APPENDIX B

EPSDT STANDARDS AND TRACKING FORMS



AHCCCS EPSDT TRACKING FORMS
TheArizona Health Care Cost Containment Syst&dCCCS EPSDT Tracking Forms must be usedally
providersoffering care to AHCCCS membetsss thar2l years of agéo document agspecific, required
information related to EPSDT screenings and vishsly AHCCCSEPSDT Tracking-orms may be used;
paper form substitutes are not acceptablewever, the pvidermaychoose to utilize an electronic EPSDT

Tracking Form generated through AHCCC®riceav ai | abl e) or the provider

system, so long as theectronic form includes atomponentgpresent on the AHCCCS EPSDOTacking
Form These components includeut are not limited to

1 Documentation otomprehensivphysicalexam(including appropriate weights and vital signs)
1 Age-appropriate screenings (vision, heariaggl health nutrition, developmental, nutritional,
tuberculosis (TB) and lead)

Developmentasurveillance

Anticipatoryguidance (Age Appropriate Education and Guidance)

Sociatemotional lealth (Behavioral Healttgurveillance

Age-appropriate labs and immunizations, and

Medically necessary referrals incladithoset o0 t he me mb e stating atlleyeat od |
age or sooner as needgddr routine biannual examinations.
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Interested persons may refer to Chapter 400 in this Manual for a discussion of EPSDT responsibilities and services.

AHCCCS Contractors are required to print tyart carbonless EPSDT Tracking Forms (a copy for the
medical record and a copy for providers to send to the Cont®aBi®EDT Coordinator) and distribute these

forms to their contracted provideiRroviders may also choose to print the EPSDT Tracking Form from the

AHCCCS website.

A copy of the complete@PSDT Tracking rm, signed by the cliniciarshould be placed in the member's

medicalrecordDe pendi ng on t he me mb dditiénal disgtributed topyrofethe EPSOT at u

TrackingFormmaybe required, as detailed below.

(@]

For membersenrolledwith an AHCCCS Contractpa copy of the completed and signed
form must be sent to that Contractor.

For AHCCCS FeeFor-Service membey [e.g., enrolled in the American Indian Health
Program (AIHP)] the provider should maintain a copy of the EPSDacking Form in
the medical record, but does not need to send a copy elsewhere.

(@13

AHCCCS Contractors and AHCCCS medical providers may repeo8RSDTTracking Formsas needed.
All othersmay reproduce the forms with permissionAHiCCCS via an approvednitten request directed
to:
AHCCCS
Division of Health Care Management
CQM/Maternal and Child Health
701 E. Jefferson, Mail Drop760
Phoenx, AZ 85034
(602) 4174410

NOTE: The Centers for Medicare and Medicaid Services require AHCCCS to provide specified services to our
EPSDT population. These EPSDT Tracking Forms have been designed to ensure that needed services are performed,
and that our members are provided an opportunity to receive preventive careP?lease do NOT alter or amend these
forms in any way without discussion with our Maternal and Child Health Manager at the address above.

Contact information foAHCCCSContracted health care plans may be foungwaiv.ahcccs.state.az.us
Revised: 04/01/2014, 10/01/2009, 07/01/2001, 11/01/2007, 01/01/2004, 11/01/2003, 06/01/2003



http://www.ahcccs.state.az.us/

3-5 Days Old AHCCCS ERS&&king Form
| | | | | | |

Date Last Name First Name AHCCCS ID # DOB Age
| | | | | |
Primary Care Provider PCP ph. # Health Plan Accompanied By (Name) Relationship
Admitted to NICU: (Birth)y | Current Medications/Vitamins/Herbal Supplements: Temp: Pulse: Resp:
Yes | No
Allergies: Birth Weight: Weight: Length: Head Circumference:
Ib oz Ib oz % cm % cm %
Hospital Newborn Hearing Screen: ABR OAE: Rt.Ear Pass Refer Lt. Ear Pass Refer Unknown
Second Newborn Hearing Screefif 2"Needed/Completed): ABR OAE:Rt. Ear Pass Refer Lt. Ear Pass Refer Unknown

FAMILY /SOCIAL HISTORY: (Current Concerns/ Follovidp on Previously Identified Concerns)

PARENTAL CONCERNS: How are you feeling about baby? Do you feel safe in your home?

