
MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care

HEALTH II{VENTORY
I nformation and lnstructions for parents/Guardians

RFOU|RED INFORMATTON

The following information.is required prior to a child.attending a Maryland state Department of Education licen$ed,registered, or approved child care or nursery schoot: vrq'e vevs'tr'rsrrr I

r fi' physical examination by a health care provider per coMAR 13A.15.03.04, 13A.16.03.04, 13A.17.03.04, and13A'18'03'04' A Physical Examination form oesign'ated btlh; ita.ry"nqst"ld o"p6i**nt of Education snd theMaryland Department of Health shall be used to ;";i td;quirem6nt tsee Corr,rAC i'gn.rs.og.o2, 13A.r6.03,02,13A.17,03.02 and 13A.18.03.02). \vve vvrvr^\ rgn' ri''er'uz' Iof{' lo'UJ

ffn:ffi,::'H1ll:*"f; -Ir::T1T?:'::i:1',13t':. f?P (MDH.8e6)or.a printed or a computer-senemredgrg'r:T$s::ir?ni:ljl,".l:"ireo immuniiations;!,;;;; ffiil##ri#l'flii,Li,"r"J#l'il-ffi?1,?1fican be found at:
Select MDH 896.

Evidence of Blood'Lead resting for children.YoyTggr than 6 years old. The btood-lead testing certificgte (trrlt..iiH4620) or another written document signed by a tiealtl'icare pract'itioner shall be used to meet this requirem,rent. 
,.*iris

sJi:"iflffffi't' nsnq;r!ryrrs

' 911,:""Tt?I^11}:j:*tli,fr:l-1t,3*,:-1 to,ry:t lr the chitd is receivins any medicalions or speciatized heatth eare
::::::,'t[""ti::lillll::lfq:ry:vider shourd 

"9n 
oiqt" tn9 ;fi,"dr,"'rilffiiI#ffi"",L;ffifilil7]i

:f::j:1,,::"'*-::lil",.:j"q,1"fl;ty*-".gTs,T; bi-r*i,i ,t' b1,fii'Fffi;di;8ffi 
'ffill;i'ffi;'#i[ff,-appropriate.

EXEMPTIONS

Exemptions from a physical examination, irnmunizations, and Blood-Lead testing are permitted if the parent tras; anobjection based on their bona fide religious beliefs and practicer. 
-in" 

Blooo-Leld certificate must be signed by a FlererlthCare Practitioner stating a questionnaire was done.

children may also be exempted from immunization requirements if a physician, nurse practitioner, or health cer;:ailnrrir,tofficial certifies that there is a medical reason for the child not to recelve a vaccine.

The health information on this form will be available only to those health and child care provlders or child carer prlrson 1€)lwho have a legitimate care responsibility for the child.

INSTRUCTIONS

Part I of this Physical Examination form must be completed by the child's parent or grrartlian part ll must be co,np1-,tedby a physician or nurse practitioner, or a copy of the child's physical examination must be attached to this fonn.

lf the child does not have health care insurance or access to a health care provider, or if the child requires anindividualized health care plan, contact the local Health Department. lnformation on how to contact the local l-le all,hDepartment can be found here: htip$.iri're_;i;i;r.r:an.;sp,r A;1Ji:Sg.fjr:IjJ:;5;i3pl3i

The Child Care Scholarship (CCS) Program provides financial assistance with child care costs to etigible working familiesin Maryland. lnformation o1 how to apfly forthe Child Care Scholar"t ip progrrm can be found here:
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PART I. HEALTH ASSESSMENT
To

Child's Name:

Address:
Mo I Day I Yr I4flFIl

Heahh lnsurance
EYes trNo
Child Care Scholarship
trYes Il No

last'lim,g Child iaan for
Physical Ex;rm:
Oental CarE):

Specialilit:

^TH - To the best of your knowiedge

Does your child take medication (prescription or at any time? and/or for ongoing health

E tlo E Ye, lf yes, attach the appropriate OCC 1216 form.

yourchildreceiveanyspeGialtreatments?(Nebulizer,EPlPen,tnsutin'B1oo0@\r rvverruvr , 9u9at ut tgv\, l\ulIugt r ut Pst rdv

/Counseling etc.) E wo ! Yes lf yes, attach the appropriate OCC 1216 form and lndividualized Treatment Plan

Does your child require any special procedureo? (Urinary Catheterization,

fl No I Ves, lf yes, attach the appropriate OCC 1216lc/;m and lndividualized Treafnent Plan

I GIVE I\iIY PERMISSION FOR THE HEALTH PMCTITIONER TO COMPLETE PART II OF THIS FORM. I UNDER$TAND IT IS
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN CHILD CARE.

