
 
 
 

Ka Hana Pono Daycare and Preschool LLC ~ 66434 Kamehameha Hwy #3, Haleiwa, HI 96712 

 
 
 
 
 
 
Aloha Parents and Guardians … Welcome to Ka Hana Pono Daycare and Preschool! 
 
As you prepare for your child's exciting start with us, please ensure the following important health 
documentation is completed and submitted by your child’s first day.  
 
Have these health forms and your child’s physical exam conducted by a doctor, which must be dated no more 
than one year prior to their first day at preschool. 
 

1. Hawaii Student Health Record Form 14: 
o Physical Examination: A thorough physical exam report, confirming your child's health and 

readiness. 
o Immunization Records: Documenting your child's vaccinations to confirm they meet the state's 

health requirements for school entry. 
§ If your child is on a delayed or adjusted vaccination schedule, please include a signed 

note from the doctor detailing these circumstances. 
§ For those needing an exemption from immunizations, a waiver request is available. 

 
2. Tuberculosis Clearance (Forms F and G): 

o Both Form F and Form G are required for tuberculosis clearance. It’s important to submit both 
pages, as often only one is provided by mistake. 
 

3. Early Childhood Pre-K Supplement Form (DHS 908): 
o This form includes sections that assess existing medical conditions, special care plans needed 

(including allergies and dietary needs if prescribed by a physician), and behavioral issues or 
social-emotional concerns. 

o The purpose of the DHS 908 form is to ensure that every child receives the appropriate support 
and resources they need upon entering preschool, helping educators tailor educational 
experiences that meet each child's unique needs. This form is completed by your healthcare 
provider, who will use their professional insights to provide an accurate picture of your child’s 
development. 
 

Submitting Forms: 
• Upload Directly: After receiving the forms from your doctor, you can upload them directly through 

Brightwheel. 
• Fax: Alternatively, your doctor can fax the completed forms to us at 808-638-2631 

 
 
We are here to assist you with any questions or help you may need with the forms. We look forward to 
welcoming your child to our ohana and are excited about the year ahead! 
 
Mahalo, 
Angelica Paulo Friedmann, MFT 
Managing Director 
808-638-2631   Aloha@KaHanaPonoHaleiwa.com  
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Instructions for Com

pleting the Early Childhood Pre-K H
ealth Record Supplem

ent 
 To Be Com

pleted by the Physician (Please print) 
   1. Type of Screening:  Check all that apply. 

• 
H

ead Circum
ference, H

gb/H
ct, Lead, BM

I 
• 

D
evelopm

ental Screening:  The screening tools listed are: 
 

 
 

PED
S:  Parent’s Evaluation of Developm

ental Status  
 

ASQ
:    Ages and Stages Questionnaire 

        
O

ther:  Print the nam
e of screening tool used. 

  
2.  D

ate Com
pleted 

W
rite the date m

m
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ed. i.e., 
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M
ark (X) to indicate “N

orm
al” or “Abnorm

al”, “N
o Concern” or 

“Concern”, “N
orm

al” or “Counsel”.    If the box is m
arked 

abnorm
al, concern or counsel, please com

plete Box 4. 
Recom

m
endations/Follow

 up. 
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al, concern or counsel is selected.   
  5.  M

edical Conditions 
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 if the child has no 
Allergies/Sensitivities, M

edications/Treatm
ents, Special 

D
iet prescribed by physician, Behavioral Issues/Social 

Em
otional Concerns, M

edical Conditions/ Related 
Surgeries.  List type of m

edical condition, e.g., M
edical 

Condition/Related Surgeries List: Asthm
a  

 
 

6. Special Care Plan N
eeded  
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edical condition and the Early Childhood Provider 

should develop a special care plan, m
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appropriate category.  If child does not need a special care plan, 
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com

plete if physician has m
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ent of 
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an Service (DHS) office, phone or dow
nloaded from

 the 
Departm

ent of Hum
an Service w

ebsite.  
 9. Physician/N
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Type or print legibly physician, nurse practitioner, advanced 
practiced registered nurse, physician assistant or clinic nam
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address, zip, phone, and fax. 
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 11. “I give m
y consent for m

y child’s Health Care Provider to 
discuss the inform

ation on this form
 w

ith m
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  To be used as part of a cover letter to the preschool, parent or physician. 
 