ORAL HEALTH: Daily Gum Cleaning with Washcloth or Infant Toothbrush (Parent Education Completed)

NUTRITIONAL SCREENING: Breastfeeding Frequency/Duration: Supplements Vit D
FormulaType: _ ~ Amount/Duration__ AdequateWeight Gain Yes No Receiving WIC Services

DEVELOPMENTAL SURVEILLANCE : Rooting Reflex Startle Suck & Swallow Other

ANTICIPATORY GUIDANCE PROVIDED: Emergency/911  Gun Safety Drowning Prevention  Choking Prevention
Car/Car Seat SafetfRearFacing) Safe Sleep Shaken Baby Prevention Safe Bathing/Water Temperature
Passive Smoke  Safety at Home/ChikiProofing Sun Safety Pacifier Use  Bottle Propping Infant Bonding
Support Systems/Resources Infant Crying/Appropriate Interventions  Other:

SOCIAL -EMOTIONAL HEALTH (OBSERVED BY CLINICIAN /PARENT REPORT):  Family Adjustment/Parent Resporfssitively to Child
Appropriate Bonding/Responsive to Needdnfant Hands to Mouth/Selfalming Baby Blues/Postpartum DepressiorOther

COMPREHENSIVE PHYSICAL EXAM:

WNL | Abnormal (see notes below) WNL Abnormal (see notes below)
Skin/Hair/Nails Lungs
Eyes/Vision/Red Reflex Abdomen
Ear Genitourinary
Mouth/Throat/Teeth Extremities
Nose/Head/Neck Spine
Heart Neurological

ASSESSMENT/PLAN/FOLLOW -UP:

L ABS ORDERED: 2" Arizona Newborn Screening Bloodspot Test 10 Days of Age or First PCP Visity Other
IMMUNIZATIONS  DATE 1°" HEPB ADMINISTERED : HepB (Not Previously Administered) Other
ORDERED: Gi ven at To dPargnd Refused s Detayed Deferred Reason
Shot Record Updated Entered in ASIIS Importance of Immunizations Discussed Parent Refusal Form Complete
REFERRALS: ALTCS Audiology AzEIP CRS DDD Dental EarlyHead Start OT PT Speech WIC
Specialist: Developmental Behavioral Other 2" Newborn Hearing Screditf Needed)

See Additional Supervisory
Date/Time Clinician Name (Print) Clinician Signature NPI # Note Yes No

Revised04/01/2014



1 Month Old AHCCCS EPSDEKifigaForm
| | | | | | |

Date Last Name First Name AHCCCS ID # DOB Age
Primary Care Provider PCP ph. # Health Plan Accompanied By (Name) Relationship
Admitted to NICU: (Birth)y | Current Medications/Vitamins/Herbal Supplements: Temp: Pulse: Resp:
Yes ‘ No
Allergies: Birth Weight: Weight: Length: Head Circumference:
Ib oz Ib oz % cm % cm %

Hospital Newborn Hearing Screen: ABR OAE: Rt.Ear Pass Refer Lt. ear Pass Refer Unknown

Second Newborn Hearing Screefif 2" Needed/Completed): ABR OAE:Rt. Ear Pass Refer Lt. Ear Pass Refer Unknown

FAMILY /SOCIAL HISTORY: (Current Concerns/ Follovidp onPreviously Identified Concerns)

PARENTAL CONCERNS:. How are you feeling about baby? Do you feel safe in your home?

ORAL HEALTH: Daily Gum Cleaning with Washcloth or Infant Toothbrush (Parent Education Completed)

NUTRITIONAL SCREENING: Breastfeeding Frequency/Duration: Supplements Vit D
Formula Type: Amount/Duration Adequate Weight Gain  Yes No Receiving WIC Services

DEVELOPMENTAL SURVEILLANCE : Respondsto Sounds Responds t o P aFollewsWihsEyeg o Midliae
Awake For 1 Hour Stretches Beginning Tummy Time Other

ANTICIPATORY GUIDANCE PROVIDED: Emergency/911 Gun Safety  Drowning Prevention ~ Choking Prevention
Car/Car Seat Safe(jrRearFacing) Safe Sleep Shaken Baby Prevention  Safe Bathing/Water Temperature
Passive Smoke Safety at Home/ChildProofing Sun Safety Bottle Propping Infant Bonding

Support Systems/Resources Infant crying/Appropriate Interventions  Other
SOCIAL -EMOTIONAL HEALTH (OBSERVED BY CLINICIAN /PARENT REPORT): Family Adjustment/Parent Responds Positively to Child
Infant Hands to Mouth/SefCalming  Appropriate Bonding/Responsive to NeedBostpartum Depression Other
COMPREHENSIVE PHYSICAL EXAM:

