NEWBORN VisIT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in. W/L %tile Head circ. cm  Temp. AX REC
e N

B/P if indicated / PHYSICAL EXAM Undressed: O yes dno
RA/_LALRL/LL_/ General ------------ (dnl [ abnl
NuTRITION Head--------nmeemv Qnl O abnl
" Breast min. q. hrs. Fontanel ----------- dnl O abnl
(1 Formula 0z. q. hrs. NecK =nnmmmnmmnmmnnn- QOnl O abnl
Brand | D P —— Qnl [ abnl
With iron? dYes MNo Red reflex ------ Qnl O abnl
Water: dcity A well dspring [ bottled EAars ----eeememememe Qnl O abnl
Wet Diapers Per Day NOSE =enmmmmmmemn——- Qnl O abnl
Strong stream (if Male)? [ Yes [ No Throat/Mouth ---- O nl [ abnl
Stools per day Lungs---------==---- Qnl [ abnl
WIC UdYes dNo Heart --------------- QOnl 3 abnl
PROBLEMS Abdomen ---------- (dnl [ abnl
Constipation QYes ONo Femoral Pulses--- A nl [ abnl
Sleep QYes ONo Umbilical Cord--- d nl [ abnl
Spitting up dYes HdNo Spine --------------- dnl [ abnl
Excessive crying dYes [dNo Extremities-------- nl (L abnl

Hips --=-==nsemnun-- (dnl [ abnl

SKin ---ss-meeeeaeea- (dnl [ abnl

Neuro-----==-===---- (dnl [ abnl
Family History Genitalia
Social History Female---------- (dnl [ abnl
HEARING RISK ASSESSMENT Male ------------ dnl O abnl
Responds to sounds dYes HdNo T(?stes """"" dnl 1 abnl
Newborn hearing screen: L Circ. ---------- Aol [ abnl )
[ Passed [d Repeat scheduled

SAFETY IMPRESSION

VISION RISK ASSESSMENT ( Car seat, facing backwards [ Well Newborn
Looks at parent’s face dYes [No [ Smoke free environment O Premature Infant

Newborn Metabolic/Hemoglobinopathy
Screening [d Normal [dRepeat [ Pending

Critical Congenital Heart Disease
(dNormal [dRepeat [ Pending

Developmental Surveillance
dYes MNo Concerns?

Psychosocial/Behavioral Surveillance
dYes WNo Concerns?

DELIVERY HISTORY
(1 Discharge Date

(1 Hospital

(J Gestational Age
d SVD or C/S

(d Membranes ruptured ___ hours

1 GBS: + -

(1 Maternal labs .

(1 Baby blood type ___ Maternal blood type ____
(d HGB given: yes no

(1 Birth weight

(d Discharge weight
[ Complications

[d Smoke detectors in home

(4 Hot water < 120 degrees

(4 No bottle propping

[d Safe sleep/sleep on back

(4 Crib safety, no blankets, 2-inch slats
(4 Firm well fitting crib mattress

[d Never shake the baby

HEALTH

[ If bottle fedeeedings 26 — 32 oz per day
(4 Sponge bathe

(4 Cord, circumcision care

(d Bowel movements

(d Fever > 100.4

[d Discuss breastfeeding

[d No solids until 6 months

[ Discuss Well visit schedule

(4 No Honey

SOCIAL/BEHAVIORAL

(4 Parent/Child interaction
(4 Sleep

(d Cuddle, talk, rock

(4 Support for mother

(4 Who makes up family

[ Jaundice
|
|

PLAN/REFERRALS

d Immunizations current? [ Yes (4 No
(4 Hep B #1 (if indicated)

(A V.I.S./Counseling

1 Influenza/TdaP for caregivers

(d Vitamin D if breastfed 400 1U/D
[d Lactation consult

d RTC at 1 month

[d Parent declination of treatment
[ Referrals

|

|

M.D./P.N.P./ DO /PA

PROV#
[ See back for additional documentation




3 to 5 DAy VisiT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in. W/L %tile Head circ. cm  Temp. AX REC
e N

B/P if indicated / PHYSICAL EXAM Undressed: O yes dno
RA/_LALRL/LL_/ General ------------ (dnl [ abnl
NuTRITION Head--------nmeemv Qnl O abnl
" Breast min. q. hrs. Fontanel ----------- dnl O abnl
(1 Formula 0z. q. hrs. NecK =nnmmmnmmnmmnnn- QOnl O abnl
Brand | D P —— Qnl [ abnl
With iron? dYes MNo Red reflex ------ Qnl O abnl
Water: dcity A well dspring [ bottled EAars ----eeememememe Qnl O abnl
Wet Diapers Per Day NOSE =enmmmmmmemn——- Qnl O abnl
Strong stream (if Male)? [ Yes [ No Throat/Mouth ---- O nl [ abnl
Stools per day Lungs---------==---- Qnl [ abnl
WIC UdYes dNo Heart --------------- QOnl 3 abnl
PROBLEMS Abdomen ---------- (dnl [ abnl
Constipation QYes ONo Femoral Pulses--- A nl [ abnl
Sleep QYes ONo Umbilical Cord--- d nl [ abnl
Spitting up dYes HdNo Spine --------------- dnl [ abnl
Excessive crying dYes [dNo Extremities-------- nl (L abnl

Hips --=-==nsemnun-- (dnl [ abnl

SKin ---ss-meeeeaeea- (dnl [ abnl

Neuro-----==-===---- (dnl [ abnl
Family History Genitalia
Social History Female---------- (dnl [ abnl
HEARING RISK ASSESSMENT Male ------------ dnl O abnl
Responds to sounds dYes HdNo T(?stes """"" dnl 1 abnl
Newborn hearing screen: L Circ. ---------- Aol [ abnl )
[ Passed [d Repeat scheduled

SAFETY IMPRESSION

VISION RISK ASSESSMENT ( Car seat, facing backwards [ Well Newborn
Looks at parent’s face dYes [No [ Smoke free environment O Premature Infant

Newborn Metabolic/Hemoglobinopathy
Screening [d Normal [dRepeat [ Pending

Critical Congenital Heart Disease
(dNormal [dRepeat [ Pending

Developmental Surveillance
dYes MNo Concerns?

Psychosocial/Behavioral Surveillance
dYes WNo Concerns?

DELIVERY HISTORY
(1 Discharge Date

(1 Hospital

(J Gestational Age
d SVD or C/S

(d Membranes ruptured ___ hours

1 GBS: + -

(1 Maternal labs .

(1 Baby blood type ___ Maternal blood type ____
(d HGB given: yes no

(1 Birth weight

(d Discharge weight
[ Complications

[d Smoke detectors in home

(4 Hot water < 120 degrees

(4 No bottle propping

[d Safe sleep/sleep on back

(4 Crib safety, no blankets, 2-inch slats
(4 Firm well fitting crib mattress

[d Never shake the baby

HEALTH

[ If bottle fedeeedings 26 — 32 oz per day
(4 Sponge bathe

(4 Cord, circumcision care

(d Bowel movements

(d Fever > 100.4

[d Discuss breastfeeding

[d No solids until 6 months

[ Discuss Well visit schedule

(4 No Honey

SOCIAL/BEHAVIORAL

(4 Parent/Child interaction
(4 Sleep

(d Cuddle, talk, rock

(4 Support for mother

(4 Who makes up family

[ Jaundice
|
|

PLAN/REFERRALS

d Immunizations current? [ Yes (4 No
(4 Hep B #1 (if indicated)

(A V.I.S./Counseling

1 Influenza/TdaP for caregivers

(d Vitamin D if breastfed 400 1U/D
[d Lactation consult

d RTC at 1 month

[d Parent declination of treatment
[ Referrals

|

|

M.D./P.N.P./ DO /PA

PROV#
[ See back for additional documentation




ONE MONTH VISIT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in. W/LL %tile Head circ. cm  Temp. AX REC

. . . / \
ﬁf 15 lnilzate/d R // PHYSICAL EXAM  Undressed: O yes O no

- T - 0T General ------------ (dnl [ abnl
NuTRITION _  § PY'Y: [S— Qnl O abnl
J Breast min. q. hrs. Fontanel ----------- Jdnl O abnl
1 Formula 0z. q. hrs. Neck =mnnmmmmmmmnmnn Onl O abnl
Brand Eyes ---m-s-mmmeeann- [ nl [ abnl
With iron? JdYes WNo Red reflex ------ Qnl [ abnl
Water: dcity (A well dspring [ bottled | D o Qnl O abnl
WIC HdYes WNo [ —— QOnl O abnl
INTERVAL HISTORY/NEW PROBLEMS Throat/Mouth ---- A nl 1 abnl

. . Lungs-------==-=---- dnl [ abnl

Change in family history? [ Yes [dNo Heart ceeemmmeeeee Onl O abnl
Change in social history? [d Yes [ No AbAOMEN mmmeeeeev Onl O abnl

If Yes, what?

Are there new problems or illnesses since
the last visit? dYes [No
If Yes, what?

