AHCCCS MEDICAL POLICY MANUAL
AA HCCC gqs POLICY 430 - ATTACHMENT E — AHCCCS EPSDT CLINICAL SAMPLE
rizona Health Care Cost Containment System TEMPLATES
FOUR MONTHS OLD - AHCCCS EPSDT CLINICAL SAMPLE TEMPLATE

Date Last Name First Name AHCCCS ID # DOB Age
I | I I I |
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: [\ (:1\'H I Pulse: I Resp:
L] Yes ID No

Allergies: Head Circumference:

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

PARENTAL/HEALTH CARE DECISION MAKER CONCERNS: How are you feeling about baby? Do you feel safe in your home?

ORAL HEALTH: [1 Daily Gum Cleaning with Washcloth or Infant Toothbrush (Parent Education Completed)

NUTRITIONAL SCREENING: [ Breastfeeding Frequency/Duration: [JSupplements:_ [1VitD
OFormulaType:_  Amount/Duration:_ Adequate Weight Gain [Yes [INo [JReceivingWICServices
[] Cereal Type: [1Plan to Introduce Solids [J Soda/Juice
DEVELOPMENTAL SURVEILLANCE: https://www.cdc.gov/ncbddd/actearly/milestones/milestones-4mo.html

[] Babblesand Coos [JLaughs [1Beginsto Roll Front to Back [JPushes Up with Arms
[] Controls Head Well _ [] Reachesfor Objects []Interestin MirrorIlmages  [1Pushes Down with Legs When Feet on Surface
ANTICIPATORY GUIDANCE PROVIDED: [ 1Emergency/911 [JGunSafety  [IDrowningPrevention []Choking Prevention
[] Car/Car Seat Safety (Rear-Facing) [1SafeSleep [1ShakenBaby Prevention [SafeBathing/WaterTemperature

[] Passive Smoke [ Safetyat Home/Child-Proofing  [1Sun Safety [1Bottle Propping [1 Support Systems/Resources

[J Infant Crying/Appropriate Interventions [] DiscussChild Temperament [1Establish Daily Routines/Infant Regulation
[] Establish Nighttime Sleep Routine/Sleep Through Night (Greater 5 hours) [ Parent Reads to Child [1 Other

SOCIAL-EMOTIONAL HEALTH AND (OBSERVED BY CLINICIAN/PARENT REPORT): [] Family Adjustment/Parent Responds
Positively to Baby

[1 Infant Hands to Mouth/Self-Calming [1Smiles When Hears Parents’ Voices []Appropriate Bonding/Responsive to Needs
[] Easily Distracted/Excited by Discovery of Outside World [ ]Postpartum Depression Screen [ ] 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

LABS ORDERED: [J Other

LWLSLNF2ZNN (el \ R (| HepB [ DTaP [ Hib O IPV [ PCV [ Rotavirus 0Other [ Given at Today’s Visit [IParentRefused
ORDERED: [IDelayed [IDeferred Reason: [ Shot Record Updated [J Entered in ASIIS
[JImportance of Immunizations Discussed []Parent Refusal Form Completed

REFERRALS: [J ALTCS [ Audiology [J AzEIP [J CRS [ DDD [J Dental [ Early Head Start [J OT [ PT [J Speech [J WIC Specialist:
] Developmental [J Behavioral [J Other

PROVIDER’S
SIGNATURE: NPI: Date:
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07/14/22




