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                                         Health Record 3 thru 5 years 


NAME:  	                      DOB:	                        SEX:	                AGE:      
   
RACE/ETHNICITY:                                                                         DATE OF EXAM:
	FAMILY PROFILE AND HEALTH

  No change in household since last visit _-__ 

  Child lives with:   Mother ____ Father ____Stepparent ____Grandparent ____Other________________

  Total adults living in home: ____                         Total children living in home: _____ 

  Primary caretaker for this child:                                            Relationship: ______________________________

  Family's concerns/problems: ___________________________________________________________


	NUTRITION

  Problems: developmental, special diet, inappropriate weight gain/loss, chronic GI problems: __________________________________

  Usual Serving per Day: ___ Dairy ___ Formula ___ Breast ___ Vegetables ____ Bread, Cereal, Rice and Pasta ___ Meat, Poultry,
  fish, eggs and dry bean   ___ Fruits        
                                                              
   Oral Screening: ___ Y  ___ N   Fluoride Treatment: ___ Y ___ N





DEVELOPMENT:  Parent’s Concerns
	              3 YEARS
	         4 YEARS
	          5 YEARS
	Standard Screenings

	__ Brushes Teeth with help
	__ Puts on T-shirt
	__ Brushes teeth – no help
	       Vision:

	__ Tower of 6 cups
	__ Wiggles thumbs
	__ Copies
	       Hearing:

	__ Uses pronouns, I, you, me
	__ Express’s needs, idea in
     3-6 words
	__ Carries on a conversation
	

	__ Throws ball overhand
	__ Balances on 1 foot, 2 sec
	__ Balances on 1 foot, 3 sec
	



CHILD’S HEALTH

Does the system review note any problem or parents concern? __Y __N

Major illness, injury, hospitalization, surgery (describe): ______________________________________________________________

Allergies: __ Y __ N    Explain: __________________________________________________________________________________

Medication taken regularly; Type/Reason: _________________________________________________________________________

Mental Health/Behavioral Concerns: _____________________________________________________________________________ 















PHYSICAL EXAMINATION



Height: _________ (%) ____________Weight: ______________ (%) _________________ HC: ____________ (%) ______________

Temp: __________ Pulse: __________ Resp: __________ BP: ___________ HCT/HGB: _______ LEAD: _____________

	N
	A
	NE
	Location
	Health Education
	Assessment:

	
	
	
	Appearance
	Injury Prevention                                     
	Nutrition
	

	
	
	
	Head
	Stranger Safety  
	Healthy diet / snacks
	

	
	
	
	Skin/nodes
	Firearms 
	Junk Foods
	

	
	
	
	Eyes
	Fire Safety
	Physical Activities 
	

	
	
	
	Nose
	Sharp object safety 
	Iron Rich Foods
	

	
	
	
	Mouth/throat
	Electrical Injury
	
	

	
	
	
	Teeth
	Streat, water, bike safety
	
	

	
	
	
	Neck
	Teach phone number and address
	Plan:

	
	
	
	Chest/breasts
	Behavior
	Health Promotion
	

	
	
	
	Heart/pulses
	Talk / read with child
	Immunization
	

	
	
	
	Lungs
	Exploration
	Smoking in home
	

	
	
	
	Abdomen
	Limit Television
	Dental appointment
	

	
	
	
	Genitalia/Anus
	Sex Education
	When to call doctor
	

	
	
	
	Spine
	School Readiness
	Well Child Care
	

	
	
	
	Extremities
	Toilet Training
	Family Planning
	

	
	
	
	Muscle Tone
	Comments: 
	

	
	
	
	DTRs
	
	



WIC: ___ Referred ____ Refused   ____ N/A     
 
Newborn Screening: ___completed ___ scheduled ____ given today

IMMUNIZATION: Please attached a copy with this complete form!
If vaccines are deferred, please explain: ________________________________________________________________________

Current State of Health: I have examined the above-named child and verify that this child’s medical history and current state of health are or are not satisfactory for participation in a childcare program. 
Does this child require any specialized care? ___ Yes ___ No

Name and Address of Clinic, Group or Practice: _________________________________________________________________

Phone Number: _______________________________________ Fax Number: _______________________ Date: _____________

Physician Signature: ______________________________Physician Name (Print): ______________________________________

Revised: 09/30/2022
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