Constipation dYes [dNo
Sleep dYes [dNo
Spitting up dYes [dNo
Stuffy nose dYes dNo
Colic dYes No

HEARING RISK ASSESSMENT

Responds to sounds dYes No
Newborn hearing screen:
(1 Passed [ Repeat scheduled

VISION RISK ASSESSMENT
Looks at parent’s face dYes [dNo
Follows with eyes dYes No

Newborn Metabolic/Hemoglobinopathy
Screening [d Normal [dRepeat [dPending

TB RISK ASSESSMENT* — +

Developmental Surveillance
dYes M No Concerns?

Psychosocial/Behavioral Surveillance
dYes WdNo Concerns?

Maternal Postpartum
Depression Screen — +

* see separate form

Femoral Pulses--- 1 nl [ abnl
Umbilical Cord--- d nl [ abnl

Spine -------=-amn--- (dnl [ abnl
Extremities-------- (dnl [ abnl
Hips ---=-=-==nnnu--- (A nl [ abnl
SKin ----e--emmeemeee (dnl [ abnl
Neuro----=-==-==---- (dnl [J abnl
Genitalia
Female---------- (dnl [ abnl
Male -=-==-=n==-- (dnl [ abnl
Testes --------- (dnl [ abnl
Circ, -==-=nn--- (dnl [ abnl
N J
SAFETY IMPRESSION
(d Car seat, facing backwards (1 Well Newborn
[d Smoke free environment (1 Normal Growth
[ Smoke detectors in home (4 Normal Development
(4 Hot water < 120 degrees D
(d No bottle propping D
[d Safe sleep/sleep on back
[ Crib safety: 2-inch slats, no objects in bed PLAN/REF}'ERR'ALS
O Never shake the baby [d Immunizations current? [d Yes [d No
[d Influenza/TdaP for caregivers
HEALTH d Hep B
(4 If bottle fed, 26 — 32 oz per day d V.I.S./Counseling
[ If breast fed, nurses 8-10 times/day [ Vitamin D if breast fed 400 IU/D
(4 Delay solids (d One month Handout sheet
(41 Bowel movements 4 PPD if at risk
(4 Strong urinary stream if male d RTC at 2 months
(4 Fever [d Parent declination of treatment
(d No Honey 1 Referrals
SOCIAL/BEHAVIORAL g
[ Temperment
[ Sleep M.D./P.N.P./ DO /PA
[d Talk to baby PROV#
(4 Support for mother (A See back for additional documentation



Two MonNTH VisIT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in. W/LL %tile Head circ. cm  Temp. AX REC
. . . / \
ﬁfi’ 15 lnilzate/d R // PHYSICAL EXAM  Undressed: O yes O no
- - - T~ General ------------ (dnl [ abnl
NuTRITION .  § PY'Y: [S— Qnl O abnl
' Breast min. g. hrs. Fontanel ----------- dnl O abnl
(1 Formula 0z. q. hrs. Neck =mnnmmmmmmnnnnn Onl O abnl
Brand Eyes -----s-mmmmeann- Q@ nl [ abnl
With iron? dYes No Red reflex ------ Qnl [ abnl
Water: dcity A well dspring [ bottled Alignment ----- Qnl O abnl
WIC dYes [No ) O R — Onl 3 abnl
INTERVAL HISTORY/NEW PROBLEMS l;l(:if)z;;/Mm;l-:h g Ei g ZEE}
Change in family history? [ Yes [dNo LS mmeeemmmeemmee Onl O abnl
Change in social history? d Yes [dNo Heaft _______________ Onl O abnl
If Yes, what? Abdomen «--------- Qnl QO abnl
- - Femoral Pulses --- 1 nl [ abnl
Are there' new problems or illnesses since Tt | S— QOnl O abnl
the last visit? dYes [No Extremities ------o- QOnl O abnl
If Yes, what? 3 1] — dnl [ abnl
SKin ---ss-meeeeaeea- (dnl [ abnl
Constipation dYes [MHNo Neuro--------------- dnl [ abnl
Sleep dYes [dNo Genitalia
Spitting up dYes HNo Female---------- dnl (2 abnl
Stuffy nose dYes [dNo Male ------------ ol [ abnl
Colic QYes QNo Testes --------- (dnl [ abnl
Diaper rash dYes No
\ J
HEARING RISK ASSESSMENT SAFETY IMPRESSION
Responds to sounds dYes M[No [ Car seat, facing backwards (d Well Newborn
Smiles and laughs dYes MHNo [d Smoke free environment (1 Normal Growth
Newborn hearing screen: [d Smoke detectors in home (4 Normal Development
(d Passed [d Repeat scheduled (d Notdone [ Hot water < 120 degrees A
(4 No bottle propping D

VISION RISK ASSESSMENT
Looks at parent’s face dYes dNo
Follows with eyes dYes MHNo

Newborn Metabolic/Hemoglobinopathy
Screening:
(A Normal [dRepeat [dPending

Developmental Surveillance
dYes No Concerns?

Psychosocial/Behavioral Surveillance
dYes WNo Concerns?

Maternal Postpartum
Depression Screen — +

[ Safe sleep/sleep on back
[ Crib safety PLAN/REFERRALS

[d Rolling over, prevent falls

[ Immunizations current? [d Yes [d No
[d Influenza/TdaP for caregivers

HEALTH 1 Hep B, Rotavirus, DTaP, Hib, PCV-13, IPV
[ If bottle fed, 26 — 32 oz per day d V.I.S./Counseling

[ If breast fed, nurses 8-10 times/day [d Acetaminophen mg. q. 4-6 hrs.
(4 Delay solids (1 Vitamin D if breast fed 400 IU/D

(1 Bowel movements 4 Two month Handout sheet

(d Strong urinary stream if male d RTC at 4 months

(4 Fever (1 Parent declination of treatment

(d No Honey 1 Referrals

SOCIAL/BEHAVIORAL g

[ Temperment

(d Sleep M.D./P.N.P./DO/PA
(d Talk to baby PROV#

(4 Support for mother (A See back for additional documentation



Four Mon~nTH VisiT

American Academy of Pediatrics §
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in W/L__ %tile Headcirc. __ cm Temp. _ AX REC
e N

B/P if high risk: / PHYSICAL EXAM Undressed: 0 yes dno
NUTRITION General ------------ (dnl [ abnl
[ Breast min. q. hrs. Head-------=-------- W nl [0 abnl
(1 Formula 0z. q. hrs. Fontanel ----------- (dnl [ abnl
Brand Neck -===n=nnmmnnnn- (dnl [ abnl
With iron? QdYes QNo Eyes ---------eneee dnl [ abnl
Water:  city dwell dspring 4 bottled Red reflex ------ dnl O abnl
WIC QdYes QNo Alignment ----- (dnl [ abnl

Ears -----e-mmmemee- (dnl [ abnl
ANEMIA RISK ASSESSMENT — + I\ [T R ——— dnl [ abnl
Preterm ____ Low birth weight ___ Throat/Mouth ---- 1 nl [ abnl
Breast feeding__ Low iron formula Lungs------==-==n--- (dnl [ abnl

Heart ---=---==nnnu-- (dnl [ abnl
INTERVAL HiSTORY/NEW PROBLEMS Abdomen ------n-n- QOnl O abnl
Change in family history? [d Yes [dNo Femoral Pulses--- 1 nl O abnl
Change in social history? [ Yes [ No 11— QOnl O abnl
If Yes, what? Extremities-------- Qnl O abnl

Hips -------==-=-=--- (dnl [ abnl
Are there new problems or illnesses since SKin =-mememmemama- Qnl O abnl
the last visit? dYes [dNo NeUro---nenmnmmmmmm= Qnl O abnl
If YCS, what? Genitalia

Female---------- (dnl [ abnl
Constipation dYes No MTa::t;-s-::::: g Ei g 232}
Sleep dYes [dNo
Spitting up dYes [dNo N )
Diaper rash dYes WNo SAFETY IMPRESSION
SPEECH/HEARING RISK ASSESSMENT [ Car seat, facing.backwards (1 Well Baby
Responds to sounds QYes QNo (1 Smoke free env1r9nment (d Normal Growth
Babbles and coos O Yes O No (4 Smoke detectors in home (4 Normal Development
(4 Hot water < 120 degrees A

VISION RISK ASSESSMENT (4 No bottle propping D
Looks at parent’s face dYes No (4 Roll over, fall prevention PLAN/REFERRALS
Follows with eyes HYes WNo 1 Bath safety (A Immunizations current? [ Yes [ No

Newborn Metabolic/Hemoglobinopathy
Screening [d Normal [dRepeat [dPending

Developmental Surveillance
dYes WdNo Concerns?

Psychosocial/Behavioral Surveillance
dYes M No Concerns?