WNL | Abnormal (seenotes below) WNL | Abnormal (see notes below)
Skin/Hair/Nails Lungs
Eyes/Vision/Red Reflex Abdomen
Ear Genitourinary
Mouth/Throat/Teeth Extremities
Nose/Head/Neck Spine
Heart Neurological

ASSESSMENT/PLAN/FOLLOW -UP:

L ABS ORDERED: 2" Arizona Newborn Screening Bloodspot Test 10 Days of Age or First PCP Visity Other
Results of ¥ AZ Newborn Screening ReceivétNo, What Follow Up Taken: )
IMMUNIZATIONS ~ DATE 15" HEPB/2"° HEPB ADMINISTERED : / HepB (Not Previously Administered) Other
ORDERED: Given at To dPargnd Refused s Detayed Deferred Reason
Shot Record Updated Entered in ASIIS Importance of Immunizations Discussed Parent Refusal Form Complete
REFERRALS: ALTCS Audiology AzEIP CRS DDD Dental EarlyHead Start OT PT Speech WIC
Specialist: Developmental Behavioral Other 2" Newborn Hearing Scred(f Needed)

See Additional Supervisory
Date/Time Clinician Name (Rt) Clinician Signature NPI # Note Yes No

Revised04/01/2014



2 MonthsOld AHCCCS EPSDT Trac&ing F
| | | | | | |

Date Last Name First Name AHCCCS ID # DOB Age
Primary Care Provider PCP ph. # Health Plan Accompanied By (Name) Relationship
Admitted to NICU: (girth) | Current Medications/Vitamins/Herbal Supplements: Temp: Pulse: Resp:
Yes I No
Allergies: Birth Weight: Weight: Length: Head Circumference:
Ib oz Ib oz % cm % cm %

Risk Indicators of Hearing Loss: Yes No

Hospital Newborn Hearing Screen: ABR OAE: Rt Ear Pass Refer Lt. Ear Pass Refer Unknown
Second Newborn Hearing Screefif 2" Needed/Completed): ABR OAE:Rt. Ear Pass Refer Lt. Ear Pass Refer Unknown

FAMILY /SOCIAL HISTORY: (Current Concerns/ Follovidp on Previously Identified Concerns)

PARENTAL CONCERNS:. How areyou feeling about baby? Do you feel safe in your home?

ORAL HEALTH: Daily Gum Cleaning with Washcloth or Infant Toothbrush (Parent Education Completed)

NUTRITIONAL SCREENING: Breastfeeding Frequency/Duration: Supplements Vit D
Formula Type: Amount/Duration Adequate Weight Gain  Yes No Receiving WIC Services
DEVELOPMENTAL SURVEILLANCE :  Some Head Control Tummy Time/Lifts Head, Neck With Forearm SupportSocial Smile

Coos  Begins Imitation of Movement and Facial Expressions Makes Eye Contact  Fixes/Follows With Eyes to Midline
Startles At Loud Noises  Other

ANTICIPATORY GUIDANCE PROVIDED: Emergency/911  Gun Safety Drowning Prevention Choking Prevention
Car/Car Seat Safe(lrRearFacing) Safe Sleep Shaken Baby PreventionSafe Bathing/Water Temperature Passie Smoki
Safety at Home/ChildProofing Sun Safety Pacifier Use Bottle Propping Infant Bonding  Support Systems/Resourt
Infant Crying/Appropriate Interventions Parent Reads to Child Other

SOCIAL -EMOTIONAL HEALTH (OBSERVED BY CLINICIAN /PARENT REPORT): Family Adjustment/Parent Responds Positively to Child
Appropriate Bonding/Responsive to Needd$nfant Hands to Mouth/Seltalming Enjoys Interacting With Others
Postpartum Depression Other

COMPREHENSIVE PHYSICAL EXAM:

WNL | Abnormal (see notes below) WNL | Abnormal (see notes below)
Skin/Hair/Nails Lungs
Eyes/Vision/Red Reflex Abdomen
Ear Genitourinary
Mouth/Throat/Teeth Extremities
Nose/Head/Neck Spine
Heart Neurological

ASSESSMENT/PLAN/FOLLOW -UP:

L ABS ORDERED: 2" Arizona Newborn Screening Bloodspot Testieeded) Other
Results of ¥ AZ Newborn Screening Receiv@dNo, What Follow Up Taken:
| MMUNIZATIONS HepB DTaP Hib IPV PCV  Rotavirus  Other
ORDERED: Gi ven at To dPargnd Refudéd s Detayed Deferred Reason
Shot Record Updated Entered in ASIIS Importance of Immunizations Discussed Parent Refusal Form Complete
REFERRALS: ALTCS Audiology AzEIP CRS DDD Dental EarlyHead Start OT PT  Speech WIC

Specialist: Developmental Behavioral Other

See Additional Supervisory
Date/Time Clinician Name (Print) Clinician Signature NPI # Note Yes No

Revised04/01/2014



4 Months Old AHCCCS EPSDT Tracking Form
| | | | | | |

Date Last Name First Name AHCCCS ID # DOB Age
Primary Care Provider PCP ph. # Health Plan Accompanied By (Name) Relationship
Admitted to NICU: (Birth) | Current Medications/Vitamins/Herbal Supplements: | Risk Indicators of Hearing Loss: | Temp: Pulse: Resp:
Yes I No Yes ‘ No
Allergies: Birth Weight: Weight: Length: Head Circumference:
Ib 0z Ib oz| % cm | % cm | %

FAMILY /SOCIAL HISTORY: (Current Concerns/ Follovidp on Previously Identified Concerns)

PARENTAL CONCERNS:. How are you feeling about baby? Do you feel safe in your home?

ORAL HEALTH: Daily Gum Cleaning with Washcloth or Infant Toothbrush (Parent Education Completed)

NUTRITIONAL SCREENING: Breastfeeding Frequency/Duration: Supplements Vit D
Formula Type: Amount/Duration Adequate Weight Gain  Yes No Receiving WIC Services
Cereal Type: Plan to Introduce Solids Soda/Juice

DEVELOPMENTAL SURVEILLANCE : Babbles and Coos Laughs Begins to Roll Front to Back Pushes Up With Arms

Controls Head Well  Reaches For Objects Interest in Mirror Images  Pushes Down With Legs When Feet on Surfac
Appropriate Eye Contact Tummy Time Other

ANTICIPATORY GUIDANCE PROVIDED: Emergency/911  Gun Safety  Drowning Prevention  Choking Prevention
Car/Car Seat Safe(lrRearFacing) Safe Sleep Shaken Baby Prevention Safe Bathing/Water Temperature
Passive Smoke Safety at Home/ChildProofing  Sun Safety Bottle Propping Support Systems/Resources
Infant Crying/Appropriate Interventions Discuss Child Temperament Establish Daily Routines/Infant Regulation
Establish Nighttime Sleep Routine/Sleep Through Night (Greater 5 houPgrent Reads to Child Other

SOCIAL -EMOTIONAL HEALTH (OBSERVED BY CLINICIAN /PARENT REPORT): Family Adjustment/Parent Responds Positively to Baby
Infant Hands to Mouth/Sel€alming Smil es When Hear s AppaopriaterBorsding/Résponsive $0 Needs
Easily Distracted/Excited by Discovery of Outside WorldPostpartum Depression  Other

COMPREHENSIVE PHYSICAL EXAM:

WNL | Abnormal (see notes below) WNL | Abnormal (see notes below)
Skin/Hair/Nails Lungs
Eyes/Vision Abdomen
Ear Genitourinary
Mouth/Throat/Teeth Extremities
Nose/Head/Neck Spine
Heart Neurological

ASSESSMENT/PLAN/FOLLOW -UP:

L ABS ORDERED: Other
| MMUNIZATIONS HepB  DTaP Hib IPV PCV  Rotavirus  Other
ORDERED: Gi ven at To dPargenh Refudéd s Detayed Deferred Reason
Shot Record Updated Entered in ASIIS Importance of Immunizations DiscussedParent Refusal Form Complete
REFERRALS: ALTCS Audiology AzEIP CRS DDD Dental EarlyHead Start OT PT  Speech WIC

Specialist: Developmental Behavioral Other

See Additional Supervisory
Date/Time Clinician Name (Print) Clinician Signature NPI # Note Yes No

Revised04/01/2014



6 Months Old
| |

AHCCCS EPSDT Tracking Form

Date Last Name First Name AHCCCS ID # DOB Age
Primary Care Provider PCP ph. # Health Plan Accompanied By (Name) Relationship
Admitted to NICU: (Birth) Current Medications/Vitamins/Herbal Supplements: | Risk Indicators of Hearing Loss: | Temp: Pulse: Resp:
Yes No Yes | No
Allergies: Birth Weight: Weight: Length: Head Circumference:
Ib 0z Ib oz ‘ % cm % cm %

FAMILY /SOCIAL HISTORY: (Current Concerns/ Follovidp on Previously Identified Concerns)

PARENTAL CONCERNS: How are you feeling about baby? Do you feel safe in your home?

