New River Health Centers




Well Child Care
                Date of exam:           /          /         
      Age at time of exam:_____
Patient’s Name: _______________________________      DOB:           /          /            Chart #                                      
Gender:      M        F

Race:      W     B     Other _______       Parent present:       Yes       No
	Current Complaint:                                                                                                                                                                                                                   

	Past Medical History:                                                                                                                                          



	Psycho/social history:                                                                                                                                          



	Continuing Meds:                                                                                                                                                                                                                     


	Allergies:


Height: ______      Weight: ______      Head Circumference: _____     Temp: _____        Resp: ______     Pulse: ______     BP:______ 

	Physical Exam
	N
	A
	Assessment
	Physical Exam
	N
	A
	Assessment

	General:

Habitus

Speech

A & O
	__

__

__


	__

__

__


	
	Genito/Urinary:      

Tanner Stage

Testes/Hernia

Vagina

Rectum
	__

__

__

__
	__

__

__

__
	

	HEENT:

PERRLA

Conjunctiva/Sclera

Fundus/Red Reflex

EOM

Cover Test

EACs

TMs    

Nares

Oral/Dental/Pharynx

      
	__

__

__

__

____

____

__
	__

__

__

__

__

__

____

__


	
	Lymph nodes:
Cervical

Axillary

Inguinal

Other
	__

__

__

__
	__

__

__

__
	

	
	
	
	
	Musculoskeletal:

Gait                      

Back/Scoliosis

ROM

Extremities
	____

__

__
	__

__

__

__
	

	Neck:

Thyroid/masses

Supple/ROM
	__

__
	__

__


	
	Neuro:
Motor/Sensory

Cranial Nerves

DTR’s
	__

__

__
	__

__

__
	

	CV/Resp:             

Heart Sounds

Rate/Rhythm

Distal Pulses

Breath Sounds

Chest/Breast
	__

__

__

__

__
	__

__

__

__
	
	Skin:                      

Inspection
	__
	__
	

	
	
	
	
	Development/ Behavioral
	__
	__
	

	Gastrointestinal    

Bowel Sounds

Tenderness

Masses/HSM
	__

__

__
	__

__

__
	
	T B Risk Assessment

Lead Assessment

Dental Counseling

Dental Referral
	__

__

Y  
Y
	__

__

N
N 
	


Date of exam:           /         /        




          Chart #: _______________________

Patient’s Name: ______________________________ DOB:____/____/____ SS #: ___ ___ ___ - ___ ___ - ___ ___ ___ ___

Address: __________________________________________________________________________________

Ins Name: ______________________________ Ins ID #: ____________________ Grp#: ________________

************************************************************************************************************

HEARING SCREEN:    Result - _____  
VISION SCREEN:    Pictures _____
 Letters _____ 
 
  500
1000
2000
4000

Near Vision:
Rt. Ear:  _____ _____ _____ _____ 

Rt. Eye:  20/ _____  Lt. Eye: 20/ _____  Both Eyes: 20/ _____
Far Vision:
Lt. Ear:  _____ _____ _____ _____ 

Rt. Eye:  20/ _____  Lt. Eye: 20/ _____  Both Eyes: 20/ _____

Correction:
W
W/O

	Vaccine
	VIS
	UTD
	G
	R/D
	Vaccine
	VIS
	UTD
	G
	R/D
	Vaccine
	VIS
	UTD
	G
	R/D

	A.  DtaP

      1   2   3   4   5
	
	
	
	
	E. HBV
     1  2  3  4
	
	
	
	
	I.  Prevnar
	
	
	
	

	B.  IPV

     1   2   3   4
	
	
	
	
	F.  Varicella

      1    2
	
	
	
	
	J. PPD
	
	
	
	

	C.  OPV
     1   2    3   4
	
	
	
	
	G.  HIB

       1  2  3  4
	
	
	
	
	K.
	
	
	
	

	D.  MMR

     1    2
	
	
	
	
	H.   Td
	
	
	
	
	L. 
	
	
	
	


	Lab Test
	R
	P/RESULTS
	S/S
	Lab Test
	 R
	P/RESULTS
	S/S

	A.  HGB/HCT
	
	
	
	D.   Lead
	
	
	

	B.  UA
	
	
	
	E.  
	
	
	

	C.  Cholesterol
	
	
	
	F.  
	
	
	


	
	Anticipatory Guidance
	
	Health Education
	
	Summary Conference


Assessment/Diagnosis (ICDM-9) _______________________   Secondary Diagnosis                                                

Plan: ________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

PROVIDER SIGNATURE:                                                 




Entered into EMR

NURSE: __________________________________________




Date:  ____________

Initials:  __________

