












Indian Health Service 

OPTOMETRYCUNIC 
Eagle Butte, South Dakota 57625 

Child Vision History 
(Please complete this fonn for your child; th is is taken to the Optometry Office when child is screened) 

Child's Name: ___________________ .DOB: _____ _ 
Address: Home Phone: ______ _ 

Cell#: ________ _ 

Insurance/Medicaid/Medicare#: __________________ _ 

Is this child's first eye exam? Yes: __ _ No: __ _ 
When was child's last eye exam? ____________________ _ 
Has child worn glasses before: Yes: __ _ 
Does child wear glasses now? Yes: __ _ 

Has the child had any: 
Head injuries Yes No 
Eye injuries Yes No 
Eye diseases Yes No 
Eye surgeries Yes No 

Is child taking any medications? Yes . No 
If Yes, please list medications: 

Does child have:

Diabetes 
Hypertension 
Heart trouble 
Thyroid trouble 
Asthma 
Allergies 
Sinus problems 
Arthritis 

Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 

Other: ___________ _ 

No: __ _ 
No: __ _ 

Contacts? Yes: _ No: __ 
Contacts? Yes:_ No: __ 

If Yes, please explain: 

Does anyone in thefamily have: 
Diabetes Yes No 
Hypertension Yes No 
Heart trouble Yes No 
Thyroid trouble Yes No 
Asthma Yes No 
Glaucoma Yes No 
Cataracts Yes No 
Amblyopia (Lazy Eye) Yes No 
Eye turns Yes No 
Other: ___________ _ 

Has child complained about any of the following problems? 
Blur at a distance Yes No Blur at near objects 
Double vision Yes No Eye pain 
Headaches Yes No Eye strain 
Difficulty reading Yes No Flashes oflight 
Itching eyes Yes No Tearing 

Does your child sit very close to the television and/or �omputer? Yes No 
Does your child receive optometry services elsewhere? Yes No 

Yes No 
Yes No 
Yes No 
Yes No 
Yes No 

If Yes, please provide name of doctor: _____________ and location of 
services: 

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

1 hereby give my consent/permission to Head Start to transport my child to the IHS Optometry Clinic for a 
complete eye exam. 

(Signature of Parent/Guardian} (Date) 





CRST HEAD START RELEASE OF INFORMATION FORM 

Purpose: To provide direct services to families in meeting basic family needs/concerns. 

YES I give the CRST Head Start Program permission to release/obtain information with the 
understanding that the information will be used to assist my family in receiving services. I also 

understand that I will be an active partner in the process. 

NO I do not give permission for the CRST Head Start Program to assist my family in obtaining 
any services. My family's needs are being met at this time or I am able to obtain services on 
my own. 

Disabilities & Education: 
Preschools (Dupree, Isabel, Timber Lake, Sunny Days, Other: ___________ _, 
Child Developmental Clinic (Services to infants and young children with special needs, referrals & screenings) 

Title I (Jump Start Program) 

Family Services: 
BIA Social Services (includes GA) 
Child Support Enforcement (SD Office of Child Support Enforcement, CRST Child Support Enforcement) 

Domestic Violence (Sacred Heart Center & Family Violence Prevention) 
Employment (CRST Personnel, Employment & Training, BIA Personnel, TERO, etc.) 
Energy Assistance (LIHEAP, Weatherization/HIP, Moreau-Grand, The Main, etc.) 
Four Bands Healing Center (Substance Abuse, Al-Anon, Ala-Teen, Co-Dependency, etc.) 
Housing (CRST Housing Authority, Habitat for Humanity, Oti Kaga, Inc., Wheatridge/Prairie/Evergreen) 
Legal Services (Dakota Plains, Public Defenders, Children's Court, Civil/Criminal) 
Nutrition Services ( Food Pantry, WIC, Food Distribution, etc.) 
Sacred Heart Center (Domestic/Family Violence, clothing assistance, counseling, etc.) 
Support Services (Emergency Assistance) 
The Main (Heatin Assistance, Direct Services-clothin , dia ers, etc., After School Activities) 

Health & Mental Health: 
Counseling Services (Professional Consultation Services, CRST Counseling, Three Rivers, etc.) 
Dental Program (dental work, etc.) 
Diabetes (, Youth Diabetes Prevention, Diabetes Program) 
Eagle Butte Family Horizon Health Center (Physicals/Immunizations) 
Faith Clinic (physicals, immunizations) 
Indian Health Service (Pediatrics, Field Health, Medical Records - Physicals and Immunizations) 
Isabel Clinic (Physicals/Immunizations) 
Optometry (Appointments for vision, glasses, contacts, exam results.) 
West Dakota Health Center (Physicals/Immunizations) 
State De artment of Health Immunizations 

Transition: 
__ I DO __ I DO NOT give permission for the CRST Head Start program to transfer my child's records to: (name of 
school : where m child will be attendin Kinder arten for the SY 2020-2021 

Publicity: 
__ I DO __ I DO NOT give my consent for the Head Start Program to use my child's photograph in the Head Start 
newsletter and the local media (West River Eagle, Faith Independent and Timber Lake Topic); and not on the internet. 

If you have more than one child in Head Start, please list both children: 

Child: _________________ _ DOB: _____ _ 

Child: __________________ _ DOB: 
---------

I understand that this form will be valid for one year from the date of my signature. 

x __________________ _ X 
-----------

Signature of Parent/Guardian Date 



CHEYENNE RIVER HEAD START PROGRAM 
PHYSICAL EXAMINATION FORM 

(Parents fill out top part of form) 

Child's Name: ______________________ Sex: ___ Date of Birth: ____ _ 
Home Address: Home Ph#: _____ Cell: ____ _ 

The following screening tests are required by Head Start and recommended by the American Academy of Pediatrics for children 3-5 years. Enter dates if 
. I Wh . . ' done prev1ous1v. en recording results, enter at a minimum "N' for normal, "S" for suspect or "A" for Atypical/Abnormal, respectivelv. 

REQUIRED DAT RESULTS OPTIONAL DATE RESULTS 
E 

PreseotAge Yrs Mos. TB Test 
Heidht Urinalysis 
Weiqhf *BMI is: Ova & Parasites 
Blood Pressur;e Sickle Cell 
*Hematocrit/Hemoglobin
*Lead
Hearing Type of Test: Right: Left: 

Comments: 
Vision Type ofTest: Right: Left: 

Comments: 
Physical Normal Abnorma Comments: 
Examination/Assessment I 

General Aooearance 
Posture/Gait 
Speech 
Head 
Skin 

Eyes 
1. External Aspect
2. Ootic Fundoscopic
3. Cover Test

Ears 
1. External & Canals
2. Tympanic Membranes

Nose, Mouth, Pharynx 
Teeth 
Heart 
Lungs 

Abdomen 
Genitalia 
Bones, Joints, Muscles 
Neurological/Social 

1. Gross Motor What immunizations were given, if any? 
2. Fine Motor
3. Communication Skills
4. Cognitive
5. Self Help Skills Does child have Mongolian Spots? Yes ___ No ___ 
6. Social Skills If Yes, describe where on body: 

Glands (lymphatic/thyroid) 
------------------------------------------------

Muscular Coordination 
Child up to date on immunizations/EPSDT? Yes I No 
General Statement on Child's Physical Status: 
Findings, Treatments, and Recommendations: 

Physician/Health Professional Signature: ____________________ Date: ______ _ 
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