Maternal Postpartum
Depression Screen

(4 Safe sleep/sleep on back

(1 No baby walkers
(4 Child proof home

HEALTH

[ If bottle fed, 26 — 32 oz per day
[ If breast fed, nurses 8-10 times/day

(4 Introduce solids
4 Avoid honey
[d Teething

SOCIAL/BEHAVIORAL

(d Temperment

(4 Sleep, bedtime routine
(4 Talk, read to baby

(4 Family support

d Hep B, Rotavirus, DTaP, Hib, PCV-13, IPV
d V.I.S./Counseling
[d Acetaminophen mg. q. 4-6 hrs.
[d Vitamin D if breast fed 400 IU/D
1 Four month Handout sheet
[d RTC at 6 months
(d Iron supplement: 2 mg/kg/d if preterm
or low birth weight
11 mg/kg/d if low iron formula or breastfed
1 Hgb if at risk
[d Parent declination of treatment
[d Referrals
|

M.D./P.N.P./ DO /PA

PROV#
[ See back for additional documentation




Six MoNTH VisiT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in. W/L %tile Head circ. cm  Temp. AX REC
e N
B/P if high risk: / PHYSICAL EXAM  Undressed: O yes O no
NUTRITION General -----====--- (A nl [ abnl
(1 Breast min. q. hrs. Head---------------- (dnl [ abnl
(1J Formula 0zZ. q. hrs. Fontanel ----------- O nl O abnl
Brand Neck ------mmmmmmmee- (dnl [ abnl
With iron? dYes [ONo Eyes --------nneeeen Wl abnl
Cereal/baby food dYes dNo Red reflex ------ dnl O abnl
Water: [ city [ well [ spring Q bottled Alignment ----- 1 nl O abnl
[ fluoridated Ears -----eeecmeeea- (dnl [ abnl
WIC 4 Yes 1 No Nose -=====mmmmmmmnnn dnl (J abnl
Throat/Mouth ---- 1 nl (1 abnl
INTERVAL HISTORY/NEW PROBLEMS Lungs--------------- (dnl [ abnl
Change in family history? [ Yes [ No Heart --------------- A nl [ abnl
Change in social history? [d Yes [dNo Abdomen ---------- A nl [ abnl
If Yes, what? Femoral Pulses--- 1 nl [ abnl
Spine -------=--an--- (dnl [ abnl
Are there new problems or illnesses since Extremities-------- (dnl [ abnl
the last visit? dYes QONo Hips ---------------- (dnl [ abnl
If Yes, what? SKin ----=-mmmeeeeeee (dnl [ abnl
Neuro-----==-===---- (dnl [ abnl
Genitalia
Constipation dYes [dNo Female----c-nee= O nl O abnl
Sleep dYes No Male ------------ Qnl (3 abnl
Diaper rash dYes [No Testes --------- Odnl O abnl
\ Y,
SPEECH/HEARING RISK ASSESSMENT SAFETY IMPRESSION
Responds to sounds dYes HNo ( Car seat, facing backwards [ Well Baby
Jabbers and laughs dYes [ONo O Smoke free environment 1 Normal Growth
ViISION RISK ASSESSMENT [J Smoke detectors in home a Normal Development
Looks at parent’s face dYes [MHNo - Hot water < ]2_0 degrees Q
Follows with eyes dYes ONo I Always supervise bath PLAN/REFERRALS
J Rolling over, fall prevention ([ Immunizations current? 4 Yes [ No
DENTAL RISK ASSESSMENT* — t [ Safe sleep/sleep on back [ Hep B, Rotavirus, DTaP, Hib, PCV-13, IPV
TB RISK ASSESSMENT* — + d No baby walkers [d Influenza vaccine
LEAD RISK ASSESSMENT?* — + A V.I.S./Counseling

Developmental Surveillance
dYes @No Concerns?

Psychosocial/Behavioral Surveillance
dYes WNo Concerns?

* see separate form

(4 Child proof home
(4 Sunburn prevention

HEALTH

(4 Continue formula or breast milk

(4 Introduce cereal, vegetables, fruits, meats
(4 Introduce cup

(4 Avoid honey

(d Teething/clean teeth

[d Physical activity

(d No bottle in bed or bottle propping

SOCIAL/BEHAVIORAL

[ Temperment

(4 Sleep, bedtime routine
[ Talk, read to baby

(4 Family support

[d No TV/media

(4 Ibuprofen ___ mg. q. 6-8 hours
1 Acetaminophen mg. q. 4-6 hrs.
[ Vitamin D if breast fed 400 IU/D
[ Six month Handout sheet
[ Hgb if at risk
[ Lead level if at risk
[ RTC at 9 months
(1 Poison Control
[ Refer to dental home if risk assessment +
[ Fluoride Varnish
(d Iron supplement: 2 mg/kg/d if preterm
or low birth weight;
1 mg/kg/d if low iron formula or breastfed
[ Parent declination of treatment
[ Referrals
|

M.D./P.N.P./ DO /PA

PROV#
[ See back for additional documentation




NiINE MonTH VisiT

American Academy of Pediatrics §
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in. W/L %tile Head circ. cm  Temp. AX REC
s N
B/P if high risk: / PHYSICAL EXAM  Undressed: O yes O no
NUTRITION General ------------ (dnl [ abnl
[ Breast min. q. hrs. Head---------------- (dnl [ abnl
[J Formula 0Z. (. hrs. Fontanel ----------- (dnl [ abnl
Brand Neck ------emmmmmmemv (dnl [ abnl
With iron? dYes [No Eyes --------nnooeen Wl abnl
Water: dcity [dwell spring [ bottled Red reflex ------ < nl O abnl
[ fluoridated Alignment ----- (dnl [ abnl
Baby food servings per day Ears --------oee-nee <ol O abnl
Table food dYes No Nose ---------------- dnl O abnl
WIC dYes ONo Throat/Mouth ---- 1 nl (1 abnl
Lungs--------------- (dnl [ abnl
INTERVAL HISTORY/NEW PROBLEMS Heart ---=---==nnnu-- (dnl [ abnl
Change in family history? 1 Yes [dNo Abdomen ---------- (A nl [ abnl
Change in social history? [ Yes [dNo Femoral Pulses --- 1 nl 1 abnl
If Yes, what? Spine -------=-amn--- (dnl [ abnl
Extremities-------- dnl [ abnl
Are there new problems or illnesses since Hips -------=-nmnnem dnl [ abnl
the last visit? dYes [dNo SKin -----=-=snmnnee- (dnl [ abnl
If Yes, what? Neuro--------------- (dnl [ abnl
Genitalia
Female---------- (dnl [ abnl
SPEECH/HEARING RISK ASSESSMENT J\Y ) (Y —— Qdnl [ abnl
Responds to sounds dYes [dNo Testes ==-====== dnl O abnl
. N %
Imitates speech dYes No SAFETY IMPRESSION
VISION RISK ASSESSMENT 1 Car seat, facing.backwards [ Well Baby
. . [d Smoke free environment [d Normal Growth
Notices small objects dYes WNo [ Smoke detectors in home (4 Normal Development
DENTAL RISK ASSESSMENT* — + 1 Hot water < 120 degrees .
LEAD RISK ASSESSMENT _ (d Always supervise bath A
(d Fall prevention/gates PLAN/REFERRALS

Developmental Surveillance
dYes A No Concerns?

Psychosocial/Behavioral Surveillance
dYes WdNo Concerns?

Developmental Screening
1 Normal [d Abnormal

* see separate form

(1 Poison Control number

(4 Child proof home

(4 Safe sleep/sleep on back

(4 Sunburn prevention

HEALTH

(4 Continue formula or breast milk
(4 Introduce table, finger food

(4 Choking prevention

(A Introduce cup, weaning

4 Avoid honey

(4 Physical activity

(4 Teething/clean teeth

(d No bottle in bed or bottle propping

SOCIAL/BEHAVIORAL

(4 Exploring, set consistent limits
(4 Sleep, bedtime routine

(4 Talk, read to baby

[d Separation Anxiety

(4 Family support

(4 No TV/media

(4 Day care

dYes [MdNo

(d Immunizations current? [ Yes (4 No
d Hep B, DTaP, Hib, PCV-13, IPV
[ Influenza vaccine
4 V.I.S./Counseling
(4 Ibuprofen ___ mg. q. 6-8 hours
(1 Acetaminophen mg. q. 4-6 hrs.
(d Vitamin D if breast fed 400 IU/D
(d Dental referral (if at risk)
[ Fluoride Varnish
[ Lead level if at risk
[ Nine month Handout sheet
(d RTC at 12 months
[ Iron supplement: 2 mg/kg/d if preterm
or low birth weight;
1 mg/kg/d if low iron formula or breastfed
[ Parent declination of treatment
[ Referrals
|

