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State of New Jersey

DEPARTMENT OF CHILDREN AND FAMILIES

Division of Child Protection and Permanency
PRE-ADOPTIVE MEDICAL REPORT
PART A: MEDICAL HISTORY

Child’s name:  [Enter full name]   

Child’s Case ID #:  [Enter number]    Sex:   FORMCHECKBOX 
  Male      FORMCHECKBOX 
  Female      Date of Birth:  [Enter date]
Address:  [Enter street adress, city, state, zip code]
I.  SIGNIFICANT MEDICAL HISTORY OF MOTHER AND FATHER (check appropriate box, if known):

Allergy:    
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father
Mental Illness:
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father     
Diabetes:

 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father 

Cardiac:
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father
Mental deficiency:
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father
Eye disease:
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father
Epilepsy:  
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father
Infectious disease: 
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father
Sickle Cell:
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father
Glandular:
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father
Venereal disease:
 FORMCHECKBOX 
  Mother    FORMCHECKBOX 
  Father

Other:  [Enter parent, illness, and diagnosis ]
II.  PREGNANCY AND BIRTH:
Pregnancy Duration:  [Enter duration]  Length of Labor:  [Enter length of labor]  Type of delivery:  [Enter type of delivery]
Complicating natural disease:
German measles   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
   No    Diabetes 
     FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Hypertension        FORMCHECKBOX 
  Yes   FORMCHECKBOX 
   No    Preeclampsia   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
      Other (specify):  [Enter other disease]
Birth:
Weight:  [Enter]    Length:  [Enter]
    Chest:  [Enter]
Head:  [Enter]
Condition at birth:  [Enter condition]
Respirations:   FORMCHECKBOX 
   Spontaneous     FORMCHECKBOX 
  Delayed    Activity:  [Describe activity]
Apgar:   1 minute:  [Enter score]
5 minutes:  [Enter score]
Evidence of trauma:  [Describe any evidence of trauma at birth]
Gross anomalies or abnormalities:  [Enter any anomalies/abnormalities at birth]
III.  CHILD’S MEDICAL HISTORY:
A.
Circumcision  Date:  [Enter date]
B.
Tests (date & result):  1.  PKU:  [Enter date and result]   2.  Serology (mother’s prenatal acceptable):  [Enter date and result]
3.  TB (Intradermal):  [Enter date and result]    4.  Sickle Cell:  [Enter date and result]    5.  HIV:  [Enter date and result]    

6.  Other:  [Enter type, date, and result]
C.
Immunizations:    Small Pox:  [Enter date and result]    Measles:  [Enter date and result]
Diptheria:
1.  [Enter date and result]  2.  [Enter date and result]  3.  [Enter date and result]
Polio Salk:
1.  [Enter date and result]  2.  [Enter date and result]  3.  [Enter date and result]
Sabin:

1.  [Enter date and result]  2.  [Enter date and result]  3.  [Enter date and result]
Other:  [Enter other immunizations giving name, date, and result, if appropriate]
D.
Childhood diseases:     FORMCHECKBOX 
  Measles     FORMCHECKBOX 
  Mumps     FORMCHECKBOX 
  Chicken Pox     FORMCHECKBOX 
  Whooping Cough    FORMCHECKBOX 
   Other [Enter significant diseases]
E.
Development (give age):    Sat up:  [Enter age]  Walked:  [Enter age]   Talked:  [Enter age]    Bowel & bladder control:   [Enter age] 
Physical development can be described as (check one):     FORMCHECKBOX 
  Advanced     FORMCHECKBOX 
  Mid-range     FORMCHECKBOX 
   Delayed

F.
History of illnesses, injuries or operations, defects:  [Enter any illnesses, injuries, defects, or operations that the child has experienced and the dates]  
G. Difficulties in sleeping or eating:  [Describe any difficulties in eating and sleeping] 

PART B: EXAMINATION (complete all blanks):




Date: __________________
Name of Child:_________________________________________  Child’s Case ID #: ___________________
Height: ___________________   Weight: ____________________

Head: ____________________  Chest: ___________________   Abdomen: ________________
Appearance: ________________________________________________________________________________
Head, scalp:_________________________________________________________________________________
Eyes: ______________________________________________________________________________________
Ears: ______________________________________________________________________________________
Nose:______________________________________________________________________________________
Throat:_____________________________________________________________________________________
Teeth: _____________________________________________________________________________________
Heart: _____________________________________________________________________________________
Glands: ____________________________________________________________________________________
Lungs: _____________________________________________________________________________________
Abdomen: __________________________________________________________________________________
Liver:______________________________________________________________________________________
Spleen: ____________________________________________________________________________________
Hearing: ___________________________________________________________________________________
Kidneys: ___________________________________________________________________________________
Genitalia: __________________________________________________________________________________
Skin: ______________________________________________________________________________________
Nervous system: _____________________________________________________________________________
Spine: _____________________________________________________________________________________
Extremities: _________________________________________________________________________________
Does child show any evidence of physical defect, disorder or disease (include any deformities or disfigurements)?

___________________  _______________________________________________________________________

___________________  _______________________________________________________________________

___________________  _______________________________________________________________________

What health care or related services does the child need for diagnosis or treatment?  ________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Is child medically suited for adoption placement?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No      If not, why?_________________________

___________________________________________________________________________________________

Please attach a copy of the child’s immunization record, if available.

                                   _________________________________________________________________

                                               (Signature of examining Physician)

_________________________________________________________________



(Print name of examining Physician)

_________________________________________________________________

                        (Address)