VERBAL LEAD RISK ASSESSMENT. Child At Risk Yes No (If Yes, Appropriate Action to Followl.ives in High Risk Zip Code Yes No

ORAL HEALTH :

Parent

Cl ean

ing

B a b ynéast ToGthbnush Wiloride Swplentent | Fuoride Varnish by PCP

NUTRITIONAL SCREENING:

Breastfeeding Frequency/Duration:

Formula Type:
Cereal Type:

Amount/Duration

Yes No

Supplements

Adequate Weight Gain

Vit D
Receiving WIC Services

Plan to Introduce Solids

Soda/Juice

DEVELOPMENTAL SURVEILLANCE :

Sits With Support

Using A String of Vowels Rolls Over
Explores With Hands and Mouth

Peeka-Boo/Patty Cake

Other

Transfers Small Objects Vocal Imitation

ANTICIPATORY GUIDANCE PROVIDED:

Car/Car Seat Safe(frRear-Facing)

Sun Safety
Wary of Strangers

Refrain From Jump Seat/Walker

Emergency/911

Gun Safety

Drowning Prevention

Choking Prevention

Safe Sleep Shaken Baby Prevention Passive Smoke Safety at Home/ChildProofing

SleepWake Cycle
Introduce Board Books Parent Reads to Child

Introduce Cup
Other

Begin Using High Chair

SOCIAL -EMOTIONAL HEALTH (OBSERVED BY CLINICIAN /PARENT REPORT):
Appropriate Bonding/Responsive to Needs

Recognizes Familiar People

Family Adjustment/Parent Responds Positively to Bab
Distinguishes Emotions by Tone of Voice

Self-Calming Enjoys Social Play  Postpartum Depression  Other
COMPREHENSIVE PHYSICAL EXAM:
WNL | Abnormal (see notes below) WNL | Abnormal (see notes below)

Skin/Hair/Nails Lungs

Eyes/Vision Abdomen

Ear Genitourinary

Mouth/Throat/Teeth Extremities

Nose/Head/Neck Spine

Heart Neurological

ASSESSMENT/PLAN/FOLLOW -UP:

LABSORDERED:  Blood Lead Testing(Child At Risk) Finger Stick Resuilt: ) Venous  Other
| MMUNIZATIONS HepB  DTaP Hib IPV PCV  Influenza Rotavirus ~ Other
ORDERED: Gi ven at To dPargn Refused s Detayed Deferred Reason

Shot Record Updated Entered in ASIIS Importance ofmmunizations Discussed Parent Refusal Form Complet
REFERRALS: ALTCS Audiology AzEIP CRS DDD Dental EarlyHead Start OT PT  Speech WIC

Specialist: Developmental Behavioral Other
See Additional Supervisory

Date/Time Clinician Name (Print) Clinician Signature NPI # Note Yes No

Revised04/01/2014



9 Months Old AHCCCS EP&Kig Form
| | | | | | |

Date Last Name First Name AHCCCS ID # DOB Age
Primary Care Provider PCP ph. # Health Plan Accompanied By (Name) Relationship
Admitted to NICU: (Birth) Current Medications/Vitamins/Herbal Supplements: | Risk Indicators of Hearing Loss: | Temp: Pulse: | Resp:
Yes No Yes | No
Allergies: Birth Weight: Weight: Length: Head Circumference:
Ib 0z Ib oz | % cm % cm %

FAMILY /SOCIAL HISTORY: (Current Concerns/ Follovidp on Previously Identified Concerns)

PARENTAL CONCERNS: How are you feeling aboliaby? Do you feel safe in your home?

