3-4 YEAR OLD EXAM


Age _____ Wt____ ____% Ht ____  _____%  

BP ______  HR _____  Vision R____/_____   




       L ___/______

Any parental concerns: _____________________________________________________________________________________________________________________________________________

( Any major stressors or changes in your family since your last visit?

( What are your child’s eating habits? 

( What are his/her favorite activities?  

( Is child fully toilet trained?

( Are you able to set clear and specific limits for your child?
( How independent is he/she in eating, dressing, and toileting?

( Does your child sit in a belt positioned seat or booster in the back of a car?

● Any guns in the home? If so, any consideration of removing the gun because of dangers to children?

PAST MEDICAL HISTORY

____________________________________________________________________________________________________________________________________________________________________________________________

DEVELOPMENTAL MILESTONES
· Up/down stairs without support?

· Kicks ball/ jumps in place?

· Rides tricycle?

□ Knows name, age, sex?

· Has self care skills?
□ Shows early imaginative behavior?

ANTICIPATORY GUIDANCE

· Belt positioning booster seat in the back of vehicle

· Smoke free environment 

( Teach pedestrian safety skills

( Remove or lock up poisons/toxic substances

□ If guns in home, keep unloaded and locked up

( Helmet use and supervise  all play

( Teach child to brush teeth daily w/ fluoride
 

( Explain that certain body parts are private

( Read, and play together

( Handle anger constructively, help siblings

resolve conflicts

( Provide choices, reinforce limits, use “time out”

IMMUNIZATIONS COMPLETED

DtaP #4 (
( Comvax#3
□ MMR #1
IPV#3 (

( Prevnar series 
□ Varivax
Date:__________________

PHYSICAL EXAM                   



NL
Abnl

General

(
(
__________________

Skin

(
(
__________________

Head

(
(
__________________

Eyes

(
(
__________________

Ears

(
(
__________________

Nose/mouth
(
(
__________________

teeth

Neck/clavicles
(
(
__________________

Lungs

(
(
__________________

Heart/pulses
(
(
__________________

Abdomen
(
(
__________________

Genitalia
(
(
__________________

Extremities
(
(
__________________

Back

(
(
__________________

IMPRESSION

PLAN

FU at 5 yo (
□ other__________
Tylenol ____________________

Immunizations:

If 4 years:  □ Dtap #5
□ IPV #4
□ MMR #2

□ Varivax (if none)

Screening:  □ PPD if at risk  □ hearing if required

□ lead screen/level if at risk  □ Hgb/Hct

Resident
________________________________

(print) 
_______________________________

Staff
______________________________

(stamp)
________________________________







