
PICAYUNE SCHOOL DISTRICT HEAD START / EARLY HEAD START 
CHECK-UP FORM 

[i] 
CHILD'S NAME: ___________ DOB: ______ _ 
DATE OF SERVICE: _______ ALLERGIES? _______ _ 
DOCTOR/NURSE PRACTITIONER: 

--------------

AGE APPROPRIATE CHECK-UP: (PLEASE CHOOSE ONE) 

2 MONTH 4 MONTH 6 MONTH 9 MONTH 1 2 MONTH 1 5 MONTH 

18 MONTH 2YEAR 

NEEDED DOCUMENTATION: 

30MONTH 3 YEAR 4 YEAR 5 YEAR 

GROWTH ASSESSMENT: WT:___ HT: __ HC: __ 
BP: (DONE AT 3, 4 & 5 YEARS OF AGE) __ / __ 

DEVELOPMENTAL ASSESSMENT: WNL: 
COMMENTS/CONCERNS: 

YES: SPEECH CONCERNS? 
VISION: 

--

HEARING: 
DENTAL SCREENING: 

HGB RESULTS 
1 2 MONTHS - BLOOD 

WNL 
WNL 
WNL 

---

4 YEARS - BLOOD 
---

LEAD LEVEL RESULTS: 
1 2 MONTHS - BLOOD __ _ 

2 YEARS - BLOOD __ _ 
4 YEARS - BLOOD __ _ 

COMMENTS/CONCERNS/NEW ORDERS: 

SIGNATURE OF PHYSICIAN/NURSE PRACTITIONER 

--

NOTWNL: __ 

No: 
--

NOTWNL 
NoTWNL 
NoTWNL 