 
The purpose of the Haw

aii Departm
ent of Hum

an Services (DHS) Early Childhood Pre-K Health Record Supplem
ent (EC-Pre-K HRS) is to provide 

developm
entally appropriate inform

ation on the child’s health, grow
th and developm

ental status for (Pre) school entry.  The EC-Pre-K HRS is to be used in 
conjunction w

ith the Haw
aii Departm

ent of Education (DOE), Student’s Health Record Form
 14 2010. 

 The DHS EC Pre-K Health Record can be dow
nloaded from

 the Haw
aii Departm

ent of Hum
an Services w

ebsite, http://hum
anservices.haw

aii.gov/ and 
search for Form

 908.  The DOE Student Health Record Form
 14 can be dow

nloaded at Departm
ent of Education w

ebsite: 
http://w

w
w

.haw
aiipublicschools.org/Pages/hom

e.aspx, click on Parents and Students, click on Enrolling in School, click on How
 to Enroll, look for Related 

Dow
nloads and click on Student Health Record. 

 The child’s physician is requested to com
plete the DOE Student Health Record Form

 14 and DHS EC Pre-K Health Record Supplem
ent.  The follow

ing are 
directions for com

pleting the DHS EC Pre-K Health Record Supplem
ent.  
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TB Document F: State of Hawaii TB Clearance Form
Hawaii State Department of Health 
Tuberculosis Control Program 
 
 

 

Patient Name DOB TB Screening Date

 
 
 

  

I have evaluated the individual named above using the process set out in the DOH TB Clearance Manual 
dated 2/10/17 and determined that the individual does not have TB disease as defined in section 11-164.2-
2, Hawaii Administrative Rules. 

Screening for schools, child care facilities or food handlers (TB Document A or E) 
  Negative TB risk assessment 
  Negative test for TB infection 
  Positive test for TB infection, and negative chest X-ray 

Initial Screening for health care facilities or residential care settings (TB Document B or C) 
  Negative test for TB infection (2-step) 
  New positive test for TB infection, and negative chest X-ray 
  Previous positive test for TB infection, negative CXR within previous 12 months,  

       and negative symptom screen 
  Previous positive test for TB infection, and negative CXR   

Annual Screening for Health care facilities or residential care settings (TB Document D) 
 Negative test for TB infection 
 New positive test for TB infection, and negative chest X-ray 
 Previous positive test for TB infection, and negative symptoms screen 
 Previous positive test for TB infection, and negative CXR 

Signature or Unique Stamp of Practitioner: _____________________________________  

Printed Name of Practitioner: _____________________________________ 
  

 
    Healthcare Facility: _____________________________________ 

This TB clearance provides a reasonable assurance that the individual listed on this form was free from 
tuberculosis disease at the time of the exam.  This form does not imply any guarantee or protection from 
future tuberculosis risk for the individual listed. 

 

 



DOH TB Control Program DOH TB Clearance Manual 7/18/2017 
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TB Document G: State of Hawaii TB Risk Assessment for Adults and Children
Hawaii State Department of Health 
Tuberculosis Control Program 

 

1. Check for TB symptoms 
 If there are significant TB symptoms, then further testing (including a chest x-ray) is required 

for TB clearance. 
 If significant symptoms are absent, proceed to TB Risk Factor questions. 

 Yes  

 No      

Does this person have significant TB symptoms? 
Significant symptoms include cough for 3 weeks or more, plus at least one of the following: 

 Coughing up blood   Fever   Night sweats 

  Unexplained weight loss  Unusual weakness   Fatigue 

2. Check for TB Risk Factors 
  
 If all boxes below are  

 Yes   

 No      

Was this person born in a country with an elevated TB rate? 
Includes countries other than the United States, Canada, Australia, New Zealand, or 
Western and North European countries. 

 Yes  

 No      

Has this person traveled to (or lived in) a country with an elevated TB rate for four weeks 
or longer? 

 Yes   

 No      

At any time has this person been in contact with someone with infectious TB disease? 
if exposed only to someone with latent TB) 

 Yes  

 No      

Does the individual have a health problem that affects the immune system, or is medical 
treatment planned that may affect the immune system? 
 

(Includes HIV/AIDS, organ transplant recipient, treatment with TNF-alpha antagonist, or 
steroid medication for a month or longer) 

 Yes  

 No      

For persons under age 16 only:  
an elevated TB rate?  

Provider Name with Licensure/Degree: 

Assessment Date: 

 Person's Name and DOB: 
 

 Name and Relationship of Person Providing 
Information (if not the above-named person):
 
 

 