M.D./PN.P./DO/PA

PROV#
[ See back for additional documentation




12 MonNTH VisiT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in. W/L %tile Head circ. cm  Temp. AX REC
e N
B/P if high risk: / PHYSICAL EXAM  Undressed: O yes 0 no
NUTRITION General ------------ (dnl [ abnl
Whole milk dYes MNo Head---------------- (dnl [ abnl
Weaned from bottle dYes HNo Fontanel ----------- dnl [ abnl
Appetite [ good [ variable O picky Neck ----=--mnnmennan O nl [ abnl
fruits Eyes ---------------- (dnl [ abnl
vegetables Red reflex ------ (dnl [ abnl
meats Alignment ----- (dnl [ abnl
Water: [ city [dwell spring [ bottled Ears -----oeeee-nnee <ol [ abnl
[ fluoridated Nose -=====mmmmmmmnnn (dnl [ abnl
WIC QYes WONo Throat/Mouth ---- 1 nl (1 abnl
Lungs--------------- (dnl [ abnl
INTERVAL HISTORY/NEW PROBLEMS Heart ---=---==nnnu-- (dnl [ abnl
Change in family history? 4 Yes [dNo Abdomen ---------- A nl [ abnl
Change in social history? [d Yes [dNo Femoral Pulses --- 1 nl 1 abnl
If Yes, what? Spine -------=--an--- (dnl [ abnl
Extremities-------- dnl [ abnl
Are there new problems or illnesses since Hips/Gait --------- dnl [ abnl
the last visit? dYes QONo Skin -----=-=s=nunue- (dnl [ abnl
If Yes, what? Neuro----===-===---- (dnl [ abnl
Genitalia
Female---------- (dnl [ abnl
SPEECH/HEARING RISK ASSESSMENT \Y) 7] P —— QO nl O abnl
Hears well dYes [dNo Testes --------- Odnl O abnl
Says 2-4 words dYes M[No N J
SAFETY IMPRESSION
VISION RISK ASSESSMENT (4 Car Seat, facing backward 1 Well Child
Notices small objects dYes [No [d Smoke detectors in home (J Normal Growth
PHOTOREFRACTIVE SCREEN — + - Hot water < 120 deg; ces S Normal Development
DENTAL RISK ASSESSMENT* — + g \C’\iater safety,.sgperwse bath -
ose supervision
TB RiSK ASSESSMENT* -t 1 Child P“I))Of home g?ﬁﬁﬁfﬁg:ﬁ;ss current? [ Yes [ No
L [J Safe sleep/sleep on back (d Hep B, Hib, PCV-13, IPV, MMR,
EAD RISK ASSESSMENT* — 4+

Developmental Surveillance
dYes MNo Concerns?

Psychosocial/Behavioral Surveillance
dYes WNo Concerns?

* see separate form

(4 Poison Control Number
(4 Sunburn prevention

HEALTH

[d Weaning

(4 Introduce whole milk from cup
(4 Limit juice, milk intake

(4 Changes in appetite

[ Introduce table, finger foods

(4 Choking prevention

(4 Physical activity

[d Teething/clean teeth

SOCIAL/BEHAVIORAL

[d Set consistent limits, discipline
(4 Praise good behavior

[ Sleep, bedtime routine

(d Talk, read to child

(4 Family

d NoTV

Varicella, Hep A
1 Influenza vaccine
d V.I.S./Counseling
4 Ibuprofen ___mg. q. 6-8 hours
1 Acetaminophen mg. q. 4-6 hrs.
(d Vitamin drops with iron
[d Dental referral
[ Fluoride Varnish
1 PPD if at risk
[ 12 month Handout sheet
d RTC at 15 months
[ Parent declination of treatment
B Referrals

|
LAB TEST
Lead level

(Required by TennCare)
Hgb

PROV#
[ See back for additional documentation

M.D./P.N.P./ DO /PA




15 Mon~nTH VisiT

American Academy of Pediatrics §
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in. W/L %tile Head circ. cm  Temp. AX REC
e N
B/P if high risk / PHYSICAL EXAM  Undressed: O yes O no
NUTRITION General ------------ (dnl [ abnl
Whole milk dYes WNo Head---------------- (dnl [ abnl
Weaned from bottle dYes dNo Fontanel ----------- dnl [ abnl
Appetite [ good [ variable O picky Neck ----=-nmnneennan O nl 0 abnl
fruits Eyes ---------------- (dnl [ abnl
vegetables Red reflex ------ dnl [ abnl
meats Alignment ----- (dnl [ abnl
Water: [ city [ well spring [ bottled Ears ------eeee-nnee nl [ abnl
[ fluoridated Nose ====m=mmmmannn- (dnl [ abnl
WIC dYes ONo Throat/Mouth ---- 1 nl (1 abnl
Lungs--------------- (dnl [ abnl
INTERVAL HISTORY/NEW PROBLEMS Heart ---=---==nnnu-- (dnl [ abnl
Change in family history? 1 Yes [dNo Abdomen ---------- (A nl [ abnl
Change in social history? [ Yes [dNo Femoral Pulses --- 1 nl 1 abnl
If Yes, what? Spine -------=-amn--- (dnl [ abnl
Extremities-------- dnl [ abnl
Are there new problems or illnesses since Hips/Gait --------- dnl [ abnl
the last visit? dYes dNo SKin ---=-=smenennann (dnl [ abnl
If Yes, what? Neuro----===-===---- (dnl [ abnl
Genitalia
Female---------- (dnl [ abnl
SPEECH/HEARING RISK ASSESSMENT \Y) £} P —— QO nl O abnl
Hears well dYes [dNo Testes --------- Odnl O abnl
Says 3-6 words dYes [dNo N J
SAFETY (continued) IMPRESSION
VISION RISK ASSESSMENT [ Close supervision 1 Well Child
Notices small objects dYes No [ Child proof home [d Normal Growth
ANEMIA RISK ASSESSMENT* — 4 = Poison Control Number S Normal Development
Preterm ___ Low birth weight ___ Breast 3 Sunburn prevention |
feeding ____ Low iron formula _____ HEALTH PLAN/REFERRALS
d Weaning (d Immunizations current? [ Yes [d No

LEAD RISK ASSESSMENT*

Developmental Surveillance
dYes @ No Concerns?

Psychosocial/Behavioral Surveillance
dYes dNo Concerns?

SAFETY

4 Car Seat, facing backward until age 2
or > weight and height allowed by mfg

[d Smoke detectors in home

[d No smoking in home

[ Hot water < 120 degrees

1 Water safety, supervise bath

* see separate form

[d Whole milk until age 2

(A Limit juice, milk intake

[ Picky appetites, self feeding

(4 Offer varitety of foods

(4 Choking prevention

(4 20-30% of calories from dietary fat
(4 10% of calories from saturated fat
(4 300 mg of cholesterol per day

(4 d/c pacifier/bottle

(4 Physical activity

(d Brushing teeth

SOCIAL/BEHAVIORAL

[d Set consistent limits, discipline

(d Praise good behavior

(4 Discourage hitting, biting and
other aggressive behavior

(4 Sleep, bedtime routine

(1 Talk, read to child

(4 Family

d NoTV

d Hep B, DTaP, Hib, PCV-13, IPV, MMR,
Varicella, Hep A

(d Influenza vaccine

4 V.I.S./Counseling

(d Ibuprofen ___ mg. q. 6-8 hours

(1 Acetaminophen mg. q. 4-6 hrs.

(1 Fluoride Varnish

[d Vitamin drops with iron

(d 15 month Handout sheet

(d RTC at 18 months

[ Parent declination of treatment

(1 Referrals

d

LaAB TEesT

Hgb

(If not done at 12 months)

Lead level

(If TennCare and not done at 12 months)

M.D./PN.P./DO/PA

PROV#
[ See back for additional documentation




18 MonNTH VisiT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Length in. W/L %tile Head circ. cm  Temp. AX REC
. . . /
B/P if high risk / PHYSICAL EXAM  Undressed: O yes O no
NUTRITION General ------------ Qnl [ abnl
Whole milk dYes MNo Head----nnmmmmmmmmn QOnl O abnl
Weaned from bottle dYes [No NeCK =nnmmmnmmnmmnnn= QOnl O abnl
Appetite [ good [ variable [ picky D — Onl O abnl
fruits Red reflex ------ Qnl O abnl
vegetables Alignment ----- d nl [ abnl
meats Ears ----------=-=--- Qnl [ abnl
Water: dcity A well dspring [ bottled NOSE =-mmmmmmmmmmmman QO nl O abnl
[ fluoridated Throat/Mouth ---- A nl [ abnl
WIC UdYes dNo Lungs------==--==---- Onl O abnl
INTERVAL HISTORY/NEW PROBLEMS le?ll;)tlr-len:: g E} g ZEE}
Change in family history? [ Yes [ No Femoral Pulses - nl O abnl
Change in social history? [d Yes [dNo T S — QOnl O abnl
If Yes, what? Extremities-------- (dnl [ abnl
- - Hips/Gait --------- dnl [ abnl
Are there new problems or illnesses since SKin --eemnemmmneme- QOnl QO abnl
the last visit? dYes [dNo NeUrQ-mnnnemmnmemnnn QOnl O abnl
If Yes, what? Genitalia
Female---------- (dnl [ abnl
SPEECH/HEARING RISK ASSESSMENT M;let """""" g ni g aEn}
Hears well dYes No L ESTES momemmmns n abn
Says 15-20 words dYes [dNo SAFETY (continued) IMPRESSION
[d Water safety, supervise bath 1 Well Child
VisION RISK ASSESSMENT 1 Close supervision [d Normal Growth

Notices small objects dYes [MNo

DENTAL RISK ASSESSMENT* — +
ANEMIA RISK ASSESSMENT — +
poverty poor diet chronic illness

LEAD RISK ASSESSMENT* — 4+

Developmental Surveillance
dYes WNo Concerns?

Psychosocial/Behavioral Surveillance
dYes @No Concerns?

