CP&P 11-10 

 (new 4/2011)


	NJS Person ID#:      

	STATE OF NEW JERSEY

DEPARTMENT OF CHILDREN AND FAMILIES

DIVISION OF CHILD PROTECTION AND PERMANENCY
Health Passport and Placement Assessment
A. IDENTIFYING INFORMATION 

Child’s Name (First/Middle Initial/Last)      
Sex:  Male  FORMCHECKBOX 
 Female  FORMCHECKBOX 

Date of Birth: 
     



Case ID#:     
Person ID#:      



Type of current placement:     
Placement episode start date:     


Date of current placement:     
County of placement:     
Medicaid#:      
Medicaid HMO:      
CHU Nurse:      
CP&P Worker:      
CP&P Supervisor:      
Local Office:      
Health Information obtained from: Medical Records  FORMCHECKBOX 
 Family Historian  FORMCHECKBOX 
 NJIIS  FORMCHECKBOX 

Health Focus  FORMCHECKBOX 
  Other      
PPA Attached: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

B. SIGNIFICANT HEALTH INFORMATION 

1. Birth History: Name of birth hospital:      




Location:      
Child’s birth weight:      
Child’s birth height:       

Child’s head circumference:     

Full Term: Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown FORMCHECKBOX 

Gestational Age:      
Delivery:       
Newborn Hearing Screen: Pass FORMCHECKBOX 
 Fail FORMCHECKBOX 
 Unknown  FORMCHECKBOX 


Prenatal Care: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown  FORMCHECKBOX 

Drug/Alcohol exposed: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown  FORMCHECKBOX 
 If yes, please describe and include type of drug/alcohol:      
Other significant birth history:      
2. Health History 
Hospitalization? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown  FORMCHECKBOX 
  If yes, please describe reason, treatment, procedure, date and hospitalization location:      
History of injuries / illness/ significant childhood diseases? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown  FORMCHECKBOX 

If yes, please describe:      
3. Family History      
Is there a family history of medical problems? Yes FORMCHECKBOX 
  No  FORMCHECKBOX 
  Unknown FORMCHECKBOX 

If yes, please describe:      
4. Current Health 
Current Weight:        Height:        Head Circumference:        BMI:      
Current health problems / illnesses / conditions:      
Does the child have any allergies? Yes FORMCHECKBOX 
 No  FORMCHECKBOX 
  Unknown FORMCHECKBOX 
 

If yes, please describe:      
Epinephrine Auto-Injector (EpiPen) Required:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 
Last EPSDT Visit: Date:     
Immunization review Date:       
Last Dental Exam (3 years and older): Date:       
Developmental History: On Target  FORMCHECKBOX 
 Delayed  FORMCHECKBOX 
 

(Please list and date latest milestones and tasks attained):      
Is the child receiving therapy? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  (check those that apply): 

Physical Therapy FORMCHECKBOX 
  Occupational Therapy  FORMCHECKBOX 
 Speech Therapy  FORMCHECKBOX 
  
Other FORMCHECKBOX 
       
Frequency/schedule of therapy:      
Is the child receiving services from EIP (Early Intervention Program)? Yes FORMCHECKBOX 
  No FORMCHECKBOX 

          Name of EIP Provider:      
Is the child receiving SCHS (Special Child Health Services)? Yes FORMCHECKBOX 
  No FORMCHECKBOX 

Does the child have an education classification? 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown  FORMCHECKBOX 
 
If yes, what is classification?      
Vision Problems: Yes  FORMCHECKBOX 
 No FORMCHECKBOX 
 Unknown  FORMCHECKBOX 

If yes, please describe:      
Does the child wear glasses? Yes  FORMCHECKBOX 
  No FORMCHECKBOX 
  Unknown  FORMCHECKBOX 

Does the child wear contact lenses?

 Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Unknown  FORMCHECKBOX 

Hearing Problems: Yes  FORMCHECKBOX 
 No FORMCHECKBOX 
 Unknown  FORMCHECKBOX 

If yes, please describe:      
Does the child have any special transportation needs (i.e. requires transportation in an ambulance or van with a wheelchair lift)?     Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
 

If yes, what are those needs?     
5. Current Health Providers / Medications:

Name & Specialty 

Address

Phone

     
Name of medication:      
Are the information sheets on the medication side effects included? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

Is this prescribed as a psychotropic medication?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

       If yes, is consent on file?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

       If child is on psychotropic medication, is there a treatment plan?   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

6. Have the following tests been completed? 
TESTS (If Known)
Date
Results

Newborn screening
     
     
Sickle Cell
     
     
Hepatitis B
     
     
Hepatitis C
     
     
HIV
     
     
PPD
     
     
Lead Level

     
     
Hemoglobin

     
     
Urinalysis

     
     
Vision Screen
     
     
Hearing Screen
     
     
Blood Pressure Screening

     
     
Cholesterol Screen

     
     
STD Screen 

     
     
Pelvic Exam with PAP for all sexually active females

     
     
Other

     
     
Other
     
     
Other
     
     
7. Summary / Assessment / Specific Care Needs / Transportation     
8. Acuity Level      
9. Care Giver Requirements     
10. Health Plan      
11. Signature
Name of CHU Nurse completing form:      




Date:      
Signature: 





Contact Number:      
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