
DOÑA ANA COUNTY HEAD START 

DECLINATION STATEMENT FOR HEALTH SERVICES 

NAME OF CHILD: _______________________________________________ 

NAME OF CENTER & CLASSROOM am/pm:_________________________ 

My child, __________________________ is enrolled and has participated in the 
Doña Ana County Head Start program, year 2016-2017.  I understand that as a 
participant of a Federally Funded program, children are to be Up-To-Date on a 
Medicaid EPSDT Schedule of age appropriate, preventive Well Child Care.  At the 
time of enrollment my Family Outreach Worker explained this to me and gave me a 
physical and dental form to be filled out by my doctor and dentist for recent child 
checkups or for me to make an appointment if necessary. I signed, “Permission to 
Release Physical/Dental Form” with names of my child’s doctor and dentist.  I have 
received paper “Parent Reminders” from the center staff, asking me to provide the 
missing results for: 
____________________________________________________________________. 

(Please check one) 

 I was not able to take my child for a _____________________because

     _________________________________________________________ 

 Other:____________________________________________________

 Have not made an appointment with the doctor/dentist for a current
physical/dental exam.

_____________________________________________ ____________________ 
   Signature of Parent (Guardian)    Date 

Declination/HN/6.06  4.08  7.08 6.11  4.13 4/14  2.17



DOÑA ANA COUNTY HEAD START 

DECLARACIÓN DE DECLINACIÓN PARA SERVICIOS DE SALUD 

Nombre Del Niño: ______________________________________________ 

Nombre Del Centro AULA am/pm: ____________________________________ 

Mi ni¶o__________________________ est§ inscrito y ha participado en el programa 
de Do¶a Ana County Head Start, a¶o 2016-2017.  Entiendo que como participante de 
un programa federal, los ni¶os deben estar Al Corriente en un horario de Medicaid 
EPSDT de edad apropiada, cuidado del ni¶o sano preventiva. Al tiempo de la 
inscripci·n el Trabajador de Familia me explic· esto a m² y me dio una forma f²sica y 
dental para ser llenado por un m®dico y dentista por los ¼ltimos chequeos del ni¶o o 
para m² para hacer una cita si es necesario. Firm® una forma "Permiso de 
Autorizaci·n F²sica / Dental" con los nombres del m®dico y dentista de mi hijo. He 
recibido en papel "Recordatorios de Padres" del personal del centro, pidi®ndome que 
proporcionar§ los resultados que faltan para: 
________________________________________________________________ . 

(Por favor marque uno) 

 Yo no pude de llevar a mi hijo para el ___________________________ por

      _______________________________________________________________________ 

 Otros:________________________________________________________

 No he hecho una cita con el m®dico / dentista para un examen m®dico / dental
actual.

_____________________________________________ ____________________ 
   Firma Del Padre (Guardian)     Fecha 

Declination/HN/6.06  4.08  7.08 6.11  4.13  4/14  2.17 