DEVELOPMENTAL SCREENING TooL COMPLETED: ASQ PEDS

VERBAL LEAD RISK ASSESSMENT. Child At Risk Yes No (If Yes, Appropriate Action to Followl.ives in High Risk Zip Code Yes No

ORAL HEALTH : White Spots on Teeth:Yes No Parent Cleaning Babyés Gums With I nfan
Fluoride Supplement Fluoride Varnish by PCP (Once Every 6mo )

NUTRITIONAL SCREENING: Breastfeeding Formula Amount Supplements VitD ReceivingWIC Services

Adequate Weight Gain  Yes No Plan to Introduce Table Foods Drinks From Cup Soda/Juice

DEVELOPMENTAL SURVEILLANCE : Sits Independently Pulls to Stand/Cruising Plays Peeld-Boo Us es Wor ds 0
Waves ByeBye Wary of Strangers Immature Pincer Repeats Sounds/Gestures for AttentiofExploresEnvironment Other

ANTICIPATORY GUIDANCE PROVIDED: Emergency/911 Gun Safety Drowning Prevention
Choking Prevention/Soft Texture Finger Foods Car/Car Seat SafefRearFacing) Safe Sleep  Shaken Baby Preventior
Passive Smoke Safety at Home/ChildProofing Sun Safety Sleep/Wake Cycle TV Screen Time Exploration/Learing
Redirection/Positive Parenting Language/Read to Child/Introduce Board Books Fol | ow Chi |l dés Lea
Parent Communicates to Child Gihethat Things Areo (Ball, <

SOCIAL -EMOTIONAL HEALTH (OBSERVED BY CLINICIAN /PARENT REPORT): Family Adjustment/Parent Responds Positively to Child
Appropriate Bonding/Responsive to NeedsSelf-Calming Growing Independence Shows Preference for Certain People/Tc
Cries When Primary Caregiver LeavedPostpartum Depression Other:

COMPREHENSIVE PHYSICAL EXAM:

WNL | Abnormal (see notes below) WNL | Abnormal (see notes below)
Skin/Hair/Nails Lungs
Eyes/Vision Abdomen
Ear Genitourinary
Mouth/Throat/Teeth Extremities
Nose/Head/Neck Spine
Heart Neurological

ASSESSMENT/PLAN/FOLLOW -UP:

L ABS ORDERED: Blood Lead Testing(Child At Risk) Finger Stick Result: ) Venous Hgb/Hct  Other

| MMUNIZATIONS HepB DTaP Hib IPV PCV Influenza Other
ORDERED: Gi ven at To dPargnd Refudéd s Detayed Deferred Reason

Shot Record Updated Entered in ASIIS Importance of Immunizations Discussed Parent Refusal Form Complet
REFERRALS: ALTCS Audiology AzEIP CRS DDD Dental EarlyHead Start OT PT  Speech WIC

Specialist: Developmental Behavioral Other

See Additional Supervisory
Date/Time Clinician Name (Print) Clinician Signature NPI # Note Yes No

Revised04/01/2014



12 Months Old AHCCCS EPSDT Tracking Form
| | | | | | |

Date Last Name First Name AHCCCS ID # DOB Age
Primary Care Provider PCP ph. # Health Plan Accompanied By (Name) Relationship
Admitted to NICU: (girth) |Current Medications/Vitamins/Herbal Supplements: Risk Indicators of Hearing Loss:| Temp: | Pulse: | Resp:
Yes | No Yes | No
Allergies: Birth Weight: Weight: Length: Head Circumference:
Ib 07 Ib oz{ % cml % cm| %

FAMILY /SOCIAL HISTORY: (Current ConcernsFollow-Up on Previously Identified Concerns)

PARENTAL CONCERNS: How are you feeling about baby? Do you feel safe in your home?

VERBAL LEAD RISK ASSESSMENT. (Blood Lead Test Required) Child At Risk Yes No Lives in High Risk Zip Code Yes No

ORAL HEALTH : White Spots on Teeth:Yes No Daily Brushing(Twice by Parent) Fluoride Supplement Fluoride Varnish by PCP

First Dental Appointment Completed Scheduled Dental Home: Provider Name (Once Every 6mo)
NUTRITIONAL SCREENING: Breastfeeding Whole Milk Amount Milk Intake/Weaning
Adequate Weight Gain Solids: Soda Juice Supplements

DEVELOPMENTAL SURVEILLANCE : FirstSteps i Ma ma / Da d a 0Us&Emglei WoidsScribbles  Precise Pincer Gras
Follows Simple One Step RequestsLooks for Hidden Objects Extends Arm/Leg for Dressing Points to Objects
Plays: Hides Object/Pushes Ball Back and Forth Other

ANTICIPATORY GUIDANCE PROVIDED: Emergency/911 Gun Safety Drowning Prevention Choking Prevention
Car/Car Seat SafdffgearFacing) Passive Smoke Safety at Home/ChildProofing Sun Safety Discipline/Praise
Foll owing Chi | thioe TabterastGiva Attentidrl taPpsitive BehaviorOther