Developmental Screening*
(d Normal [ Abnormal
Autism Screening*

(d Normal [ Abnormal

SAFETY

(1 Car Seat, facing backward until age 2
or > weight and height allowed by mfg

(d Smoke detectors in home

(d No smoking in home

(1 Hot water < 120 degrees

* see separate form

(4 Child proof home
(4 Poison Control Number
(d Sunburn prevention

HEALTH

[d Weaning

(4 Whole milk until age 2

(A Limit juice, milk intake

[ Picky appetites, self feeding

(4 Offer varitety of foods

(4 Choking prevention

(4 20-30% of calories from dietary fat
[d 10% of calories from saturated fat
(4 300 mg of cholesterol per day

[d Physical activity

(d Brushing teeth

SOCIAL/BEHAVIORAL

[d Set consistent limits, discipline
(4 Praise good behavior

(d Time out, tantrums

[ Talk, read to child

(4 Family

(1 Imitative/parallel play

d NoTV

[d Normal Development
M
a

PLAN/REFERRALS

d Immunizations current? [ Yes (4 No

1 Hep B, MMR, Varicella, Hep A, DTaP,
Hib, PCV-13, IPV

[ Influenza vaccine

(A V.I.S./Counseling

(A Ibuprofen ___ mg. q. 6-8 hours

1 Acetaminophen mg. q. 4-6 hrs

[d Vitamin drops with iron

1 Dental referral

[ Fluoride Varnish

[d Hgb if at risk

[ Lead level if at risk

d 18 month Handout sheet

[ RTC at 2 years

[ Parent declination of treatment

[ Referrals

|

|

M.D./P.N.P./ DO /PA

PROV#
[ See back for additional documentation




24 MonNTH VisiT

American Academy of Pediatrics §
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz. Height in. BMI %tile Head circ. cm  Temp. AX Oral
e N
B/P: / PHYSICAL EXAM  Undressed: O yes d no
(meaningful use or if indicated) General ceoeeeeen- Onl O abnl
NUTRITION § (7Y; IO Qnl O abnl
Weaned from bottle dYes dNo Neck =mmmmnmmmmmmmnnn QOnl O abnl
Appetite [ good [ variable [ picky DR O — QOnl O abnl
fruits Red reflex------ d nl [ abnl
vegetables Alignment ----- d nl [ abnl
meats | D) R — dnl [ abnl
bread Nose -====m=mmmmmnun- (dnl [ abnl
Water: dcity A well dspring [ bottled Throat/Mouth ----  nl [ abnl
(1 fluoridated Lungs---------==---- Qnl O abnl
WIC dYes No Heart ------=--=----- dnl O abnl
INTERVAL HISTORY/NEW PROBLEMS Abdomen --======== Qdnl O abnl
Change in family history? [ Yes [dNo Femoral Pulses --- 1 nl [ abnl
Change in social history? 1 Yes [ No Spine ------=-=------ (dnl [ abnl
If Yes, what? Extremities-------- (dnl [ abnl
Hips/Gait --------- (dnl [ abnl
Are there new problems or illnesses since Skin ----------=----- (A nl [ abnl
the last visit? dYes No Neuro----===-===---- (dnl [ abnl
If Yes, what? Genitalia
Female---------- (dnl [ abnl
DYSLIPIDEMIA RISK ASSESSMENT — + Male -------o--- dnl L1 abnl
FHCVD heartdisease <SSM QYes QNo | Testes--—— Onl 0 abnl )
FH CVD heart disease <65 F [ Yes [ No SAFETY IMPRESSION
FH { cholesterol dYes WNo [ Car Seat, facing backward until age 2 (1 Well Child
BP>90% ___ DM ___ inactive or > weight and height allowed by mfg 1 Normal Growth
passive smoke Chronic illness ___ J Use bike helmet (d Normal Development
BMI > 95% [d Smoke detectors in home |
(d No smoking in home a
SPEECH/HEARING RISK ASSESSMENT g Hot Watefr <120 deg.rees . PLAN/REFERRALS
Hears well dYes [No Water safety, supervise bath O Immunizations current? O Yes O No
2-3 word sentences QdYes QNo J Child proof home, supervision O Hep B, Hep A, DTaP, IPV
[d Poison Control Number O Infl ’ g ’
VISION RISK ASSESSMENT O Firearm safety niuenza vaccine
Sees distant obiect 17 O aN 2 Sunb . (4 V.I.S./Counseling
ees distant objects well? es 0 unburn prevention 2 Tbuprofen __ mg. q. 6-8 hours
PHOTOREFRACTIVE SCREEN — + gEIIiLTHf - g ég:tetar_mr(llophen o mg. . 4-6 hrs
# _ ow fat milk from cup 1tamin drops with iron
DENTAL RISK ASSESSMENT T (2 Limit juice, milk intake 1 Dental referral
ANEMIA RISK ASSESSMENT* — +

poverty ___ poordiet____ chronicillness
TB RiSK ASSESSMENT* — +
LEAD RISK ASSESSMENT* — +
Developmental Surveillance

dYes [ANo Concerns?

Psychosocial/Behavioral Surveillance
dYes dNo Concerns?

Developmental Screening*

4 Normal [ Abnormal
Autism Screening*
4 Normal [ Abnormal

* see separate form

(d Picky appetites, self feeding

(4 Choking prevention

(4 20-30% of calories from dietary fat
(4 10% of calories from saturated fat
(4 300 mg of cholesterol per day

(4 Physical activity

(4 Brushing teeth
SOCIAL/BEHAVIORAL

( Set limits, time out

(4 Praise good behavior
4 TV/Media < 2 hrs/day
[d Read to child

(d Toilet training

(4 Sleep, bedtime routine
(4 Family

[ Fluoride Varnish

[d Hgb if at risk

[ Lead level if at risk

(d 2 year Handout sheet

d RTC at2 1/2 years

[ Parent declination of treatment
[ Referrals

|

|

LAB TEST

Lead Level

(Required by Tenncare at 12 and 24 months.)

M.D./P.N.P./ DO /PA

PROV#

[ See back for additional documentation




30 MonTH VisiT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. 0Z. Height in. BMI %tile Temp. AX Oral
e
B/P: / PHYSICAL EXAM  Undressed: O yes O no
(meaningful use or if indicated) G 1 Onl O abnl
eneral ------------ n abn
NUTRITION
Head--------=-=----- dnl [ abnl
Weaned from bottle dYes MHNo Nz:k ________________ 0 El 0 ZbEl
Appetite [d good [ variable [ picky Eyes --e-nccncnemer Onl O abnl
ruits o Red reflex—-- Q0 nl O abnl
Vmefaetsa s Alignment ----- (dnl [ abnl
bread Ears ---------nmn-u- (dnl [ abnl
) - - Nose =====m=mmmmmnnn- (dnl [ abnl
Water: dcity [dwell dspring [ bottled Throat/Mouth —— 3 nl 3 abnl
(4 fluoridated
wie e Tyes TNo BT A Qnl O abnl
Heart -------===nnu-- (dnl [ abnl
INTERVAL HISTORY/NEW PROBLEMS Abdomen ------emm- Qnl O abnl
Change in family history? [ Yes [dNo Femoral Pulses--- 3 nl 3 abnl
Change in social history? [d Yes [dNo T S — QOnl O abnl
If Yes, what? Extremities-------- (A nl [ abnl
Are there new problems or illnesses since IS-Ilg)s/ia-l-t“::::: g Ei g EEE}
the last visit? dYes [MNo NEULOmwecmmemmmeemee Onl O abnl
If Yes, what? Genitalia
DySLIPIDEMIA RISK ASSESSMENT — + E/fn;lale """"" g ni g al;n}
FH CVD heart disease <55M [ Yes [ No Ta et """""" O nl O abnl
FH CVD heart disease <65 F [ Yes [ No L ESTES momemmmns n abn
EII;I T C9h (;) (lyeSterOIDM . - ?es - No SAFETY (continued) IMPRESSION
ass>ive Sl’jl(g aﬂiﬁiﬁ ill‘llse_ss [ Water safety, supervise bath d Well Child
gMI > 059 — — (4 Child proof home, supervision 1 Normal Growth
— (4 Poison Control Number [d Normal Development
SPEECH/HEARING RISK ASSESSMENT [ Firearm safety 0
Hears well dYes No QO Sunburn prevention a
2-3 word sentences dYes [No
VISION RISK ASSESSMENT HeaLth PLAN/REFERRALS
Sees distant objects well? [ Yes [ No I Low fat milk from cup [d Immunizations current? [ Yes d No
DENTAL RISK ASSESSMENT* — 4+ - Limit juice, milk intake W Hep A
ANEMIA RISK ASSESSMENT* . [d Picky appetites, self feeding O Influenza vaccine

Poverty ___ Poor Diet
Chronic Illness

Developmental Surveillance
dYes WNo Concerns?

Psychosocial/Behavioral Surveillance
dYes No Concerns?

