2 MONTH OLD EXAM


Gest age ____ Wt____ ____%  Length___ ____% 

 HC___  ____%
HR ___
   

Any parental concerns: _____________________________________________________________________________________________________________________________________________

(How is he/she sleeping? back/side/belly?

( Nutrition


(If breastfeeding: How often and how long is he/she breastfeeding?


(Any concerns re: breastfeeding?


(Using a breast pump?


(If formula fed: type of formula _______ and oz. per feed __________

(Elimination


(Does baby have >6 wet diapers/24 hrs?



Y or N


(Stooling daily?  Y or N

( Any social support at home?  Y or N

( Deployable spouse?  Y or N
( Are you returning to work? Childcare issues?

( Have you been feeling stressed? Who do you turn to at times like that?

BIRTH HISTORY

____________________________________________________________________________________________________________________________________________________________________________________________

DEVELOPMENTAL MILESTONES
(
Coos/vocalizes?

· Is attentive to voices?

· Responds to parents’ face and voice?

· Hand open 50% of time?

ANTICIPATORY GUIDANCE

( Sleep on back
( Safety: pets, rolling


hot liquids

( Water temperature
( Know signs of 

( Infant weight gain
   illness

( Smoke free environment (Oral care

( Immunization reaction
( Rear facing car seat

( No OTC meds

( Delay solids to 4-6 

( Breast pump/milk storage
months      

( Lactation support available   ( Family planning

( Do not microwave fluids          

ٱAware of Shaken Baby  Syndrome

DATE: ___________

PHYSICAL EXAM                   



NL
Abnl

General

(
(
__________________

Skin

(
(
__________________

Head

(
(
__________________

Eyes

(
(
__________________

Ears

(
(
__________________

Nose/mouth
(
(
__________________

Neck/clavicles
(
(
__________________

Lungs

(
(
__________________

Heart/pulses
(
(
__________________

Abdomen
(
(
__________________

Genitalia
(
(
__________________

Hips

(
(
____________________

Extremities
(
(
__________________

Reflexes

(
(
__________________

IMPRESSION

PLAN

FU at 4 mos (
Tylenol ________________________

Immunizations:

( DTaP #1
( IPV#1



( Comvax#1 (Hib/HepB)
( Prevnar #1

Resident
________________________________

(print) 
_______________________________

Staff
______________________________

(stamp)
________________________________