I ATTEST THAT I!{FORMATION PROVIDED ON THIS FORi' IS TRUE AT{D ACCURATE TO T}IE BEST OF IIY KNO'YVLEPGE
AND BELIEF.

Printed Name and Signature of ParenVGuardian

OCC 12 15 Hcalth Invcntory - Rcviscd Scptcmb cr 2022 - All previous edilians are obsolete. Pr,.p,r:' 2 of 3



PART II . CHILD HEALTH ASSESSMENT
To be completed OA/LYby Health Care Provider

Child's Name: Birth Date: lfurx

l, l-l FT'lLasl First Middle Month/ Day / Year

1. Does the child named above have a diagnosed medical, developmental, behavioral or any other health condition?
il tto El yes, describe:

a Does the child receive care from a Health Care SpecialisUconsultant?
il tlo I Yes, describe

3. Does the child have a health condition which may require EMERGENCY ACTION while helshe is in child care? (e.g-, seizure, ,allergy, zrstlnma,
bleeding problem, diabetes, heart problem, or other problem) lf yes, please DESCRIBE and describe emergency action(s) on the ernergenrcy
card.
f] t'to I Yes, describe:

4. Health Assessment Findings

Physical Exam WNL ABNL
Not

Evaluated Health Area of Concern NO YES DIt:SCRIEIE

Head t Allerqies
Eyes Asthme
EarslNoselThroat t Attention Def iciUHyperactivity
Dental/Mouth tr E Autism
Respiratory tr Bleeding Disorder
Cardiac f l Diabetes
Gastrointestinal l Eczema/Skin issues
Genitourinary Feedinq Device
Musculoskeletallorthopedic Lead Exposure/Elevated Lead
Neuroloqical Mobilitv Device
Endocrine Nutrition
Skin l tr Physical illness/impairment
Psychosocial Respiratory Problems
Vision Seizures/Epilepsy
Speech/Languaqe Sensory Disorder
Hematology Developmental Disorder D
Developmental Milestones Other:
REMARKS:(Please@

5. Milaniem;nts--- --Date- --i€suttslRemarks

Tuberculosis Screenino/Test, if indicated
Blood Pressure
Heiqht
Weiqht
BMI % tile
Developmental Screeninq

6. ls the child on medicalion?
EI No E Yes, indicate medication and diagnosis:
(OCC t2t6 Medicatlon Authorization Form must be completed to administer medication in child care).

7. Should there be any restriction of physical activity in child care?

E Ho il Yes, specify nature and duration of restriction:

8. Are there any dietary restrictions?
D tto fl Yes, specify naiure and duration of restriction:

9. RECORD OF IMMUNEAT|ONS - MDH 896 or other official immunization document (e.9. military immunization record of immunizationr;) is
required to be completed by a health care provider g! a computer generated immunization record must be provided. {This fonrr nrary tre
obtained from: hitpq;//eedyqhildhqoq!.lr,atylenllEqbligschools.orq/chi!!!:qare-providersilicqnsinqilicensinq-forms Select lulDll i3!16. I

10. RECORD OF LEAD TESING - MDH 4620 or other official document is required to be completed by a health care provider. (-flriri; fomr rni+y be
obtained from: htiBsJleadyshildhogd.aefylefldpL.!bijsee hg.olg.ptq/qtrj&eat"e$gqvi{ersllicrlrs![{i]!igensine:fa$ngSelect M )l-l 46r;10 )

Under Maryland law, all children younger than 6 years old who are enrolled in child care must receive a blood lead test at 12 rnor,ths ernri :,14

monthsof age.Twotestsarerequired if the lsttestwasdonepriorto24monihsof age. lf achildisenrolledinchildcaredurin,El:hepelCxJ
beiween the 't st and 2nd tests, hislher parents are required to provide evidence from their health care provider that the child rrlr:erived a ii(l,oond
test afier ihe 24 month well child visit. lf the 1st test is done after 24 months of age, one test is required.

