


TX DEPT OF FAMILY SERVICES AND PROTECTIVE SERVICES
FORM 2403

MEDICAL/DENTAL/VISION EXAMINATION FORM 
I. GENERAL INFORMATION  (This section to be completed by Caseworker/Caregiver. Please print legibly.)  
	CHILD’s NAME:
	     
	DOB:
	     
	PID #:
	     
	DATE: PLACED:
	     


	CAREGIVER:
	     
	PHONE:
	     
	AGENCY:
	     

	

	ADDRESS:
	 FORMDROPDOWN 

	CITY:
	 FORMDROPDOWN 

	ZIP: 
	 FORMDROPDOWN 



	CPS CW:
	     
	PHONE:
	     
	FAX:
	     


Select the reason for visit:

 FORMCHECKBOX 

Child with Primary Medical Needs (PMN) needs a medical examination within 7 days before or 3 days of placement.  
 FORMCHECKBOX 

Child needs an initial Texas Health Steps Medical Checkup by a Texas Health Steps provider within 30 days of entering DFPS conservatorship
 FORMCHECKBOX 

Child under age 36 months needs an additional age-appropriate Texas Health Steps Medical Checkup   per Periodicity Schedule (3 to 5 days after birth, 2 weeks after birth, 2, 4, 6, 9, 12, 15, 18, 24 and 30 months)
 FORMCHECKBOX 

Child age 36 months or older needs an additional age-appropriate Texas Health Steps Medical Checkup annually

 FORMCHECKBOX 

Child age 6 months or older needs an initial Texas Health Steps Dental Checkup by a Texas Health Steps provider within 60 days of entering DFPS conservatorship

 FORMCHECKBOX 

Child under age 6 months upon entry into DFPS conservatorship needs an initial Texas Health Steps Dental Checkup by a Texas Health Steps provider within 30 days of becoming age 6 months 

 FORMCHECKBOX 

Child needs an additional Texas Health Steps Dental Checkup every 6 months, or as recommended by the Texas Health Steps provider
 FORMCHECKBOX 

Child needs a Vision Checkup
 FORMCHECKBOX 

Child needs a Hearing Checkup
 FORMCHECKBOX 

Child needs to see a health care provider for an illness, injury or accident or other follow up visit


Please describe injury, accident or illness, including the date and time of the incident:  

__________________________________________________________________________________________________________________________________________________________________________
 FORMCHECKBOX 
 Child needs to see a specialist.  Please specify:

_____________________________________________________________________________________
_____________________________________________________________________________________

	Signature of DFPS staff or Caregiver:
	     
	Date:
	     


	II. HEALTH CARE EXAMINATION  (This section to be completed by Health Care Provider.)


Are you a Texas Health Steps provider?                           FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Was child tested for lead poisoning?                                 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Did child receive TB screening?
                                 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Date of Examination:

	     
	Name of Health Care Provider: ProvProviProvider:
	     



Check all that apply:
	Medical:
	

	 FORMCHECKBOX 
  Initial Texas Health Steps Medical Checkup
	 FORMCHECKBOX 
  Annual/Age-appropriate Texas Health Steps Medical Checkup



	 FORMCHECKBOX 
  Other recommended Medical Checkup 

	 FORMCHECKBOX 
  Acute Care/Follow-up visit.



	 FORMCHECKBOX 
  ER visit
	

	
	

	Vision: 
	Hearing:

	 FORMCHECKBOX 
  Vision Checkup 
	 FORMCHECKBOX 
  Hearing Checkup

	
	

	Dental:
	

	 FORMCHECKBOX 
  Initial Texas Health Steps Dental Checkup


	 FORMCHECKBOX 
  Six month Texas Health Steps Dental Checkup

	 FORMCHECKBOX 
  Other recommended Dental Checkup 


	

	Specialty:
	

	 FORMCHECKBOX 
  Specialist visit as specified____________________________________________________________



	
	

	Referred to:
	