Developmental Screening*

(d Normal [ Abnormal
SAFETY

(d car seat in back forward facing
(4 Use bike helmet

(d Smoke detectors in home

(1 No smoking in home

(1 Hot water < 120 degrees

* see separate form

(4 Choking prevention

(4 20-30% of calories from dietary fat
(4 10% of calories from saturated fat
(4 300 mg of cholesterol per day

[d Physical activity

(d Brushing teeth

SOCIAL/BEHAVIORAL

[d Set limits, time out
(4 Praise good behavior
4 TV/Media - < 2 hrs/day
(4 Read to child

(1 Toilet training

(4 Sleep, bedtime routine
(4 Family

(4 Day care, pre-school

JdYes [MdNo

4 V.I.S./Counseling
[d Vitamin drops with iron

[ Dental referral
[ Fluoride Varnish

(A Hgb if at risk

(4 2 1/2 year Handout sheet

1 RTC at 3 years

[ Parent declination of treatment
[ Referrals

|

|

M.D./P.N.P./ DO /PA

PROV#
[ See back for additional documentation




3 YEAR VisiT

American Academy of Pediatrics §
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. 0Z. Height in. BMI %tile Temp. AX Oral
e N
B/P: / PHYSICAL EXAM  Undressed: O yes Qo
NUTRITION General ------------ (dnl [ abnl
Low fat milk, cuponly Yes No Head----------=-=--- (dnl [ abnl
Appetite [d good [ variable O picky Neck ---------------- (dnl [ abnl
fruits Eyes ---------------- (dnl [ abnl
vegetables Red reflex ------ dnl [ abnl
meats Alignment ----- dnl [ abnl
bread Ears ---------------- dnl [ abnl
Water: city dwell dspring [ bottled Nose ---=-=nnnmnennen (dnl [ abnl
(d fluoridated Throat/Mouth ---- (1 nl 1 abnl
WIC dYes HNo Lungs--------------- dnl [ abnl
Heart --------------- dnl [ abnl
INTERVAL HISTORY/NEW PROBLEMS Abdomen -----=-n-- Onl O abnl
Change in family history? [ Yes [dNo Femoral Pulses --- d nl O abnl
Change in social history? [ Yes [dNo 1| —— QOnl O abnl
If Yes, what? Extremities -------- Qnl O abnl
Hips/Gait --------- (dnl [ abnl
Are there new problems or illnesses since Skin ----------=----- (A nl [ abnl
the last visit? dYes No Neuro----=-==-=----- (dnl [ abnl
If Yes, what? Genitalia
Female---------- (dnl [ abnl
DYSLIPIDEMIA RISK ASSESSMENT — + A <l abnl
FH CVD heart disease <55 M QdYes [ No g Testes —-—------ Qnl O abnl )
FH CVD heart disease <65 F dYes [dNo SAFETY SAFETY (continued)
FH Tcholesterol (HYes UNo 1 Car seat in back forward facing J Friends and playmates
BP>90% _ DM ___ inactive ___ [J Bike helmet [ Curiosity about sex
passive smoke ___ Chronic illness ___ [ Smoke detectors in home [d Day care, pre-school dYes [dNo
BMI>95% 0 No smoking in home IMPRESSION
SPEECH/HEARING RISK ASSESSMENT (3 Water safety, supervise bath 1 Well Child
Hears well dYes No (4 Outdoor safety, supervision - Normal Growth
3 ’ [d Normal Development
Talks well dYes [No [d Poison Control Number 0
Easy to understand? dYes ONo (1 Firearm safety 0
VISION I Sunburn prevention PLAN/REFERRALS
Vision screening test: HEALTH (A Immunizations current? (4 Yes [d No
L near 20/ far 20/ (d Low fat milk from cup < Influenza vaccine
R near 20/ far 20/ 3 Limit juice, milk intake J VIS./Counseling
_ [ Picky appetites, self feedin I Chewable vitamins with iron
PHOTOREFRACTIVE SCREEN + Y app ’ & [d Cholesterol —Fasting Lipid Profile
ANEMIA RISK ASSESSMENT™ o+ (4 Low fat foods, healthy snacks (if at risk)
poverty ___ poordiet___ chronicillness J Brush teeth, see dentist (1 Dental referral
LEAD RISK ASSESSMENT* — + 3 Encourage Active Play 4 Fluoride Varnish
DENTAL RISK ASSESSMENT _ 4 1 20-30% of cglorles from dietary fat (1 Hgbif at n§k '
TB RiSK ASSESSMENT™ o [ 10% of calories from saturated fat [d Lead level if at risk

Developmental Surveillance
dYes M No Concerns?

Psychosocial/Behavioral Surveillance
dYes WdNo Concerns?

* see separate form

(4 300 mg of cholesterol per day

SOCIAL/BEHAVIORAL

(4 Discipline, time out
(4 Praise good behavior
(4 TV limits

(d Read to child

[ Self help skills

(4 Toilet training

(4 Family

(1 PPD if at risk

(4 3 year Handout sheet

[ RTC at 4 years

[ Parent declination of treatment
[ Referrals

|

|

M.D./P.N.P./ DO /PA

PROV#
[ See back for additional documentation




4 YEAR VisiT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. 0Z. Height in. BMI %otile Temp. AX Oral
s N
B/P: / PHYSICAL EXAM  Undressed: yes dno
NUTRI.TION ] ) General ------------ (dnl [ abnl
Appetite [ good [ variable [ picky Head ----memmmmmemme- Qnl O abnl
Water: dcity A well dspring [ bottled NeCK =mmmmnmmmmmmmnnn QOnl O abnl
I fluoridated Eyes ----ssmemenean Qnl O abnl

WIC dYes [dNo Red reflex------Qd nl O abnl
INTERVAL HISTORY/NEW PROBLEMS Alignment ----- Qnl O abnl
Change in family history? [d Yes [ No EArs ----ceeeeememee- Qnl O abnl
Change in social history? [ Yes [dNo NOSE =enmmmmmmemn——- Qnl O abnl
If Yes, what? Throat/Mouth ---- 1 nl [ abnl

Lungs----=--==-=---- (dnl [ abnl
Are there new problems or illnesses since Heart ---=-===ceamem-n O nl O abnl
the last visit? dYes [No Abdomen ---------- dnl O abnl
If Yes, what? Femoral Pulses---  nl [ abnl

Spine -------=-nan--- (dnl [ abnl
DyYSLIPIDEMIA RISK ASSESSMENT — + Extremities-------- (dnl [ abnl
FH CVD heart disease <55 M dYes [dNo Hips/Gait --------- (dnl [ abnl
FH CVD heart disease <65 F dYes [ No SKin -------emmeemeee (dnl [ abnl
FH T cholesterol dYes HNo Neuro--------------- (dnl [ abnl
BP>90% DM ___ inactive Genitalia
passive smoke Chronic illness ___ Female---------- (dnl [ abnl
BMI > 95% Male ---===-u=nmn dnl [ abnl
SPEECH/HEARING RISK ASSESSMENT Testes --------- Sl L1 abnl
Hearing screening test L )
(A Pass [dAbnormal [ Unable to test SAFETY (continued) IMPRESSION
V¥S_ION . (d Smoke detectors in home d Well Child
Vision screening test: 3 No smoking in home d Normal Growth
L near 20/ far 20/ O Water safety, swimming lessons (4 Normal Development
R near 20/ far 20/ ’ e =

[d Outdoor safety, supervision 0
PHOTOREFRACTIVE SCREEN — + 1 Firearm safety
ANEMIA RISK ASSESSMENT — + (J Sunburn prevention PLAN/REFERRALS
poverty poor diet chronic illness [d Immunizations current? [ Yes (4 No
LEAD 1& < ASSESSM—ENT* —+ HEALTH ([ DTaP, IPV (4th dose on/after 4th bday),
o Q Low fat milk MMR, Varicella, Hep A

TB RISK ASSESSMENT* — + O Influenza vaccine

Developmental Surveillance
dYes @No Concerns?

Psychosocial/Behavioral Surveillance
dYes WNo Concerns?

SAFETY

(1 Booster seat — rear seat —4-8 years or <4°9” tall
(4 Never put child in front seat if you have
air bags

(d Bike helmet

* see separate form

(4 Limit Juice

(4 Encourage fruits and vegetables

(d Brush teeth, see dentist

(4 Encourage active play

[d < 20-30% of calories from dietary fat
4 < 10% of calories from saturated fat
4 < 300 mg of cholesterol per day

SOCIAL/BEHAVIORAL

(4 Discipline, time out
[d Praise good behavior
(d Read to child

(4 TV/Media — limit <2 hrs/day, monitor content
[d Dresses self, helps at home

(4 Family

[d Friends and playmates
[d Curiosity about sex

(4 Day care, pre-school

dYes [MdNo

4 V.I.S./Counseling

(1 Chewable vitamins with iron

[d Cholesterol —Fasting Lipid Profile
(if at risk)

