6-8 YEAR OLD EXAM


Age _____ Wt____ ____% Ht ____  _____%  

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

Meds: __________     Allergies: _____________

Any parental concerns: _____________________________________________________________________________________________________________________________________________

( How is your child doing in school?

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

( Tell me about his/her’s eating and sleeping habits?

( What does he/she do when stressed, angry, or frustrated?

●Do you talk to your child about sensitive subjects such as sex, drugs, or drinking?

● What are the rules at home in relation to food, TV watching, and language?

 ( TO CHILD:  What kind of  school and after school activities are you involved in?

( What are some things you’re good at?
( Do you wear a seat belt in back of car? Do your wear protective gear during physical activities?
PAST MEDICAL HISTORY

____________________________________________________________________________________________________________________________________________________________________________________________

DEVELOPMENTAL and SCHOOL PERFORMANCE 
· Concerns with development and behavior at home, at school or when playing with friends


· Reading and doing math at grade level

· Is child proud of their achievements                                                          □
Child talks about what goes on in school
  

· Any problems completing school work

ANTICIPATORY GUIDANCE

· Supervise activities with peers

· Counsel about avoiding alcohol, tobacco, drugs, inhalants

( Limit TV and promote physical activity

□ Discuss inappropriate touching of private body areas

□ Keep guns unloaded and locked up or remove from

home

( Teach healthy choices, including fruits and vegetables

( Encourage reading and hobbies
 

( Set limits, establish consequences

( Show interest in school perforrnance and activities

( Set reasonable but challenging expectations

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/Tanner
(
(
__________________

Extremities
(
(
__________________

Back

(
(
__________________

IMPRESSION

PLAN

FU at 9-11 yrs (
□ other__________
Tylenol ____________________

Immunizations:

□ Varivax (if none)

Screening:  □ PPD if at risk     □ hearing if required 

 □ UA   ( hyperlipidemia risk assessment and screen (if needed)

Resident
________________________________

(print) 
_______________________________

Staff
______________________________

(stamp)
________________________________







