CHILD HEALTH RECORD: FORM 9, PSYCHOLOGICAL AND SOCIAL DEVELOPMENT

CHILD'S NAME: SEX: BIRTHDATE:

GENERAL STATEMENT (Strengths, assets, needs or problems identitied while the child is enrolled in Head Start. integrate information
from observation, healith history, developmental assessment, and other sources):

PART I. TO BE COMPLETED BY MENTAL HEALTH COORDINATOR

OR MENTAL HEALTH PROFESSIONAL

TRACKING RECORD (Head Start children usually have only one DEV. ASSESS. No. 1| DEV. ASSESS. No. 2| DEV. ASSESS. No. 3
developmental assessment, although children tested before enroll-
ment or retested may have more. If so, use the additional columns.)

1. SCREENING METHOD OR INSTRUMENT USED:

2. STAFF REVIEW OF SCREENING (Date):

3. RESULT OF STAFF REVIEW
a. No Problem:

ao
0o
ao

b. Reassess:

¢. Refer for Developmental
Assessment:

4. (BEFORE REFERRAL) a. Physical Exam Scheduled (Date):
. Physical Exam Complete (Date):

. Results Received

(2]

5. (IF REFERRED) . To (Name of Professional): -

o W

. Appointment Scheduled (Date):
. Appointment Kept: ] O O
. (If not) Appt. Rescheduled:

® a o

. Report Received (Date):

6. INDIVIDUALIZED PLAN FOR FOLLOW-THROUGH
WRITTEN (Date):

PART . TO BE COMPLETED BY MENTAL HEALTH COORDINATOR
o




	Text371: 
	Text372: 
	Text373: 
	Text374: 
	Text375: 
	Text377: 
	Text379: 
	Text376: 
	Text378: 
	Text380: 
	Check Box381: Off
	Check Box382: Off
	Check Box387: Off
	Check Box388: Off
	Check Box384: Off
	Check Box385: Off
	Check Box383: Off
	Check Box386: Off
	Text390: 
	0: 
	1: 
	3: 
	4: 
	5: 
	2: 

	Check Box389: Off
	Text391: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	Text392: 
	0: 
	1: 
	2: 
	4: 
	3: 
	5: 

	Text396: 
	Text397: 
	Text398: 
	Check Box395: Off
	Check Box393: Off
	Check Box394: Off


