5 YEAR OLD EXAM


Age _____ Wt____ ____% Ht ____  _____%  

BP ______  HR _____  Vision R____/____  L ___/______

Meds: __________    Allergies: _____________

Any parental concerns: _____________________________________________________________________________________________________________________________________________

( How did your child enjoy pre-school?

( What were the reports like from child’s preschool? 

( How many hours of sleep does he/she get? 

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

● What do you think about his/her readiness to start school?
 ( TO CHILD:  What are you looking forward to about school?

( Do you know your address and phone number? Able to write your name?
( Do you sit in a booster seat and w/ a seat belt in back of car?
PAST MEDICAL HISTORY

____________________________________________________________________________________________________________________________________________________________________________________________

DEVELOPMENTAL MILESTONES 
· Dresses self without help


· Draws person with head/body/arms/legs

· Recognizes letters of alphabet
   □ copies                                                       □
Able to skip.run,jump and climb
  triangle/square

· Plays make believe and dress up

· Responsive or hostile/aggressive behavior

· Plays interactive games with peers (follows rules of games)

ANTICIPATORY GUIDANCE

· Belt positioning booster seat in the back of vehicle

· Emphasize neighborhood, stranger and playground

safety 

( Limit TV and promote physical activity

□ If guns in home, keep unloaded and locked up

( Helmet use and supervise  all play

( Brush teeth daily/ dental appointments
 

( Explain that certain body parts are private

( Encourage expression of feelings

( Prepare child for school; meet w/teachers

( Become involved with school

IMMUNIZATIONS COMPLETED

DtaP #5 (
( Hep B series
□ MMR #2
IPV#4 (

□ 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 6-8 yrs (
□ other__________
Tylenol ____________________

Immunizations:

□ Varivax (if none)

Screening:  □ PPD if at risk     □ hearing if required

□ lead screen/level if at risk     □ UA

( hyperlipidemia screen (if needed)

Resident
________________________________

(print) 
_______________________________

Staff
______________________________

(stamp)
________________________________