[d Dental referral

[ Fluoride Varnish

[ Hgb if at risk

(1 Lead level if at risk

1 PPD if at risk

(4 4 year Handout sheet

d RTC at 5 years

[ Parent declination of treatment

[ Referrals

|

|

M.D./P.N.P./ DO /PA

PROV#
[ See back for additional documentation




5 YEAR VisiT/KINDERGARTEN CHECK-UP

American Academy of Pediatrics §
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. 0Z. Height in. BMI %tile Temp. AX Oral
e
B/P: / PHYSICAL EXAM  Undressed: O yes O no
NUTRITION General ------------ (dnl [ abnl
Appetite [d good W variable [ picky Head-----=-=-=-=---- (dnl [ abnl
Water: [ city [ well U spring [ bottled Neck ----=-nmnnmennan (dnl [ abnl
[ fluoridated Eyes ---=-=smnenun-- (dnl [ abnl
WIC O Yes ONo Red reflex ------ (dnl [ abnl
Alignment ----- dnl [ abnl
INTERVAL HISTORY/NEW PROBLEMS | DFY o Qdnl O abnl
Change in family history? 1 Yes [dNo NOSE ~==-mmmmmmmmmmmm Qdnl O abnl
Change in social history? [ Yes [dNo Throat/Mouth ---- 1 nl [ abnl
If Yes, what? Lungs------==snnn=-- (dnl [ abnl
Heart -------=-==---- (dnl [ abnl
. ) Abdomen ---------- (dnl [ abnl
Are there new problems or illnesses since Femoral Pulses - O nl [ abnl
the last visit? dYes No o1 7 QOnl O abnl
If Yes, what? Extremities-------- Qnl O abnl
Hips/Gait --------- (dnl [ abnl
SPEECH/HEARING RISK ASSESSMENT i Onl L abnl
Heari . Neuro----===-===---- (dnl [ abnl
earing screening test Genitalia
dPass [ Abnormal [ Unable to test Femaleoemememer Onl O abnl
VISION Male ---==-=unn-- (dnl [ abnl
Vision screening test: Testes --------- dnl [ abnl
L near 20/ far 20/ S
R near 20/ far 20/ SAFETY IMPRESSION
[ Booster seat — rear seat —4-8 years or < 4’9" tall A Well Child
PHOTOREFRACTIVE SCREEN — % (1 Bike helmet, street safety < Normal Growth
; (d Normal Development
ANEMIA RISK ASSESSMENT — + - Smoke dgtecFors in home Q P
. . [d No smoking in home
iovertyR_ [Zoor diet . ci]romc llness [ Water safety, swimming lessons IE’ILAN /REFERRALS
EAD RISK ASSESSMENT -t (4 Outdoor safety, supervision al i7ati 2 0 Yes O N
TB RISK ASSESSMENT* — + mmunizations current! es [0}

Developmental Surveillance
dYes dNo Concerns?

Psychosocial/Behavioral Surveillance
dYes dNo Concerns?

* see separate form

(d Firearm safety
(4 Sunburn prevention

HEALTH

(4 Low fat milk

(4 Encourage fruits and vegetables

(1 Brush teeth, see dentist

(4 Encourage active play

4 < 20-30% of calories from dietary fat
(4 < 10% of calories from saturated fat
[d < 300 mg of cholesterol per day

SOCIAL/BEHAVIORAL

(1 Give choices

(d Encourage independence

(4 Praise good behavior

(d TV limits, read to child

(4 Help child handle angry feelings and
resolve conflicts with others

(4 Family relationships

(d Friends and playmates

(1 Questions about sex

[d Pre-school, school readiness

([ DTaP, IPV (4th dose on/after 4th bday),
MMR, *Varicella (2 doses or hx of dz),
Hep A

[ Influenza vaccine

(A V.I.S./Counseling

[ Chewable vitamins with iron

(A If BMI >85%, follow-up plan

(d Cholesterol —Fasting Lipid Profile

(if at risk)

[ Dental referral

(1 Fluoride Varnish

[d Hgb if at risk

[ Lead level if at risk

1 PPD if at risk

[d 5 year Handout sheet

(4 RTC at years

[ Parent declination of treatment

[ Referrals

|

|

M.D./P.N.P./ DO /PA

PROV#
[d See back for additional documentation

* Required for Kindergarten entry




6 to 10 YEAR VisiT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz Height in. BMI %tile Temp. AX Oral
e
B/P: / PHYSICAL EXAM Undressed: O yes Qno
NUTRITION
Low fat milk? dYes No General -------------ooo- < nl [ abnl
Variety of fruits, vegetables? d Yes [ No Head < nl [ abnl
Eats breakfast? dYes HNo Neck dnl abnl
Eats supper with family? [dYes [dNo Eyes dnl I abnl
INTERVAL HISTORY/NEW PROBLEMS Ears dnl O abnl
Change in family history? [ Yes [ No Nose dnl O abnl
Change in social history? A Yes [ No Throat/Mouth/Teeth --d nl 1 abnl
If Yes, what? Chest
Breasts/Tanner Stage--d nl [ abnl
Are there new problems or illnesses since Lungs Qdnl [ abnl
the last visit? dYes [No Heart -------==-=emmmmmamm O nl O abnl
If Yes, what? PN [ (1T | R —— QO nl O abnl
Femoral Pulses --------- (A nl [Jabnl
DYSLIPIDEMIA RISK ASSESSMENT —  + ) 171 1T — O nl O abnl
FH CVD heart disease <55 M dYes [ No Extremities ----e----eee-- QOnl O abnl
FH CVD heart disease <65 F [dYes [dNo Hips/Gait -----neemeemes QO nl O abnl
FH Tcholesterol ‘QYes UNo Skin Onl O abnl
BP>90% __ DM ___ inactive
f L T Neuro-------==-===nmaum--- (d nl [ abnl
passive smoke Chronic illness Genitalia/Tanner Stage
BMI > 95% 8
Female 1 Male 1
DYSLYPIDEMIA SCREEN L
(Once between 9-11 years) SAFETY IMPRESSION
HEARING RISK ASSESSMENT (7anp9vrs) — + [ Buckle up! Ride in back seat (1 Well Child
HEARING SCREEN (6, 8, 10 Yrs) [ Booster seat — rear seat —4-8 years or< 4’9 tall A Normal Growth
(A Normal [ Abnormal OR seat belt —rear seat over 8 years or >4’9” tall A Normal Development
Date: [ Bike helmet, street safety J
[d Smoke detectors in home J
VISION RISK ASSESSMENT (7 AND 9 YRS) —  + 4 No smoking in home PLAN/REFERRALS
VISION SCREEN (6, 8, 10 YRs) [d Water safety, swimming lessons (d Immunizations current? [ Yes [ No
L near 20/ far 20/ (4 Firearm safety d DTaP/Td/Tdap, IPV (4ph dose on/after
R near 20/ far 20/ (d Sunburn prevention 4th bday), MMR, *Varicella (2 doses
(1 Wears glasses, sees eye specialist HEALTH . or hx of dz), HPV
A RISK A [d Low fat milk and snacks O Influenza vaccine
NEMIA RISK ASSESSMENT -~ — + (4 Encourage fruits and vegetables J V.I.S./Counseling L
poverty __ poordiet___ chronicillness_____ (3 Brush teeth, see dentist 1 Cholesterol —Fasting Lipid Profile
DENTAL RISK ASSESSMENT (aE 6 YEARS) —  + O Adequate sleep (ifatrisk2-8yrs)
LEAD RISK ASSESSMENT* — [ Encourage sports, active play I Cholesterol - Non-fasting Lipid Profile
(through age 6) [ Sports form completed or Fasting Lipid Profile (once between 9
TB RISK ASSESSMENT* _ 5 J <20-30% of calories from dietary fat and 11 years)
. 4 < 10% of calories from saturated fat R )
Developmental Surveillance [ <300 mg of cholesterol per day [ Lead level if at risk
(dYes A No Concerns? SOCIAL/BEHAVIORAL 4 PPD if at risk
. . . [ School adjust t, perf [d Dental referral at age 6
Psychosocial/Behavioral Surveillance 3 Spc)ocr)t(; zfln (Jiulfoll?beilelzs pertormance O Hgb Gf + menarche or high risk every
(dYes dNo Concerns? s ear)
(4 Limit TV, computer games <2 hrs/day —
O Give choices 3 If BMI >85%, follow-up plan
4 Normal d Abnormal (J Encourage independence JRTCat_____ years
School Grade (d Set limits, provide consequences J Handouts
Problems? 3 Yes dNo [ Parent supervises peer activities J Parent declination of treatment
If Yes, what? (A Privacy, personal hygiene O Referrals
(4 Puberty changes and questions about sex -
[d Family relationships o
0 Friends and School M.D./PN.P./DO/PA
PROV#

