
CHILD DEVELOPMENT SERVICES (CDS) CHILD HEALTH ASSESSMENT

For  use  o f  t h i s  f o rm ,  see  AR  608 -10 ;  t he  p roponen t  agency  i s  DCSPER

DATA REOUIRED BY THE PRIVACY ACT OF 1974

AUTHORITY:
PRINCIPAL PURPOSE:

ROUTINE USES:
DISCLOSURE:

T i t l e  1O ,  Un i t ed  S ta tes  Code ,  Sec t i on  3013 .
I n fo rma t i on  i s  used  by  DA  pe rsonne l  t o :  ( 1 ) ve r i f y  ch i l d  hea l t h  s t a tus  and  cu r rency  o f  immun i za t i on  pe r
admission requirements:  (2)  note specia l  program considerat ions or  restr ic t ions on chi ld part ic ipat ion;
(3 )  execu te  emergency  med i ca l  p rocedu res  f o r  ch ron i c  i l l nesses / cond i t i ons ;  ( 4 )  r e fe r  ch i l d  f o r  en ro l lmen t  i n
Excep t i ona l  Fam i l y  Member  P rog ram.
In fo rma t i on  p rov i ded  may  be  re l eased  IAW the  A rmy ' s  b l anke t  r ou t i ne  uses  con ta i ned  i n  AR  340 -21 .
D i sc l osu re  o f  r eques ted  i n f o rma t i on  i s  vo l un ta r y ;  howeve r ,  i f  i n f o rma t i on  i s  no t  p rov i ded ,  i nd i v i dua l s  may
no t  be  ab le  t o  pa r t i c i pa te  i n  CDS p rog rams .

NAME OF SPONSOR lLast, first, Ml) TELEPHONE /Duryl

NAME OF  MEDICAL  TREATMENT FACIL ITY iPHYSIC IAN TELEPHONE

HAS CHILD BEEN UNDER REGULAR SUPERVISION OF A PHYSICIAN ( l f  yes,  expla in c i rcumstance(s)  and current  status)

!  Y E S  n r u o

TELEPHONE /Homel

ADDRESS llnclude ZIP Code)

CHILD HEALTH INFORMATION (Sponsor)

N A M E  O F  C H I L D

HAS CHILD  BEEN SCREENED FOR ENROLLMENT IN  EXCEPTIONAL  FAMILY  MEMBER PROGRAM I ruo
IMMUNIZATION DATES (L is t  Monh an( t  Year )

DPT

TOPV

M M R

T I N E

DISEASES AND ILLNESSES tcheck  Yes .  o r  No)

CHICKEN POX

MUMPS

SCARLET FEVER

OTHER /l /st/
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n

YES

Y E S

Y E S

E r.ro
n r.ro
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RUBELLA E YCS

POLTOMYELTT|S f l  VeS

TEN-DAY MEASLES !  VES

RHEUMATIC FEVER N VES

n r.ro
n r.ro

n rrro
n ruo

CHRONIC ILLNESSES AND CONDITIONS /crecr yes.  or  No)

VISION PROBLEMS

ORTHOPEDIC PROBLEMS

SEIZURE DISORDER

OTHER /t/st

nNo
nNo
t rNo

!
tr
n

Y t r J

YES

YES

AUDITORY PROBLEMS

A S T H M A !  Y E S  N  N o

n ves n r'ro
DIABETES E VES n r.ro

ALLERGIES /t /sr/

COMMENTS/ IND ICATE FREOUENCY

a n t  n e

EAR ACHES

STOMACH ACHES

HEADACHES

DA FORM 5223-R, JUL 89 EDITION OF AUG 83 IS  OBSOLETE USAPPC V2,OO



COMMENT/INDICATE FREQUENCY

DIARRHEA

CONSTIPATION

BED WETTING

SLEEP DIFFICULTIES

POOR EATING HABITS

TANTRUMS

EXCESSIVE ACTIVITY

DESCRI PTION OF SERIOUS CH RON lC ILLN ESS/CONDITIONS r,v"a,;ar srerl

COMMENTS

ILLNESS/CONDITIONS RECOMMENDED CDS PROCEDURES

ON-GOING MEDICATION tMedicat statt)

CDS AOMIN ISTERED

MEDICAL STAFF COMMENTS

H E I G H T WEIGHT VISION HEARING

Special Medical Considerations
DESCRIBE ANY SPECIAL PROGRAM NEEDS, CONSIDERATIONS, OR RESTRICTIONS WHICH THE CHILD REQUIRES,

IN ORDER TO PARTICPATE IN THE CDS PROGRAMS. I have personally examined this participant and find he/she is

physically fit to participate in any and all sports that are CIRCLED: Baseball/Softball, Basketball, Bowling,
Cheerleading, Dance, Flag Football, Tackle Football, Gymnastics, Manial Arts, Soccer, $wimming, Track and Field,

Other: ---.
Sports Physical expires one year from date of issue (date below)

REFERRAL  FOR CHILD  F IND SCREENING !  Yrs n r.ro
MEDICAL STATEMENT

The above named chi ld has been given a rout ine medical  examinat ion and has been found f ree of  infect ious or  contagious diseases,
and to be capable of  part ic ipat ing fu l ly  in CDS programs wi th the except ion l is ted above.

SIGNATURE OF MEDICAL FACILITY REPRESENTATIVE

SIGNATURE OF  SPONSOR

REVERSE OF DA FORM 5223.R. JUL 89

DATE
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