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TREATMENT FOSTER CARE MEDICAL SCREENING FORM


	In the event that the child is placed emergently and the Shineforth Treatment Foster Care Medical Form cannot be completed at the time of the 72 hour medical visit, the child must receive a medical screening within the 72 hour timeframe (as documented on this form), and must receive a full physical as documented on the Shineforth Treatment Foster Care Medical Form within 30 days of the child’s placement date.
Important Note: This screening form may be completed by a nurse practitioner, registered nurse, physician’s assistant, licensed physician, medical provider working under the direction of a licensed physician, or local health department official.




Child’s name: 						Date of medical screening: ____________
Are there any health conditions that require immediate or prompt medical attention (e.g., acute illness, chronic disease requiring therapy, signs of abuse/neglect, signs of communicable diseases, hygiene or nutritional problems, pregnancy, significant developmental or mental health disturbances, etc.)? 
Yes____ No _____
If yes, please explain:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If the child is under age 6, is there a need for further developmental assessment? Yes____ No _____ N/A_____
If yes, please explain:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________
Signature of medical provider						Date
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