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of Examination: I" ) "j d'J

Date of Admission into Care: ‘ | | I

School/Nursery Attended:

Present at Examination:
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Hedght: . J...o..... Centile: ..ovvunvnn
1. Growth

2. General Appearance!Cleaéiiness

3. Skin ;nd Hair

4. Teeth

5. Eyes

6. Ear, Nose & Throat

7. GC.V.S.

8. Blood Pressure (if applicable)

9. Respiratory System

10. Alimentary System

11. Genitalia and Testes (males only)
12. Nervous System

13. Locomotion/Posture

14. Behaviour/Demeanour

15. Colour Vision (if appropriate)

16 Other/s (specily )@ iame

Right Left

17. Visual Acuity | (’(a"l l"h’- |
18. Hearing | Ji{l I*): l
19.

-------------------

Foster Parent/No One/Other

Weight:
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Immunisation status complete/incomplete
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Manchester Word Test
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1f incomplete please specify
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CUNCLUSIONS

1s there a significant Medical problem?

1s there a significant Functional handicap?

Are there significant Social problems?

-~

Are there significant Developmental/Educational
difficulties?

I1f Yes has a record of needs been opened?

Yes@

Yea(@ﬁD

Ye%ﬁgg

Yes/No

 FURTHER COMMENT: e.g. parental concern, therapy involvement

ACTION REQUIRED: e.g. place on H.R., refer to specialist services
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School/Nursery Attended: ...
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11.
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Growth
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Skin and Hair

Teeth

Eyes
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Blood Fressure (if applicable)
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Alimentary System

Genitalia and Testes (males only)
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Colour Vision (if appropriate)
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Immunisation status complete/incomplete
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CONCLUSIONS:

Is there a significant Medical problem?

Is there a significant Functional handicap?

Are there significant Social problems?

Are there significant Developmental/Educational
difficulties?

-3

es has a record of needs becn opened?

4
m

FURTHER COMMENT: e.g. parental concern, therapy involvement

Yes/No

Yes/No

Yes/No

Yes/No

Vae/No

ACTION REQUIRED: e.g. place on H.R., refer to specialist services
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ANNUAL MEDICAL EXAMINATION

C.l{.I.No.:_I e o AN {1 = o O l

Name :

Date

Date of Admission into Care: ‘ | I I

School/Nursery Attended:

of Examination: I | |

.....................

---------------

R

School:

Date of Birth:
Examined by:

Date of Commencement of
Present Placement:

Study No. DWA "3
Perec

---------------------------------

-------

-----------------------------

Present at Examination: Foster Parent/No One/Other (Specify): .................. R Ala ke
Height: .K—"?.Q Gentilesle L ol N Weight: ke, RS Gentille sl oavrr
N/D/A COMMENTS
1. Growth EL_H_[ ........................................
2. CGeneral hppearancefcleaéliness I & | ........................................
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4. Teeth l,u—l hpr gr=. L el L dear b
5. Eyes LB___l ........................................
o)
6. Ear, Nose & Throat L____J .T.ff...?TTi.?@?%ﬁi;..??Tf..é D i
7 GaV. 8, ILI ........................................
8. Blecod Pressure (if applicable) L_ﬁi_J ........................................
9. Respiratory System L_Ei_J ........................................
10. Alimentary System L_ﬁimi ........................... Vit ey ataiele=inis
11. Genitalia and Testes (males only) L_tL_J ........................................
12. Nervous System L_ﬁh_i ........................................
+3. Locomotion/Posture J‘V_I ........................................
14. Behaviour/Demeanour L_&i_J ........................................
15. Colour Vision (if appropriate) Q.%?Téf .................................
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Right Left Test Used
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18. Hearing | 7z l | ¢~ I Manchester Word Test
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CONCLUSIONS:

Is there a signiflcant Medical problem? Yes/No . 0. S-S el

Is there a significant Functional handicap? Yes/No At & G | o

Are there significant Social problems? Yes/No by AR s L

Are there significant Developmental/Educational Yes/No ..xﬁ?f?% ............
difficulties? i

1f Yes has a record of necds been opened? Yoo o | viessiceesssacanren e

FURTHER COMMENT: e.g. parental concern, therapy involvement

ACTION REQUIRED: e.g. place on H.R., refer to specialist services
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Signature of Examineﬁg/..xz, SRR S oD e i



CONFIDENTIAL

TAYSIDE REGIONAL COUNCIL — SOCIAL WORK DEPARTMENT _ «- =

MEDICAL RECORD OF CHILD IN CARE
(For Initial (F.F.l.) and Annual Medicals)

