9-11 YEAR OLD EXAM


Age _____ Wt____ ____% Ht ____  _____%  

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

Meds: __________     Allergies: _____________

Any parental concerns: _____________________________________________________________________________________________________________________________________________

( How does your child express his/her feelings?

( How much time does he/she spend watching TV? On the computer? 

( When is bedtime?

( What have you discussed with your child about his/her changing body?

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

( TO CHILD:  How is school going? How are your grades?

( How do you get along with your family?
( What do you like to eat? Are you concerned about your weight? Are you trying to change it? 

●When you feel sad or angry, who do you talk to about it?
PAST MEDICAL HISTORY

____________________________________________________________________________________________________________________________________________________________________________________________

DEVELOPMENTAL and SCHOOL PERFORMANCE 
· Changes 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

· Set reasonable standards for TV, music, video, computer time

· Counsel about dangers of and avoiding alcohol, tobacco, drugs, inhalants

( Promote physical activity

□ Discuss inappropriate touching of private body areas

□ Keep guns unloaded and locked up or remove from

home

( Teach healthy food choices/ eat most meals as a family

( Prepare child for sexual development, menstruation ,wet dreams
 

( Reinforce limits, family rules, homework and chores

( Handle anger constructively

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 12-13 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)
________________________________







