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Saginaw County Community Mental Health Authority
Personal Health Review - Child Version

Date: ________________

Name: ________________________________________ SSN: ______- ____ -_______

Current Address: ________________________________________________________

Home Phone: ________________________
Date of Birth: _____/_____/_______

Person completing form: __________________________________________________
For Office Use Only      Consumer ID:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
       Case#: L

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Does your child have a medical doctor?

YES  FORMCHECKBOX 

NO  FORMCHECKBOX 

If yes, the name of your Medical Doctor / Primary Care Physician or Clinic:

______________________________________________________________________
When did your child have his/ her last physical? _______________________________

Child’s estimated height: __________
Child’s estimated weight: _____________

What are your child’s health problems?  Identify the treatment and provider.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child ever:




Yes
No
Been in the hospital?




 FORMCHECKBOX 

 FORMCHECKBOX 





Had an operation?




 FORMCHECKBOX 

 FORMCHECKBOX 

Been treated in the emergency room?


 FORMCHECKBOX 

 FORMCHECKBOX 

Had a serious accident or injury?


 FORMCHECKBOX 

 FORMCHECKBOX 

Been exposed to lead or other toxins


 FORMCHECKBOX 

 FORMCHECKBOX 

Had a serious illness or disease?


 FORMCHECKBOX 

 FORMCHECKBOX 

Exposed to people in the home smoking cigarettes?
 FORMCHECKBOX 

 FORMCHECKBOX 

If yes, explain what it was and the reason:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Child’s Health Habits – Check (X) if yes,

 FORMCHECKBOX 
 Smoke ____ packs per day
 FORMCHECKBOX 
 drinks alcohol ____ drinks per day
 FORMCHECKBOX 
 Sleep problems  

 FORMCHECKBOX 
 Sexually active
 FORMCHECKBOX 
 Drinks coffee, tea, soft drinks with caffeine ______ cups per day
 FORMCHECKBOX 
 eating problems

 FORMCHECKBOX 
  Uses illegal drugs (List)_______________________________________________________
 FORMCHECKBOX 
  Uses prescription or over the counter medications not as prescribed or directed

Please list your CURRENT MEDICATIONS prescribed by a doctor at this agency
	DRUG NAME
	STRENGTH
	PRESCRIBED BY
	INSTRUCTIONS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list ALL OTHER MEDICATIONS (from other providers, over the counter, vitamins and herbal remedies):

	DRUG NAME
	   STRENGTH
	INSTRUCTIONS

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


List all medications to which your child is allergic to:
____________________________________________________________________________________________________________________________________________________

	DEVELOPMENTAL HISTORY

	Any problems during pregnancy?

	Any problems during delivery?

	What was the child’s birth weight?

	Length of stay of child in hospital:

	Any health problems as a newborn or in first year of life?

	List of childhood diseases your child has had and at what age:




Are your child’s immunizations or vaccinations up to date?
YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 
  Not sure  FORMCHECKBOX 

If no, what was missed? ____________________________________________________________________________________________________________________________________________________

	HAVE YOU EVER BEEN TOLD YOUR CHILD HAS ANY OF THE FOLLOWING?  (Check if yes)

	( Asthma
	( Diabetes
	( Kidney Disease
	( Sickle Cell Anemia

	( Anemia
	( Arthritis
	( Liver Disease
	( Thyroid Disease

	( Allergies
	( Epilepsy/Seizures
	( Meningitis
	( Ulcers

	( Alcoholism
	( Heart Disease
	( Migraine Headache
	( Sexually Transmitted Disease

	( Bladder Infection
	( Hepatitis
	( Pneumonia
	( Other (list)

	( Bleeding Tendencies
	( High/Low Blood Pressure
	( Polio
	

	( Cancer
	( Hypoglycemia or Low Blood Sugar
	( Rheumatic Fever
	


If yes, describe types of treatment and identify providers: __________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

	CURRENT HEALTH STATUS

Does your child currently have or is receiving treatment for any of the following (check if yes):

	CURRENTLY HAVE
	RECEIVE TREATMENT
	
	CURRENTLY HAVE
	RECEIVE TREATMENT
	

	(
	(
	1. Shortness of breath
	(
	(
	18. Bed wetting

	(
	(
	2. Frequent coughing
	(
	(
	19. Day wetting

	(
	(
	3. Wheezing, gasping
	(
	(
	20. Soiling

	(
	(
	4. Coughing up blood
	(
	(
	21. Blood in urine

	(
	(
	5. Many chest colds
	(
	(
	22. Dark colored urine

	(
	(
	6. Sinus trouble
	(
	(
	23. Vomiting blood

	(
	(
	7. Poor hearing
	(
	(
	24. Stomach pains

	(
	(
	8. Frequent sore throats
	(
	(
	25. Nervous stomach

	(
	(
	9. Ear aches
	(
	(
	26. Rectal bleeding

	(
	(
	10. Frequent colds
	(
	(
	27. Diarrhea/constipation

	(
	(
	11. Many nose bleeds
	(
	(
	28. Unusual weight loss

	(
	(
	12. Rapid/Irregular heartbeats
	(
	(
	29. Excessive weight gain

	(
	(
	13. Dizzy spells
	(
	(
	30. Shaking/trembling

	(
	(
	14. Excessive tiredness/weakness
	(
	(
	31. Fainting spells

	(
	(
	15. Blood disorder
	(
	(
	32. Frequent headaches

	(
	(
	16. Pain urinating
	(
	(
	33. Convulsions/fits

	(
	(
	17. Frequent urination
	(
	(
	34. Other pain                                                    


	Levels of pain – circle number that best describes physical pain:
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	0 - none
	1 - rarely
	2 - mild
	3 - moderate
	4 - severe
	5 – chronic/severe

	Location and frequency of pain: (Include information about treatment being provided for pain):



	FEMALES                   Is your child now or ever been pregnant? YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 
  N/A  FORMCHECKBOX 

                                     Does your child use birth control?            YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 
  N/A  FORMCHECKBOX 



	Age when menstrual periods started:
	
	Any problems?
	


	HOW WOULD YOU RATE YOUR CHILD’S OVERALL PHYSICAL HEALTH?




( Excellent



( Fair




( Good



( Poor

Any health issues you would like to address in the family centered plan?



	Family physical health, mental health and substance abuse problems
Include information on biological family and family child currently lives with

	

	

	


	Client/Parent/Guardian Signature:  






Date:





	Staff Signature/Title/Credentials:  






Date:





	FOLLOW-UP RECOMMENDATIONS



( None




( Other, specify:



	

	

	 Physician / Nurse Practitioner /Nurse Signature:







Date:
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