* see separate form

[d Social media, safety settings
[d Dealing with strangers

[d See back for adg}'eteigé}%l ﬁgf}%ﬁ%mation

ergarten entry




11 to 15 YEAR VisiT

American Academy of Pediatrics §
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz Height in. BMI %tile Temp. AX Oral
e N
E/ P: / PHYSICAL EXAM Undressed: O yes Qno
UTRITION
Low fat milk? dYes [No gggsral ------------------ g Ei g Zggi
Variety of fruits, vegetables? [d Yes [ No Neck QO nl O abnl
Eats breakfast? dYes [No Eyes QO nl I abnl
Eats supper with family? dYes [dNo Ears (A nl [ abnl
INTERVAL HISTORY/NEW PROBLEMS Nose (dnl [ abnl
Change in family history? [ Yes [ No Throat/Mouth/Teeth --[1 nl [ abnl
Change in social history? [ Yes [dNo Chest
2 Breasts/Tanner Stage--(1 nl [ abnl
If Yes, what?
Lungs (dnl [ abnl
- - Heart -----======mnneanuua- (d nl [ abnl
Are there new problems or illnesses since AbAOMEN —-emmemmmmmmmmme Onl O abnl
the last visit? dYes No Femoral Pulses --------- Qnl 3 abnl
If Yes, what? Extremities-------=------ (d nl [ abnl
Genitalia/Tanner Stage
DYSLIPIDEMIA RISK ASSESSMENT — + Female 1 Male 1
FH CVD heart disease <55 M dYes [dNo
FH CVD heart disease <65 F (dYes [dNo ggglﬁl(e:gal‘rg_s_ff‘_&?%ﬁ% ]EI:)z(ﬁ;Arﬂ/I
FHT cholesterol (dYes INo Elbow/foremarm------- Qnl 3 abnl
BP>90% ___ DM ___ inactive ____ Wrist/hand/fingers ---- 1 nl (1 abnl
passive smoke Chronic illness ____ Hips/thigh --------------- QO nl O abnl
BMI > 95% Knee (A nl [Jabnl
DYSLYPIDEMIA SCREEN Leg/ankle --=-=-==nunun-u- (d nl [ abnl
(Once between 9-11 years) Foot/toes ----------------- (A nl [ abnl
HEARING RISK ASSESSMENT (11 - 15 years) —  + §AFETY : /
VISION RISK ASSESSMENT (11, 13 and 14 years) —  + 3 Buckle up! %O%IS;IEEEMHgggRAL (continued)
VISION SCREEN (12and 15 years) [ Bike helmet, street safety Q Sleep hygiene
L near 20/ far 20/ [J Smoke detectors in home [d + eating disorder screen
R near 20/ far 20/ d No smoking in home IMPRESSION

[ Wears glasses, sees eye specialist

ANEMIA RISK ASSESSMENT — 4+
poverty ___ poordiet ____ chronic illness
menorrhagia

ALCOHOL/DRUG SCREEN(II—?.I YEARS) — +
TB RISK ASSESSMENT — +
STI/HIV RiSK ASSESSMENT (11-21 YEARS)
Hx of sexual activity — +
Hx of IV drug use — +
DEPRESSION SCREENING® (11-21 yEARS)

1 Normal [d Abnormal
Developmental Surveillance

dYes [ANo Concerns?

Psychosocial/Behavioral Surveillance
dYes A No Concerns?

School Grade
Problems?
If Yes, what?

d Yes [dNo

* see separate form

[ Swimming, water safety

(4 Firearm safety

(4 Sunburn prevention

HEALTH

(4 Low fat milk and snacks

(d Healthy food choices, Ca intake

(1 Brush teeth, see dentist

4 < 20-30% of calories from dietary fat
4 < 10% of calories from saturated fat
4 < 300 mg of cholesterol per day
(4 Adequate sleep

4 Acne

(4 Encourage sports, active play

(4 Sports form attached [ Yes
SOCIAL/BEHAVIORAL

(4 School adjustment, performance
(4 Sports and hobbies

(4 Limit TV, computer games

(d Give choices

(d Encourage independence

(d Set limits, provide consequences
[d Managing stress, anger

(4 Say no to alcohol, drugs, tobacco

(4 Puberty changes and questions about sex
(4 Periods (girls) LMP
(4 Family relationships
(d Friends, boy/girl friends
(1 Abstinence, birth control

d No

(d Well Child/Adolescent
[ Normal Growth
(d Normal Development

a

PLAN/REFERRALS

(d Immunizations current? [d Yes [d No

1 *Tdap, MCV4, *Varicella (2 doses or hx

or dz), Hep B, HPV

(d Influenza vaccine

d V.I.S./Counseling

d RTC at years

(4 Handouts

(d Cholesterol - Non-fasting Lipid Profile
or Fasting Lipid Profile (once between 9
and 11 years)

[d Cholesterol — Fasting Lipid Profile (12-16
years) only if new risk factors in self or family

(d Hgb (if + menarche or high risk every
year)

(4 PPD if at risk

d STD screening

(d Begin transition plan

[d Parent declination of treatment

(d Referrals

a

a

PROV#
[ See back for additional documentation
* Required for 7th Grade entry

M.D./PN.P./DO/PA




16 to 20 YEAR VisiT

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Date Tennessee Chapter Form revised 06/16
Name Birth Date Age
Historian Allergies Medications
Weight Ibs. oz Height in. BMI %tile Temp. AX Oral
e

EﬁRleN / PHYSICAL EXAM Undressed: 0 yes o
Low fat milk? QdYes ONo ﬁengral ------------------ g ni g agn{
Variety of fruits, vegetables? d Yes 1 No Neak 0 nl O abnl
Eats breakfast? dYes No Eec Q nl a abnl
Eats supper with family? [ Yes [ No ng_: a El 3 Zbgl
INTERVA.L HIS’!‘ORY/NEW PROBLEMS Nose QOnl O abnl
Change in family history? O Yes I No Throat/Mouth/Teeth -- 1 nl 1 abnl
Change in social history? [d Yes [dNo Chest
If Yes, what? Breasts/Tanner Stage--J nl [ abnl

- - Lungs (1 nl abnl
Are there new problems or illnesses since HeArt ~-emmmmmmmeemmmmmme- QO nl O abnl
the last visit? dYes [No AbdOMen --ccceeeeeeeeeee QO nl O abnl
If Yes, what? Femoral Pulses --------- QO nl [ abnl

Extremities-----=-==-=--- (A nl [ abnl

DyYSLIPIDEMIA RISK ASSESSMENT — + Genitalia/Tanner Stage
FH CVD heart disease <55 M Female 1 Male 1
s MUSCULOSKELETAL Exam
FH CVD heart disease <65 F Shoulder/arm----------- (A nl [ abnl
aYks Elbow/foremarm------- (d nl [ abnl
Q1 No W.rist/h-and/ﬁngers ----[d nl [dabnl
FH cholesterol dYes [No E;ﬂiﬁthlgh --------------- g E% g ggg%
BP>90% ___ DM ___ inactive Leg/ankle ________________ Qnl O abnl
passive smoke Chronicillness | Bt /t 00 om oo
BMI > 95% L Foot/toes (dnl abnl
DYSLYPIDEMIA SCREEN SAFETY SOCIAL/BEHAVIORAL (continued)

(Once between 18-21 years)

HEARING RISK ASSESSMENT (16 - 21 years) —  +
VISION RISK ASSESSMENT (16-21 years) — +
(d Wears glasses, sees eye specialist

ANEMIA RISK ASSESSMENT*— +
poverty ___ poordiet ____ chronic illness
menorrhagia

ALcoHOL/DRruG USE — 4+
ASSESSMENT*(11-21 years)

Ethoh, drug or substance to get high — +
TB RiSK ASSESSMENT — 4+
STI/HIV RiSK ASSESSMENT (11-21 YEARS)
Hx of sexual activity — +
Hx of IV drug use — +
HIV SCREEN

(Once between 16-18 years)
DEPRESSION SCREENING® (11-21 yEARS)

(d Normal [ Abnormal

Developmental Surveillance
dYes @No Concerns?

Psychosocial/Behavioral Surveillance
dYes WNo Concerns?

School Grade
Problems?
If Yes, what?

d Yes [ No

* see separate form

(4 Driving and automobile safety

(d Bike helmet, safety

[d Smoke detectors in home

[ Swimming, water safety

(4 Firearm safety

(4 Sunburn prevention, tanning beds

HEALTH
(d Healthy food choices, Ca++ intake

(4 Concerns about weight, body image
(4 Periods (girls) LMP

[d < 20-30% of calories from dietary fat
4 < 10% of calories from saturated fat
(4 < 300 mg of cholesterol per day
[d Adequate sleep

[ Acne

(4 Encourage sports, exercise

(4 Sports form attached [ Yes

SOCIAL/BEHAVIORAL

(4 School adjustment, performance
(d Plans for work/further education
(d Tobacco use

(4 Drug and alcohol use

(4 Dealing with stress, anger

(4 Limit TV, computer time <2 hrs/day
(d Friends and fun

(d Boy or girl friends /dating safety
[ Abstinence, birth control

(d STDs

(4 Family relationships

d No

[d Social Media

(1 Sleep hygiene

(1 Eating disorder screen — +

IMPRESSION

(d Well Adolescent

d Normal Growth

[d Normal Development

d

EI

PLAN/REFERRALS

(d Immunizations current? [d Yes [d No

(1 Tdap, MCV4 Booster, Varicella, HPV, Hep B

(d Influenza vaccine

A V.I.S./Counseling

d RTC at years

(4 Handouts

[d Cholesterol — Non-fasting Lipid Profile if
atrisk 16-17 years. Non-Fasting Lipid
Profile once between 18-21 years

[d Hgb (if + menarche or high risk every
year)

d Pap - 21 years

(4 STD screening

[ HIV Screen (once between 16 and 18)

d PPD if at risk

1 Review transition plan

(d Parent declination of treatment

[d Referrals

EI

d

M.D./P.N.P./ DO /PA

PROV#
[ See back for additional documentation