undefinedAbnormal see notes belowAbdomen : Enter the Abnormal_Abdomen
Abnormal see notes belowEar : Enter the Abnormal (Ear)
Abnormal see notes belowExtremities : Enter the Abnormal_Extremities
Abnormal see notes belowEyesVision : Enter the Abnormal Eyes/Vision
Abnormal see notes belowGenitourinary : Enter the Abnormal_Genitourinary
Abnormal see notes belowHeart : Enter the Abnormal_Heart
Abnormal see notes belowLungs : Enter the Abnormal_Lungs
Abnormal see notes belowMouthThroatTeeth : Enter the Abnormal_Mouth/Throat/Teeth
Abnormal see notes belowNeurological : Enter the Abnormal_Neurological
Abnormal see notes belowNoseHeadNeck : Enter the Abnormal_Nose/Head/Neck
Abnormal see notes belowSkinHairNails : Enter the Abnormal Skin/Hair/Nails
Abnormal see notes belowSpine : Enter the Abnormal_Spine
Allergies : Enter the Allergies
Check Box 26 : Checkbox Here
Check Box 27 : Checkbox Here
Check Box 28 : Checkbox Here
Check Box 29 : Checkbox Here
Check Box 30 : Checkbox Here
Check Box 31 : Checkbox Here
Check Box 32 : Checkbox Here
Check Box 33 : Checkbox Here
Check Box 34 : Checkbox Here
Check Box 35 : Checkbox Here
Check Box 36 : Checkbox Here
Check Box 37 : Checkbox Here
Check Box 38 : Checkbox Here
Check Box 39 : Checkbox Here
Check Box 40 : Checkbox Here
Check Box 41 : Checkbox Here
Check Box 42 : Checkbox Here
Check Box 43 : Checkbox Here
Check Box 44 : Checkbox Here
Check Box 45 : Checkbox Here
Check Box 46 : Checkbox Here
Check Box 47 : Checkbox Here
Check Box 48 : Checkbox Here
Check Box 49 : Checkbox Here
Check Box 50 : Checkbox Here
Check Box 51 : Checkbox Here
Check Box 52 : Checkbox Here
Check Box 53 : Checkbox Here
Check Box 54 : Checkbox Here
Check Box 55 : Checkbox Here
Check Box 56 : Checkbox Here
Check Box 57 : Checkbox Here
Check Box 58 : Checkbox Here
Check Box 59 : Checkbox Here
Check Box 60 : Checkbox Here
Check Box 61 : Checkbox Here
Check Box 62 : Checkbox Here
Check Box 63 : Checkbox Here
Check Box 64 : Checkbox Here
Check Box 65 : Checkbox Here
Check Box 66 : Checkbox Here
Check Box 67 : Checkbox Here
Check Box 68 : Checkbox Here
Check Box 69 : Checkbox Here
Check Box 70 : Checkbox Here
Check Box 71 : Checkbox Here
Check Box 72 : Checkbox Here
Check Box 73 : Checkbox Here
Check Box 74 : Checkbox Here
Check Box 75 : Checkbox Here
Check Box 76 : Checkbox Here
Check Box 77 : Checkbox Here
Check Box 78 : Checkbox Here
Check Box 79 : Checkbox Here
Check Box1 : Checkbox Here
Check Box10 : Checkbox Here
Check Box11 : Checkbox Here
Check Box12 : Checkbox Here
Check Box13 : Checkbox Here
Check Box14 : Checkbox Here
Check Box15 : Checkbox Here
Check Box16 : Checkbox Here
Check Box17 : Checkbox Here
Check Box18 : Checkbox Here
Check Box19 : Checkbox Here
Check Box2 : Checkbox Here
Check Box20 : Checkbox Here
Check Box21 : Checkbox Here
Check Box22 : Checkbox Here
Check Box23 : Checkbox Here
Check Box24 : Checkbox Here
Check Box25 : Checkbox Here
Check Box3 : Checkbox Here
Check Box4 : Checkbox Here
Check Box5 : Checkbox Here
Check Box6 : Checkbox Here
Check Box7 : Checkbox Here
Check Box8 : Checkbox Here
Check Box9 : Checkbox Here
PulseCurrent MedicationsVitaminsHerbal Supplements : Enter the Pulse
RespCurrent MedicationsVitaminsHerbal Supplements : Enter the Resp
Signature1 : Upload the Signature
TempCurrent MedicationsVitaminsHerbal Supplements : Enter the Temperature
Text*15 : Enter the Length in cm
Text*20 : Enter the Amount/Duration
Text009 : Enter the Weight in percentage
Text1 : Enter the Date in MM/DD/YYYY Format
Text10 : Enter the Accompanied By (Name)
Text11 : Enter the Relationship
Text12 : Enter the Current Medications/Vitamins/Herbal Supplements
Text13 : Enter the Weight in lb
Text14 : Enter in OZ
Text15 : Enter the Length in cm
Text15a : Enter the Length in %
Text15b : Enter the Head circumference in cm
Text15c : Enter the Head circumference in %
Text16 : Enter the Weight in oz
Text19 : Enter the Duration
Text2 : Enter the Last Name
Text20 : Enter the Amount/Duration
Text20a : Enter the Cereal Type
Text20b : Enter the Plan to Introduce Solids
Text20c : Enter the Others
Text20d : Enter the Others
Text20e : Enter the Reason
Text20f : Enter the NPI Number
Text20g : Enter the Date in MM/DD/YYYY Format
Text22 : Enter the Current Concerns/ Follow-Up on Previously Identified Concerns
Text23 : Enter How are you feeling about baby? Do you feel safe in your home?
Text3 : Enter the First Name
Text4 : Enter the A H C C C S ID
Text5 : Enter the Date of Birth in mm/dd/yyyy Format
Text6 : Enter the Age
Text7 : Enter the Primary Care Provider
Text8 : Enter the PCP Phone Number
Text9 : Enter the Health Plan
Text_19 : Enter the Supplements
WNLAbdomen : Enter the WNL_Abdomen
WNLEar : Enter the WNL
WNLExtremities : Enter the WNL_Extremities
WNLEyesVision : Enter the WNL Eyes/Vision
WNLGenitourinary : Enter the WNL_Genitourinary
WNLHeart : Enter the WNL_Heart
WNLLungs : Enter the WNL_Lungs
WNLMouthThroatTeeth : Enter the WNL_Mouth/Throat/Teeth
WNLNeurological : Enter the WNL_Neurological
WNLNoseHeadNeck : Enter the WNL_Nose/Head/Neck
WNLSkinHairNails : Enter the WNL Skin/Hair/Nails
WNLSpine : Enter the WNL_Spine
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