512023
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FIG. HEALTH PEDIATRICS LLC + 55 Nve R, Suite 105, GLASTONBURY.CT 04033-2061
ATTIMU, Elorm (id #190, dob: 01/24/2018)

g

inftuenza In}ecta!ﬂe T oti0822 3y11mo 0.5l Wnramuscllar Deitmd " AU381042188 UTTATOKA Sanohi Pasteur 0022 tractivated 010022 Monwel Orts
quadiivalent, preservative frae - Right Influenza cobo, MIJ

0B/06/2027

OTaP-Hb-PYV.

Bome vacclnes listad in Docurnant, #11275 cuu!d ot be added to. this patient's chart. Pleage raview. this dut:ument and add thess. vacclnes '
to the patlent's chart manuall.' 1 noed&d

T03/1572023

Inifial/Signature of healih care provider WO/ DO/APRNTPA Dals Signed " Brinted/Slamped Provider Nare and
: : . . . . _Phone Num_ger
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ﬁa FEALTH. PEmAmtr;s LLC 53 Wye Rd, Suite 105, GLASTONBURY <L 060}3-2051

ATTIMYU, Elorm {id #190 dob: 01/2412(118)
Studant Nama Elorm Agtimu’

_ Birth Date: D1I24J‘24)1B HAR-3 REV TEZXE
lmmunizailon Record

_ To the Health Care Provider: Please complete and initial below.
- Vaceine (Month/Day/Year] Note: "Minimirm réquireinents prior o school snrollment, At subsequent axarns, riate bogster shots only.

, _Dose 1 Dose 2 Dose3d Dosed Dose § Dose& |
DTP!DTaP * * . * L ol -
- BTTd . ' ' e
" Tdap 1, , * Reduired 7th-12th grade.
{PVIOPV * * * ' 1
. MMR 1 * ' ... Required K-121h grade
Meagles . * i* - __Requijred K-12th grads _
I Mumps. * . -_Required K-12th grade
- Ruballa_ > i Required ¥-12th grade
CHIB e ' PRand K {Students urider 406 5).
Hep A | | j ' NS Saebebwforspaciﬁngrade requirement
HepB 1 * | A i T ' Required PR-12thgtade.
Varlcelia_ - * N/ APTY <N I Required K-12th.grade
PCV_ * o~ I T Y PK angd K {Students Linder age 5)
Meningococeal |~ I S s A i Required 7th-12th grade
Flu N B ] T = = - ] PRliidents 24-58 months.oid —.ghven annyally
Other ' ) ' ] Pl L _ R A |
Disease Hxof Bpaciy) {Date} Confiemed by)
above
‘Exemptioi: Religious _ __Medical: Permanent _ Famparary Date:
Renow. Date:

Raligious exemption documentation is: mqulrad upan school enrulimnnt and thon renewed at 7th grade entry.
Madiml axampﬂons that are tsmporary i natura musthé renawed annuaﬁy. .

.HEFATITIS A VAGCiNE 2 DOSE
REGUIREMENT PHASE-IN DATES

~August 1, 2017: Pre-K ihréugh. 5th grade
«August 1, 2018: Pre-K through 6th grade

X GRADES 7 THROUGH 12

«DTaP: At least 4 doses, with the final dose-ofy o TdapiTd: 1 dose of Tdap required for students.
after the-4th birthlay; studients who start the Wwhis cotfipletéd their- primary DTaP geres; for
geries at age 7 or older only need & tofal:of 3 students who start the geries at age 7 or oldera  + August 1, 2018: Pre-K through 7th grade
dosss of letanus-diphtheria containing vaccine.  totaf of 3 doses of tefaniis-diptitheria contsiding  ~-August 1, 2020: Pre-K through: 8th grade

sPolic: At feast 3 doses; with the final dose onor  vaccines arg required, ane of which must be Tdap» August 1, 2021 Pre-K. through Oth grade
aftar the 4th birthday. “Polio; Atieast 3 doses; with thefinal doseonor  » August 1, 2022: Pre-K.through 10th grage

~MMR: 2 doges atTeast 28 days apait, with the st after the 4 birthday. #Augist1, | 2023: Pre-i through 1 1th grade
dose oy of aftar {he tst bitthday. *MMR: 2 .dosés at teast 28 days apart; with the tat - August 1, 2024: Pre-K threugh 12th grade

“Hib: § dose on or after the1st birhday (children 5 doss on o after the 1st bithday. _ o
y&ais dnd.oldar do ot need prodf of =Meningococcal: 1 dose ** Varification of digeasa: Confirmation in
vacgination). =Hep B: 3 doses, with the final dose on.or after 24 writing by an MD, PA, or APRN that the child has

*Freumagoecal: 1 dose on-or affer the st ‘waeks of age. _ a previaus history of dfswase, based on family or
birthiday (childrgr 5 years and older do not nesd  “Maricella: 2 doses, with the 1st dose on oF af’h‘ar thedical history.
proot of vaccination}. - the 1st birthday or verification of disease.*

“Hap A2 doses giveh six months apart with the +Hep A: 2 doses given six menths agert, with the
sl dose on br.after the 1t birthday. See 1t dase.on or after the 1st birthday, See
"HEPATITIS A VACCINE 2 DOSE ‘HEPATITIS A VAGGINE 2 DOSE

KINBERGARTENH-IROUGH GRADEG

Note: The Camimissioher of Public Health may
issuer & tempotary walver 1 the schedule for
active tmmunization forany vaccine'if the
NMational Centers for Dissase Control and
Prevention recognizes a mutisriwide shodage of
supply for-such vagcing:

REGINREMENT PHASE-IN DATES" column at  REQUIREMENT PHASE-IN DATES™ column at
the right for more specific information an grade
level and year réquirad.

therright for more specific infarmation on grade:
level and yearrequired.

sHap B: 3 doses, with the final dese onar after 24
wesksof aga.

“aricella: 2 doges, with the 1st dose o or after
the1st birthday ¢ verification of disease,™

Reviewsd Vaccines,

Vacaine Type

vis T vIs vaccinator:
‘ Gl :

DTaP
DTap-Hib-FV