Additional Comments:

Health care Provlqer Name ( I ype or Pnnt): Phone Number: Health Care Provider Signature: L)ate:

OCC l2l5 II€lth klycqtory - Reyiscd September 2A22 - ,.111 pre|ious editions are obsolete. P,r11r: 3 of 3



MARYLAND DEPARTMENT OF HEALTII IMMUNIZATION CERTIFICATE

CHILD'S NAME
LAST FIRST

BIRTHDATE I I

SCHOOL

SEX: MALE I FEMALE N

COTINTY GRADE

PAR-ENT NAME
OR

PHONENO.

CITYGUARDIAN ADDRESS zllr -.___._",_

0ose
*

DTP-DTaP-DT

Mo/Day/Y.
Polio

Mo/Day,^/r
Hib

Mo/Day^fr
Hep B

MalDayNt Mo/DayfYr MolDayl/r
MCV

Mo/Day/Yr
HPV

l,ro/Dayryr
Hep A

Mo.Dayryr
MMR

MclDay/Yr
Va.ielia

Mo/Day/Yr
\/ ari0ella
[:risa*l
l\40 / Y.

covtD-19
Mo/Dayl/r

2

3 Td
Mo,Day,.1r

Tdap
Mo/Day/Yr

MenB
Mo/Day/Yr

Other
il/o/f,|ay,Y

4

5

To the best of my knowledge, the vaccines listed above were administered as indicated.

l.

Clinic / Ofli1e Nigryr
Office Address/ l)hcne Nutritrer

Signature
(Medical provider. local health departrcnt ollicial. school official, or child care provider oniy)

2_

J.

Signafure

Signature

Lines 2 and 3 are for certi-fication of vaccines given after the initial signahre.

CO1UPLETE TEE APPROPRIATE SECTION BELOW IF TIIE CHTT,P 6 EXEMPT FROM VACCINATION ON MEDICAI,
OR RELIGIOUS GROUI\IDS. A}tY VACCINATION(S) THAT HAYE BEEN BECEIVEI} SHOULD BE ENTERED AI}{DYE.

hfipICAL C,ONTRATNDTCATTON:

Please check the appropriate box to describe the medical contraindication.

This is a: n Permanent condition OR tr Temporary condition until / /
Date

The above child has a

contraindication,

vaiid medical contraindication to being vaccinated at this time. Please indicate which vaccine(s) arxl t.he re:rson for the

Signed:

RELIGIOUS 9BJECTION:
I am the parent/guardian ofthe child identified above. Because ofmy borra lide religious beliefs and practices, I object to any v:rc crine(s)

being given to my child. This exemption does nr;t apply during an emergency or epidemic ofdisease.

Signed: Date:

l[DH Form E96 tl'ormally DHMH E96)

Rev.5/21

Ceoteir for ltrilrounizatiotr

www.health.m r4rlanr:1, i; ov/Imm

Title Date

Title

Date



How To Use This Form

The medical provider that gave the vaccinations may record the dates (using month/dayiyear) direct11r,311fu1,'' 1ot*
(check marks are not acceptable) and certi! them by signing the signature section. Combination vacc,inos shr:rdd be

listed individually, by each component of the vaccine. A different medical provider, local health depalnrrenl r.r1'f-rcia1,

school official, or child care provider may transcribe onto this form and certifu vaccination dates from an)r o11l",',r""ord
which has the authentication of a medical provider, health department, school, or child care service.

Only a medical provider, Iocal health department officialo school official, or child care provi,tlt:r n-.r;rl/ sign

'Record of Immunization' section of this form. This form may not be altered, changed, or modifirld in arrtrl, 11,1y.

Notes:

1. When immunization records have been lost or destroyed, vaccination dates may be reconstructed f'o:: all l ar:cines

except varicella, measles, mumps, or rubella.

2. Reconstructed dates for all vaccines must be reviewed and approved by a medical provider o,r local health

department no later than 20 calendar days following the date the student was temporarily admitte<,lor rr,:l:tined.

3. Blood test results are NOT acceptable evidence of immunity against diphtheria, tetanus. ol pr:rtussis
(DTPIDTaP/TdapiDTlTd).

4. Blood test verification of irnmunity is acceptable in lieu of polio, measles, murrps, rubella, trepatitis, B, or
varicella vaccination dates, but revaccination may be more expedient.

s. History of disease is NOT acceptable in lieu of any of the required immunizations, except varicellla.

