Completed by:  ___________________							Date completed: __ __ / __  __/ __ _


___ DCFS chart								___  QuICC					___  Medical & Family Background (Form 13-041)			Total:			______                           


___  Health Forms						Functional limit		______


___  Birth Records						Compens modes		______


							Service use> routine    	______


____ 	Communication w/ PMD								Dates		


	Telephone								___________________


	Face to face								___________________


____	Medical Records	Source (MD, hospital, etc.)					Dates	


	________________________________________				___________________


________________________________________				___________________


________________________________________				___________________


	________________________________________				___________________


________________________________________				___________________


________________________________________				___________________	


____ 	Medicaid Billing Records							


_______________________________________				___________________


_______________________________________				___________________


____	School Records


_______________________________________				___________________


_______________________________________				___________________


____	IEP


_______________________________________				___________________


_______________________________________				___________________


____	Other


_______________________________________				___________________


_______________________________________				___________________


1.  Past medical history:  (indicate if information not available)





	Birth history							Surgery





	Hospitalizations							Serious illnesses


	


	Injuries/accidents	�



					        


2.  Chronic conditions (specify)		          		      	








		


					


3.  Current health concerns (specify)				











4.  Current medications (list)					











5.  Review of systems  (significant positives, only)		





	Allergies					





	Nutrition/Growth parameters			    





Cognitive development 				    





Dental						   





Hearing/ Speech					





	Vision					   	   


 


	Mobility/musculoskeletal				   





	Respiratory					   





	Cardiac						    


	


	GI						   





	Urinary/Gyn					





6.  Sub-specialty medical care   (Provider, dates)		   











7.  Planned medical interventions/surgery			











8.  Adaptive medical equipment (specify)					�
					        Impairment Level			Unmet Need	


							None		             Severe		    No	Yes		


2.  Chronic conditions (specify)	          		      	    1         2         3         4        5	                    1	  2











							


3.  Current health concerns (specify)			    1         2         3         4        5	                    1	  2














4.  Current medications (list)				    1         2         3         4        5	                    1	  2














5.  Review of systems  (significant positives, only)		





	Allergies					    1         2         3         4        5	                    1	  2





	Nutrition/Growth parameters			    1         2         3         4        5	                    1	  2





Cognitive development 				    1         2         3         4        5	                    1	  2





Dental						    1         2         3         4        5	                    1	  2





Hearing/ Speech					    1         2         3         4        5	                    1	  2





	Vision					   	    1         2         3         4        5	                    1	  2


 


	Mobility/musculoskeletal				    1         2         3         4        5	                    1	  2





	Respiratory					    1         2         3         4        5	                    1	  2





	Cardiac						    1         2         3         4        5	                    1	  2


	


	GI						    1         2         3         4        5	                    1	  2





	Urinary/Gyn					    1         2         3         4        5	                    1	  2





6.  Sub-specialty medical care (Provider, dates)		    1         2         3         4        5	                    1	  2

















7.  Planned medical interventions/surgery			    1         2         3         4        5	                    1	  2











Adaptive medical equipment (specify)			    1         2         3         4        5	                    1	  2	�



History of concern for FAS or prenatal drug effect?			1 - No		2 - Yes





	If yes, concern based on:


		Behavioral  symptoms					1 - No		2 - Yes


		Pregnancy history					1 - No		2 - Yes	


Physical parameters/ facies				1 - No		2 - Yes


Hx via other provider/caregiver - unconfirmed		1 - No		2 - Yes





Has there been a formal evaluation to diagnosis 


      or rule out FAS?							1 - No		2 - Yes


If Yes: Date/site of evaluation	_______________________


		Diagnosis 			_______________________





School academics							Present grade:	_____�					


	Specialized education services - ever				1 - No   	2 - Yes		3 - DK 





	Repeated a grade - ever						1 - No   	2 - Yes		3 - DK





IEP								1 - No   	2 - Yes		3 - DK





	Age appropriate grade currently					1 - No   	2 - Yes		3 - DK





	Achievement/test scores  (specify below)








Other concerns








________________________________________________________________________________________


Project MD Recommendations


		


Health service plan									Time frame 


		


__  Well child care								__________			


		


__  Medical care beyond routine							__________	


		


__  Specialized medical evaluation							__________	





__  Interventions (e.g., OT, Speech therapy)/ Adaptive				__________	








School Service Plan





__   Regular classroom								__________	


__   Needs educational evaluation (specify)						__________			


__   Needs specialized services (specify)						__________	


Foster Care Assessment Program


Child Initials __ __ __                    HEALTH STATUS/ DEVELOPMENTAL SUMMARY	                 FCAPID  _ _ _ _ _ _ _  
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Physician Worksheet


For note taking - complete scales on page 3.





Foster Care Assessment Program


Child Initials __ __ __                    HEALTH STATUS/ DEVELOPMENTAL SUMMARY	                 FCAPID  _ _ _ _ _ _ _  