SOCIAL -EMOTIONAL HEALTH (OBSERVED BY CLINICIAN /PARENT REPORT): Family Adjustment/Parent Responds Positively to Child
SeltCalming Prefers Primary Caregiver Over All Others Shy/Anxious With Strangers Tantrums Other

COMPREHENSIVE PHYSICAL EXAM:
WNL | Abnormal (see notes below) WNL | Abnormal (seenotes below)
Skin/Hair/Nails Lungs
Eyes/Vision Abdomen
Ear Genitourinary
Mouth/Throat/Teeth Extremities
Nose/Head/Neck Spine
Heart Neurological

ASSESSMENT/PLAN/FOLLOW -UP:

L ABS ORDERED: Blood Lead Testing(Required) Hgb/Hct(Required, If not Done at 9 Months) TB Skin Test(f at Risk) Other

| MMUNIZATIONS HepA  HepB MMR Varicella DTaP  Hib IPV PCV Influenza
ORDERED: Had Chicken Pox Other

Gi ven at To dPargn Refused s Detayed Deferred Reason

Shot Record Updated Entered in ASIIS Importance of Immunizations Discussed Parent Refusal Form Complet

REFERRALS: ALTCS Audiology AzEIP CRS DDD Dental EarlyHead Start OT PT Speech WIC

Specialist: Developmental Behavioral Other

See Additional Supervisory
Date/Time Clinician Name (Print) Clinician Signature NPI # Note Yes No

Revised04/01/2014




15 Months Old AHCCCS EPSDT Tracking Form
| | | | | | |

Date Last Name First Name AHCCCS ID # DOB Age
| Primary Care Provider | PCP ph. # | Health Plan | Accompanied By (Name) | Relationship |
Admitted to NICU: (irth) | Current Medications/Vitamins/Herbal Supplements: | Risk Indicators of Hearing Loss: Temp: Pulse: | Resp:
Yes I No Yes | No
Allergies: Weight: Length: Head Circumference:
Ib oz| % cm % cm | %

FAMILY /SOCIAL HISTORY: (Current Concerns/ Follovidp on Previously Identified Concerns)

PARENTAL CONCERNS: How are you feeling about child? Do you feel safe in your home?

VERBAL LEAD RISK ASSESSMENT Child At Risk Yes No (If Yes, Appropriate Action to Follow)Lives in High Risk Zip Code Yes No

ORAL HEALTH : White Spots on Teeth:Yes No Daily Brushing(Twice Daily by Parent) Fluoride Supplement
Fluoride Varnish by PCP (Once Every 6 Months)First Dental Appointment Completed Scheduled Dental Home Provider
NUTRITIONAL SCREENING: Feeds Self Breastfeeding Whole Milk  Nutritionally Balanced Diet Junk Food Soda/Juice
Solids Activity  Supplements Overweight Underweight Observation Referral

DEVELOPMENTAL SURVEILLANCE : Says 36 words Says No Wide Range of Emotions Repeats Words from Conversatic
Uses Utensils Understands Simple CommandsClimbs Stairs Walking Puts Objects In/Out of Container Other

ANTICIPATORY GUIDANCE PROVIDED: Emergency /911 Gun Safety Drowning Prevention ~ Choking Prevention
Car/Car Seat SafefRearFacing)  Safety at Home/ChildProofing  Sun Safety Helmet Use Growing Independence
Defiant Behavior/Offer Child ChoicesGentle Limit Setting/Redirection/Safety Reading/Parelds ks Chi | d AW
Foll ow Chi | d oéGfferlOppartunity ta ScRbble/Bxplore Other

SOCIAL -EMOTIONAL HEALTH (OBSERVED BY CLINICIAN /PARENT REPORT): Family Adjustment/Parent Responds Positively to Chilc
Appropriate Bonding/Responsive to NeedsSelfCalming Frustration/Hitting/Biting/Impulse Control Communication/Language
Social Interaction/Eye Contact/Comforts OtheBegins to Have Definite PreferencesOther:

COMPREHENSIVE PHYSICAL EXAM:

WNL | Abnormal (see notes below) WNL | Abnormal (see notes below)
Skin/Hair/Nails Lungs
Eyes/Vision/Red Reflex Abdomen
Ear Genitourinary
Mouth/Throat/Teeth Extremities
Nose/Head/Neck Spine
Heart Neurological

ASSESSMENT/PLAN/FOLLOW -UP:

L ABS ORDERED: Blood Lead Testing(child At Risk/Not already Done at 12 Months) Finger Stick(Result: ) Venous
TB Skin Tesfif at Risk) Other

| MMUNIZATIONS HepA  HepB MMR Varicella DTaP  Hib IPV PCV Influenza
ORDERED: Had chicken pox Other
Gi ven at To dParend Refused s Detayed Deferred Reason

Shot Record Updated Entered in ASIIS Importance of Immunizations Discussed Parent Refusal Form Complet

REFERRALS: ALTCS Audiology AzEIP CRS DDD Dental EarlyHead Start OT PT Speech WIC
Specialist: Developmental Behavioral Other

See Additional Supervisory
Date/Time Clinician Name (Print) Clinician Signature NPI # Note Yes No
Revised04/01/2014




18 Months Old AHCCCS EPSDT Tracking Form
| | | | | | |

Date Last Name First Name AHCCCS ID # DOB Age
| Primary Care Provider I PCP ph. # | Health Plan | Accompanied By (Name) | Relationship |
Admitted to NICU: (irth) | Current Medications/Vitamins/Herbal Supplements: | Risk Indicators of Hearing Loss: Temp: Pulse: | Resp:
Yes ‘ No Yes ‘ No
Allergies: Weight: Length: Head Circumference:
Ib oz‘ % cm % cm ‘ %

FAMILY /SOCIAL HISTORY: (Current Concerns/ Follovidp on Previously Identified Concerns)

PARENTAL CONCERNS: How are you feeling about baby? Do you feel safe in your home?

DEVELOPMENTAL SCREENING TooL COMPLETED ; ASQ MCHAT PEDS
VERBAL LEAD RISK ASSESSMENT. Child At Risk Yes No (If Yes, Appropriate Action to Follow)Lives in High Risk Zip Code Yes No
ORAL HEALTH : White Spots on Teeth:Yes No Daily Brushing(Twice Daily by Parent) Fluoride Supplement

Fluoride Varnish by PCP (Once Every 6 Months)First Dental Appointment Completed Scheduled Dental Home Provider

NUTRITIONAL SCREENING: Feeds Self Breastfeeding Whole Milk  Nutritionally Balanced Diet Junk Food Soda/Juice

Solids Activity  Supplements Overweight Underweight Observation Referral
DEVELOPMENTAL SURVEILLANCE : Usesacup Walks Says120Words Say s fiN«meOne Picture/2 Colors
Follows Simple Rules/Bring Me the Book Knows Animal Sounds Other
ANTICIPATORY GUIDANCE PROVIDED: Emergency/911 Gun Safety Drowning preveribn Choking Prevention

Car/Car Seat SafefRearFacing) Safety at Home/ChildProofing  Sun Safety Helmet Use Never Leave Toddler Along
Sibling Interaction Discipline/Limits Growing Independence Encourage Expression of Wide Range of Emotions
Read to Child  Other

SOCIAL -EMOTIONAL HEALTH (OBSERVED BY CLINICIAN /PARENT REPORT):  Family Adjustment/Parent Responds Positively to Child
AppropriateBonding/Responsive to Needs SelfCalming  Frustration/Hitting/Biting/Impulse Control Communication/Language
Demonstrates Increasing IndependencBefiant Behavior/Offer Child Choices Other

COMPREHENSIVE PHYSICAL EXAM:

WNL | Abnormal (see notes below) WNL | Abnormal (see notes below)
Skin/Hair/Nails Lungs
Eyes/Vision/Red Reflex Abdomen
Ear Genitourinary
Mouth/Throat/Teeth Extremities
Nose/Head/Neck Spine
Heart Neurological

ASSESSMENT/PLAN/FOLLOW -UP:

L ABS ORDERED: Blood Lead Testing(cChild At Risk/Not already Done at 12 Months) ~ Finger Stick Result: ) Venous
TB Skin Tesf(f at Risk) Other

| MMUNIZATIONS HepA  HepB MMR Varicella DTaP  Hib IPV PCV Influenza
ORDERED: Had chicken pox Other
Gi ven at To dParend Refused s Detayed Deferred Reason
Shot Record Updated Entered in ASIIS Importance of Immunizations Discussed Parent Refusal Form Complete

REFERRALS: ALTCS Audiology AzEIP CRS DDD Dental EarlyHead Start OT PT  Speech WIC
Specialist: Developmental Behavioral Other

See Additional Supervisory
Date/Time Clinician Name (Print) Clinician Signature NPI # Note Yes No
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