	 FORMCHECKBOX 
  Early Childhood Intervention (ECI) 

	 FORMCHECKBOX 
  Speech Therapy

	 FORMCHECKBOX 
  Physical Therapy
	 FORMCHECKBOX 
  Occupational Therapy

	 FORMCHECKBOX 
  Specialist, as specified___________________
	 FORMCHECKBOX 
  Other, as specified_______________________



Please complete the following information or attach a copy of your own medical record or the Texas Health Steps form: 

	Physical Exam Results:

	Age:
	
	Temperature
	
	Height:
	
	%:
	

	Years:
	
	Pulse
	
	

	Months:
	
	Respirations
	
	Weight:
	
	%:
	

	Weeks:
	
	Blood Pressure
	
	


 FORMCHECKBOX 

 Child refused the examination
Medications and changes:
	Name
	Dosage
	Prescribed for
	Instructions, if any
	Discontinued
	New

	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Procedures


	     

	 FORMDROPDOWN 



	Diagnosis/Test Results

Test Results

	     

	 FORMDROPDOWN 


	Recommended Follow Up, Appointments Scheduled


	     

	     

	Immunizations Given (If appropriate, complete immunization Record)




	     

	     


	Signature of Health Care Provider

 FORMDROPDOWN 


	Date

 FORMDROPDOWN 

	Phone

 FORMDROPDOWN 


	Address

 FORMDROPDOWN 


	City/State

 FORMDROPDOWN 

	Zip

 FORMDROPDOWN 


	Signature of Caregiver (if completed by caregiver)      

	Date
     
	


InSTRUCTIONS

Person taking child should complete Section I of this form and take it to each visit with a health care provider:

· When possible, Section II should be completed by the health care provider

· If the health care provider is unable to complete Section II, the person taking child to the healthcare provider completes Section II and signs his/her name and states in parentheses, " health care provider unable to complete"

· Health care provider may attach medical records or other information to this form in lieu of completing Section II

Caregiver means a Foster Parent, Relative, Kinship Caregiver or Representative of a residential operation who is taking the child to the health care provider.

Completion of this form meets Residential Child Care Licensing Minimum Standards, Residential Child Care Contract and Child Protective Services policy requirements for documentation of medical, dental and vision checkups.   Completion of the form is not required for allied health services such as physical therapy, occupational therapy, speech therapy and dietary services.
The HEALTH PASSPORT is an electronic health information tool developed for children in foster care and available at http://www.fostercaretx.com/.   Health care providers can access the Health Passport application through Superior Health Plan's secure provider portal.  For more information, please visit http://www.superiorhealthplan.com/providers/health-passport/ or contact the Health Passport support desk at 866-714-7996 or TX_PassportAdmin@centene.com.
TEXAS HEALTH STEPS PERIODICITY SCHEDULE

Within 30 days of entry into DFPS conservatorship, all children in foster care must have a Texas Health Steps Medical Check up.

All children in DFPS conservatorship must receive Texas Health Steps Medical Checkups according to the Periodicity Schedule outlined in the Texas Medicaid Procedure Manual at http://www.tmhp.com/Provider_Forms/Medicaid/THSteps%20Periodicity%20Schedule.pdf.
Children age 36 months and older must have a Texas Health Steps Checkup by the Texas Health Steps provider annually and no later than the child's next birthday.
Children under age 36 months require more frequent Texas Health Steps Checkups as follows or as directed by the health care provider:
· 3 to 5 days after birth
· 2 weeks after birth
· Ages 2, 4, 6, 9, 12, 15, 18, 24 and 30 months

Within 60 days of entry into DFPS conservatorship, all children in foster care must have a Texas Health Steps Dental Checkup.

Children who are age 6 months or younger, must have a Texas Health Step Dental Checkup by the Texas Health Steps provider within 30 days of becoming six months of age.

All Children must have a subsequent Texas Health Steps Dental Checkup 6 months after the month in which the Child received the previous checkup.
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