CP&P 11-63

(rev. 12/2006)

State of New Jersey

Department of Children and Families

Division of Child Protection and Permanency
Comprehensive Health Evaluation for Children 

Request For CHEC Visit

Child’s Full Name:      
 
Date of Birth:       
Gender:    FORMCHECKBOX 
 M 
 FORMCHECKBOX 
 F
Case ID #:      
 Age:      

Person ID #:                                                                                                                                                                                                                            

Medicaid #:       (Please attach a copy of Medicaid card or verification of Medicaid #)
                                
Current Caregiver  
 FORMCHECKBOX 
 Kinship 
 FORMCHECKBOX 
 Resource
 FORMCHECKBOX 
 SHSP
 FORMCHECKBOX 
 Residential 
 FORMCHECKBOX 
 Other:      

Name:  
     
Phone#:       


Address:
     
Legal Status                     FORMCHECKBOX 
 CP&P Custody         FORMCHECKBOX 
 Guardianship
Pre-placement Physical (please attach copy) 
Date:
     

Location:  
     
Child’s Primary Healthcare Provider (at time of removal) 
Name:
     

Address:  
     
Phone#:       

CP&P  Local Office        

Worker:  
     
Phone#:       
Date of Removal        
Reason(s) for Removal (check all that apply): 

 FORMCHECKBOX 
 Domestic Violence
 FORMCHECKBOX 
 Mental Illness
 FORMCHECKBOX 
 FORMCHECKBOX 
 Neglect

 FORMCHECKBOX 
 FORMCHECKBOX 
 Parent Incarcerated
 FORMCHECKBOX 
 Physical Abuse
 FORMCHECKBOX 
 Poverty/Lack of Resources

 FORMCHECKBOX 
 Sexual Abuse
 FORMCHECKBOX 
 FORMCHECKBOX 
 Substance Abuse
 FORMCHECKBOX 
 Other (specify):      
Does child have any known medical conditions? 

 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 FORMCHECKBOX 
 Yes (specify):      
        Does child have any known allergies?
                       FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes (specify):      
Is child currently taking any medications? 

 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 FORMCHECKBOX 
 Yes (specify):      
Does child have any known behavioral or emotional problems? 

 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 FORMCHECKBOX 
 Yes (specify):      
Is child currently in school or daycare?  

 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 FORMCHECKBOX 
 Yes (specify):      
Is child currently receiving special education services?  

            FORMCHECKBOX 
  Unknown
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 FORMCHECKBOX 
 Yes (explain):      
What is the child’s primary language?

 FORMCHECKBOX 
 English
 FORMCHECKBOX 
 FORMCHECKBOX 
 Spanish
 FORMCHECKBOX 
 FORMCHECKBOX 
 Other       
What is the current caregiver’s primary language?

 FORMCHECKBOX 
 English
 FORMCHECKBOX 
 FORMCHECKBOX 
 Spanish
 FORMCHECKBOX 
 FORMCHECKBOX 
 Other       
This referral made by      
                                         Date      
  (Please print)                                          Name and Title
