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LCCS Clinic

Home Visit Health Questionnaire

LCCS 9113

Child's Name

DOB

SACWIS Case ID

Nurse Initials

Type of Placement

[ IRelative Home [ JFoster Home [ ]Medical Facility [ JResidential [ ]Group Home

Concerns/llinesses/Treatments/ER Visits

Special Equipment

Medication Dose Frequency

Medical Follow Up

Nutrition

Sleep

Toileting

Behaviors

Teaching/Education Provided

[_IBirth Control [ IHygiene [ ISIDS
[ICare Basics [IMedication [ISkin Care
[ lCommunity Resources [INutrition [ISleep Habits
[ IDevelopment [ ]Safety [ISmoking
[IDental [IShaken Baby

[ ]Other:
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