
Early Childhood Assessment Form

Name:                                                 HCN:                        Date of Birth:

                   (First, Middle, Last)                                                                               (YYYY/MM/DD)

Code for charting screening/counselling: NA:     Not assessed (only applies to Standard Assessments)
NAP:     No Apparent Problem             REF:    Referred            CLS:    Closed – referral completed, concern no longer exists    
OBS:  Observe for future referral UCC:   Under Continued Care by another health professional
Breastfeeding:    EXB:  exclusive  NEB:  non exclusive   NBF:  no breastfeeding  X:  see narrative for comments  XM:  see mother’s record
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