Healthy Child Care Ohio Encounter Form
	Consult Information
	
	Facility Information

	Consultant____________________________________

Date______/______/______         ( On-Site    ( Phone
                                                       ( E-mail     ( Training

# of providers/facilities represented_______

Time Spent (please indicate using .25 increments):

     Scheduling _______                Preparing            _______ 

     Traveling   _______                Consult/Training _______

     Follow up  _______                 TOTAL _____________
Promoted: ( CHIP/Healthy Start
                 ( Medical Home          ( Back to Sleep
	
	Facility Name__________________________________________

Address_______________________________________________

City________________________ County___________________

Phone_______________________ Contact__________________

( Child Care Center/PS  
( Head Start

( Home–Certified 
( Home-Non Certified

( School 
( Other________________

Number of children in facility by Age Range

0-17 months_______                  
18-35 months_______

3-5 years      _______                  
6 years/older  _______

( 1st time contact                        
( Repeat contact

	
	
	

	Referral Information (list all referral information provided):
	
	Training Provided (Check topic and attach sign-in sheet):

	# Referred?
	Referred Where?
	
	( Medication Administration

	
	
	
	( Child Care Plus

	
	
	
	( Back to Sleep (SIDS)

	
	
	
	( Asthma & Allergy Essentials

	
	
	
	( Keep It Clean – Diapering and Hand washing    _____ of _____

	
	
	( Elective: ____________________________________


	Topics Covered During Consultation (Check consult topics):
	
	Request for Training (for mandated training not provided by CCHCs):

	Primary Topic ______________________________ Time Spent _______

Secondary Topics:

( Introduction to program

( Helped interpret clinical information about children for child care staff

( Provided general information to help accommodate children with     
     special health care needs

( Assisted child care provider with helping families obtain health 
     insurance

( Facilitated linking families with a primary care provider/medical home

( Linked child care provider with other community resources

( Helped facility with state compliance (e.g.-health record review)

( Addressed the environment/safety of the child care facility

( Observed children and assessed their needs – specify_______________

( Provided hands-on screenings or examinations - # of children _______

( Addressed child care staff health issues – specify __________________

( Provided consultation/education on asthma

( Provided education/consultation on diabetes

( Provided education/consultation on immunizations

( Provided consultation on child abuse recognition/reporting

( Offered consultation on child development

( Consulted on communicable disease topic – specify _______________

( Provided consultation/education on HIV/AIDS

( Provided education/information on dental health

( Addressed proper diapering technique

( Addressed proper hand washing technique

( Provided information on injury prevention

( Consulted on general topic about administration of medication

( Discussed a nutrition topic(s)
( ________________________________________________
	
	Type_______________________________________

County_____________________________________

# of hours________  # of people needing__________



	
	
	

	
	
	Vision Screenings:

	
	
	Total # Screened
	# Pass
	# Fail

	
	
	
	
	

	
	
	

	
	
	Provided Health Education/Training to:

	
	
	( Number of children                  _______

( Number of child care staff       _______

( Number of parents/guardians   _______

( Number of other                       _______

    Specify___________________________________

( Materials for distribution

     Topic____________________________________

     Number of each_______