The following excerpt from the MDH Code of'Maryland Regulations (COMAR) 10.06.04.03 applies ic sch<.rols:

"A preschool or school principal or other person in charge of a preschool or school, public or private, may not
knowingly adrnit a studenl to or retain a student in a:

(l) Preschool program unless the student's parent or guardian has fumished evidence of age appropriate imrrLrnity
against Haemophilus influenzae, type b, and pneumococcal disease;

(2) Preschool program or kindergarten through the second grade of school unless the student's parent or guardlian tlr,Li;

fumished evidence of age-appropriate immunity against pertussis; and
(3) Preschool program or kindergarten through the 12th grade unless the student's parent or guardian has furnisherl

evidence of age-appropriate immunity against: (a) Tetanus; (b) Diphtheria; (c) Poliomyelitis; (d) Measle,s (.ruborrla);

(e) Mumps; (t) Rubella; (g) Hepatitis B; (h) Varicella; (i) Meningitis; and (j) Tetanus-diphtheria-acellul,u ;rertur,sis
acquired through a Tetanus-diphtheria-acelluiar pertussis (Tdap) vaccine."

Please refer to the " gg:ams,rund in
ft@!q" to determine age-appropriate immunity for preschool through grade 12 enrollees. The mirrjirrru'nlviirccine
requirementsandMDHCOMARl0.06.04.03areavailableat_'t,j.r_:r li:..i,iir.:::.rti;.jt.j;jLi..(Chooselmmur:rizatiotrinthe
A-Z Index)

Age-appropriate immunization requirements for licensed childcare centers and family day care homes trel base,J ,on the

Department of Human Resources COMAR 13A.15.03.02 and COMAR 13.4.15,03.04 G 8L H anrl ttre, (63\99

Anpropriate Immuni?atigns Requirements for Children Enrolled in Child Care Programs" guirlelirre chiart are

available 4f ',r. i'.':i:.ilr:rritit t::it,::i:rrl:tl i'i',-'. (Choose Immunization in the A'Z Index)

MDH Rlm 896 (Formlly DH}IH E96)

Rev. t)5/21

Celrter for lnniurization
wlyw.health. rnarylla rrd, goy/Imm



M.q.RyLAND Dnranrnrnnr otr Irnaltn Br,ooo Lpau Trsr[cc cnnrmcarp
Instructions: Use this form when enrolling a child in child cale, pre-ki-ndergarten, kindergartel or first gra<ie. BOX A is r:o ber
completed by the parent or guardian. BOx B, also completed by parent/guardian, is for a ihitd born before January l, 2t015 .whcr ,loes
not need a lead test (children must meet all conditions in Box B). BOX C should Lre completed by the health care provrLcle,r fbr a.n1,
child bom on or after January 1. 2015, and any child bom before January 1, 2015 who does not meet all the conditions in Iiio:< Il ItltOX
D is for children who are not tested due to religious objection (must be completed by health care provider).

BOX A-parent/Guardian Completes for Child Enrolling in Child Care, Pre-Kindergarten, Kindergarten, or First rGra1l:r

CHILD'S NAME-

SEX: 0Male 0 Fernale BIRTIIDATE

Was this child bom on or after January 1, 2015?
Has this child ever lived in one of the areas lisred on the back of this form?
Does this child have any known risks for lead exposure (see questions on reverse ofform and talk rvith
your child's health care provider ifyou are unsure)?

BOX B * For a Child lYho Does Not Need a Lead Test (Complete and sign if child is NOT enrolled in Medtcaid ANh the
answer to EVERY questlon below is NO):

0vrs 0No
0YES ONO

cYES 0NO
Ifall answers are NO, sign below rnd return this form to the child care provider or school,

Parent or Guardian Name (Print):

If the answer to AIIY of these questions is YES, OR if the child fu enrolled in Medicaid, do not sign
Box B. hstead, have health care provider complete Box C or Box D.

