6 MONTH OLD EXAM


 Wt____ ____%  Length___ ____%  

HC___  ____%   HR ___
   

Any parental concerns: _____________________________________________________________________________________________________________________________________________

(How is he/she sleeping?

( Nutrition


(Are you breastfeeding? 


(Are you pumping and storing?


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


( What solids is baby eating? 

 ( How does baby spend their day?

( How does he/she communicate their needs?
( Sit with minimal support? Y or N

( Shows interest in toys? Rakes small objects?

PAST MEDICAL HISTORY

____________________________________________________________________________________________________________________________________________________________________________________________

DEVELOPMENTAL MILESTONES
(
Vocalizes mama/dad indiscriminately?

· No head lag when pulled to sit?

· Rolls over?

· Stands when placed and bears weight?

· Self comforts

· Teething

· Transfers small objects from one hand to another

· Recognizes parents from strangers

ANTICIPATORY GUIDANCE

( Sleep on back
( Safety: pets, rolling

( Water temperature
hot liquids

( Know signs of illness
□ Water Safety

( Aware of Shaken Baby Syndrome

(Oral care
( Smoke free environment  

( Iron supplement if exclusive breastfeeding


( Rear facing car seat    

( Baby bottle tooth decay
( Encourage partner

( Family planning
to care for infant

( Breast pump/milk storage
      

( Bedtime routine

( Encourage play with age appropriate toys          

DATE: ___________

IMMUNIZATIONS COMPLETED

DTaP #2 (
( Comvax#2

IPV#2 (

( Prevnar #2

PHYSICAL EXAM                    



NL
Abnl

General

(
(
__________________

Skin

(
(
__________________

Head

(
(
__________________

Eyes

(
(
__________________

Ears

(
(
__________________

Nose/mouth
(
(
__________________

Neck/clavicles
(
(
__________________

Lungs

(
(
__________________

Heart/pulses
(
(
__________________

Abdomen
(
(
__________________

Genitalia
(
(
__________________

Extremities
(
(
__________________

Back

(
(
__________________

IMPRESSION

PLAN

FU at 9 mos (
Tylenol ________________

Immunizations:

( DTaP #3
( Prevnar #3
□ IPV #3

□  Lead Screen questionnaire

Resident
________________________________

(print) 
_______________________________

Staff
______________________________

(stamp)
________________________________