Name..fQMMY ...... xf ﬁ’e&ETT .............................................................. Date of Birth /6,773 ..........
T (¥ (L LA S B N R I L e oo U e e e U e e
Date of Admission ...........c.ccovvviviiinenrennnn, Sex MACE, ... Nat. Health Service NO. ........ccoviiviiiiiiiiiiiieciinn
RO Y O A IS IOIY . L s ve s omom b s e Sy s sy m s Wi B 8 R AN A TR R s msacns sie s inns r S e S m B St b s S e
Name and Address of family G.P. (0N admisSiON 10 CAIB) .....oiuviiniiiiiiiiirie et et e a e e aa e eas
Present Address of Child.C.AROLINA | HOUSE ... Child’s present G.P: .o T ovviisiiinin
PERSONAL HISTORY PREVIOUS MEDICAL HISTORY

Number in family .....ocociiiiiiiiii Whooping Cough.............cce..... Skin ConditiBAEST ...covvmivaviviins
Place in family .............................................. Measles o ciiaaianaanimnne IUIES: oo e e e e
Nge of WaKINGg i s v i i Diphtheria ..o nnnnvamaanid TuberculosisTith . vvieiiaiiiiiiveiisias
Age of talking wivmanmnnaaiamsannme Bcarlet Fever s oy i Rheumatismyi. ... oo
Bowel Control v i Mumps oo @Peissisan ERRESISIY. .o vvnvmnimnaiiae
Bladder Control iivuismveismisymeivieiiiasina ChickenpoX i BB EncOpresis s
(Age of the menarche)............cocovviviieiiciiennn. German Measles..........o.oovevnnnn CROYER o vl s s
Prophylaxis: Date Dysentlhy . .ccoviiviiiiniiiarnrtesis

Diphthetid ocnnasmnamansanisimaiamea CIBETRRROTIE - o v s VG s s A S R A P e
Whooping Eough i nsnmnimnimtarniimnimigd s i o e e A I R R e R
TYaNUS 5o s T R S DR TP B R s e
Meastes ansmnaanssinmnnimen | i s 5 S e R S e R s s
Poliomyelitis . cimainmiaiinnaiuP vt | caveern R A e e e e
BEG:csmnumnsnmnlls g

{00L HISTORY (e.g. Absence through illness:

..........................................................................

FAMILY HISTORY (Important ilinesses or defects)

FAthBY. ...coininives sl oioci s v shieiy e
o 4 O (T
SRS ..o ovvcons sl oo cononnssnnninas sonssaibsnsharsssamn s smorns

.........................................................................

91101 ST Ry

CONDITION ON ADMISSION TO CARE

(e.g. General appearance: demeanour: cleanliness: any marks of injury or violence: any obvious physical or mental defects.)



GENERAL iitUiCAL IINSPECTIONS (O = Normal X = Abnormality present)

R
Details of abnormal conditions should be noted on opposite page. The vision should be tested with Snellon’s Type at 20 feet
and the hearing for ordinary conversational voice at the same distance.

T i Do

Skelatal System ..o i Ol T ss Tr, T o
T Re— ey A & il ) IR P T e —— ’:)
L TS, W, R Y Pl b L T

Nervous System (e.g. Fits) ............ocooeini)enn. O ... N[ e | S | S SUPRIS | RSN | ——— | ee———

Psychological: Intelligence..................l... PN - N SNPN=SuN | SOV (S (. IR SO

Behaviour...............cooi i fon! 0 ............ B s i e R R R P R s e s

Sex Development ..........ccccceeeveeveeeeiiennhon. 2R SOOI | TSRETRSOS SRR IO SRR, SR S
(Manstruationdl.. ... V... .oossoresemmrvmsrssbvansnnsersssibenss nsopmesshosmipns sk s eomnuniss vt ynnvermssnsiskenenmonnsbisenssmsnsss hswns s nomnnsss

Bl Control M ............ooovemmressionendson Beorsansabe D .......................................................................................

Bladde@Bamtpal . .......ov v iammmrnnbiiaiad o ] B e (e B [ I MY it (e

Urine . dumnnidinmaauaisaimnniibersiinnalan Qomnslistiimnaliannsbirasnanekssmumbsmanesalaimiianis

GENERAL CONDITION
A=Good B=Fair C=Poor ﬂ A

Medical Officer’s Initials O\~ ﬁ\/




CLINICAL NUIES

Record of illness and treatment; immunisations; results of special examinations, e.g. opthalmic; notes on medical inspections;
recommendations.
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