BOX C - Documentation and Certi{ication af Lead Test Results by Eealth Care Provider

Person completing form: 0 Health Care ProviderlDesignee OR 0 School Health professionaVDesignee

Provider Name: Signature:

BOX D - Bona Fide Religious Beliefs

I am the parentlguardian of the child identified in Box A, above. Because of my bona fide religious beliefs and practices. l r>b.jer;t tc, any
blood iead testing of my child.
Parent or Guardian Name (Print):
*x***x****+***********************+*************x******+***********************r*x****r****r+r+++*+********xri,***,I,*

Ihis part of BOX D must be completed hy childts health care provider: Lead risk poisoning risk assessment questionnaire doner ( )\'EtS (")NO

N{DH FORM 4620 REVISED 4/2020 REPLACES ALL PREVIoUS VERSIoNS



qow TQ usE,THISr',oRM

The documented tests should be the blood lead tests at 12 montls and 24 months of age. Two test dates and results are required
if the first test was done prior to 24 months of age. If the fust test is doue after 24 months of age, one test date with result is
required. The child's primary health care provider may record the test dates and results directly on this form and certi$ *rem
by sigrring or stamping the signature section" A school health professional or designee may transcribe onto this forna and certify
test dates from any other record that has the authentication of a medical provider, health department, or school. All forms mre

kept on file with the child's school heatth record.

At Risk Areas by ?,IP 
Qode frqm.the,200,4 Tarseting Pfan (for childre4 borF

BEf,'9RE Januar.v 1. 2015)

Alleeaqv
ALL

Anne Aruudel
24711
20i14
20'164
20779
21060

2106i
21225
21226

214A2

Baltimore Co.

21027
2r052
210'71
21082
2r085
21093
2lll1
2t113
21155
21 161

21244

21206
21207

2 r208

21249
21210

21215

2"t219

21220
21221
2t222
21224
2tzz"l
21228
21229
2t234
21236

21237
21239

21?44
21250
21251
ztzB2
21286

Baltimore Citv
AI,L

Calvert
20615

20'714

Carolinq

ALL

Frederick
(Continued)

21',776

21778

21184
2i783
21787
21791
21798

Kent
21610

2t620
21645
2t650
2t651
21561

21567

MonteomerY
2A783
20'187

2lti4\)
21{i5 t

?1r\5'7

21(;6ll
2lri7t)

Sr4lprsg!
,{l-L

St.l!! rrgl1
2l)t5015

2Dri2r5

2t\t\2tj
21)r'tT,1

2.tl158'7

Iblbtr!
2l'il.l
2 1,55'7

2.lt't5'7

2.1t56.5

21,5 ,1 1

2:,1,57.1

2,1,57,5

wastlisc&s
.r\.1L,

Wi!:.!tmico,
A LL,

Wqg:esterl
,A,LL,

Bdtimore Co.
(Continued) Carroll

21212 21155

21757

2t776
21787

2179t

Cecil
2t9t3

Prince George's Quererr .{.nnr:'i
(Continued) (!gn!!Lnuedl)

20737 21ti1t)

20738 2|i4,1
20740
20741
20742
20743
24716
24748
20752
20710
2078 I

Garrett
Charles ALL
20640

20658 Ilarford
20662 21001

2 1010

20812 2A782

Dorchester
ALL

Frederick
20812
21101
21703
21704
21716
2r7 t8
217t9
21727
21757

2t758

21762
21't69

2t414
21040
210?8
21082
21 085
21i30
2111 I

2t160
21 161

lIo_ward

24163

20815
20816

20818
20838
20842
20868
20877
20901
20910
20912
20913

20703
20714

20712

20122
20731

20783
24'.784

20785
20787
20788
20790
2079t
24792
20799
24912
20913

Prince Ceorse's Oueen Anne's

216A7

21617

21620

21623
21628

Lead Risk Assessment Questionnaire Screening Questions:
1. Lives in or regularly visits a house,/building built before 1978 with peeling or chipping paint, recent/ongoing renovation or:

remodeling?
2. Ever lived outside the United States or recently arrived from a foreign country?
3. Sibling, housemate/playmate being followed or treated for lead poisoning'?
4. Ifborn before 1/1/2015, lives in a 2004 "at risk" zip code?
5. Frequently puts things in hislher mouth such as toys, jewelry, or keys, eats non-food items (pica)?
6. Contact with an adult whosejob or hobby involves exposure to lead?
7. Lives near an active lead smelter, banery recycling plant, other lead-related industry, or road where soil and dust rrrzil'br:

conlaminated with lead?

8. Uses products from other countries such as health remedies, spices, or food, or store or serve food in leaded crystal, p )tl.ery (,r'

pewter.

MDHFomr4620 REvrsED4/2020 REPLACES ALL VERSIONS


