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South Carolina Head Start/Early Head Start    
 

                                                        SHARE Head Start/EHS         www.sharesc.org 
Mailing address: Post Office Box 10204, Greenville, SC 29603     

Location: 254 South Pleasantburg Drive, Greenville, SC 29607          Fax # (864) - 233-4019 Attn: Health  

 

Well Child Check/Physical Examination Form  

Date of Exam______________ Name___________________________________ DOB___________ F/M ___ 
 

Medical Insurance (check all that apply)   Medicaid    Medicaid/CHIP    Private    Other    None   In-Kind                
Check Specific Assessment: Medicaid EPSDT Standards Requirements 

Dear Provider:  Our Federal Program MUST follow South Carolina State EPSDT Standards. 
UPDATED SC IMMUNIZATION CERTIFICATE IS REQUIRED. PLEASE INCLUDE A COPY IF ADMINISTERED DURING VISIT. 

 

Required Screening/Tests for Head Start 
 

(Please record vision 20/30, 20/40 if applicable) 

(If fail on photo screening please include copy of report) 

Vision: ACUITY: R _______ L _______ Both _______ 

               PHOTO SCREENING:  PASS  FAIL 

Hearing: Right Ear  Pass  Fail / Left Ear  Pass  Fail    

Blood Pressure     ________ / __________ 

Height or Length _____in/cm                  BMI ______ 

Weight _____ lbs _____ oz or ____ kgs Percentile ____ 

Head Circumference (under 2 yrs.)  _______in/cm 

Hgb/Hct (due at 12 & 24 mos) Date _____ Results _______ 

Lead (due at 12 & 24 mos) Date _______    Results ______ 

Special Diet    YES   NO (If yes, provide Rx)  
____________________________________________________ 

 

 

 
 Child may participate in Head Start/Early Head Start with NO health-related restrictions.     
 Child may participate with restrictions (explain) _______________________________________________________________ 
 Next physical appt. ________________  Additional appt. __________ for __________________________________ 

 

Provider_________________________ Office Name ______________________________ Stamp Here:(optional): 

Address____________________________ Phone______________/ Fax _______________  

 
Examining Health Professional: _______________________________/_______________________/_____________ 
    PRINT NAME   SIGNATURE                DATE                                         
Form completed by: (if different) ________________________/____________________________/____________ 
                 PRINT NAME   SIGNATURE                  DATE                                             

Parent Consent to fax form: Parent Signature ______________________ Date: _____________ Fax to 864-233-4019 Attn: Health 

  

      South Carolina Head Start Health Network 
 “COMMITTED TO KEEPING CHILDREN HEALTHY” 

 

 

 

 

 1M    2M    4M    6M    9M    12M    15M    18M    24M    30M    3YR    4YR    5YR 

Systems Examination 

                                      Normal                   Abnormal 

Head/Neck   

Eyes/Ears   

Nose/Throat   

Mouth/Dental   

Chest/Abdomen   

Heart/Lungs   

Lymph /Skin   

Genitalia   

Musculoskeletal   

Neurological   

Developmental   

Behavior/Speech     

Explain abnormalities: 
Medication Required?  YES   NO (If yes, provide Rx and 
other information or plan of care) 
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Intake/Determination Health Status   
Data Entry    
Health Staff   


