St. Christopher’s Hospital for Children

SCPA Center for Child and Adolescent Health 



	Provider:_________________________________

Date:____________________________________
	Infant

Birth to 14mo
	Name:__________________________________

Date of Birth:____________________________

Medical Record #_________________________



Chronic symptoms:



DEVELOPMENTAL SCREENING:
PEDS:_______



Parental Developmental concerns:___________________________________

Anticipatory Guidance (appropriate for age):

	· Nutrition (transitions, weaning)

· Safety (child proofing, car seat, smoke detectors/escape plan)

· Illness (fever <2mo, fever management)

· Advocacy/Cap4kids 
	· DV screen + / - / uncertain:________
· Post Partum Depression
· Development

· Behavior/crying infant/shaken baby

· Support system/role models

	· Health Care Utilization (ER use, etc)
· Reach Out and Read

· Dental Care (no juice, brushing, dentist)
· Other____________________

        


Provider Signature_______________________

Name:________________________                       D.O.B:__________________

	Age
	Length(cm):

%ile________
	Weight(kg):

%ile________
	HC(cm):

%ile________



T:

HR:

RR:

BP:


Gen:






Head:

Eyes:
Ears:

Nose:

Mouth:

Neck:
Lungs:

CV:
Abd:

Back:

Ext:

GU:


circ/uncirc.
Neuro: 

Skin:

Other:

Assessment:

    Plan:


        ⁯Immunization Counseling by licensed health care provider
	Immunizations verified:

__medical record

__parent record

__kids registry

__not verified
	Immunizations:

· Rota (Rotateq/Rotarix) 

· Hepatitis B

· DTaP/IPV/Hib (Pentacel) 

· PCV13
· Hepatitis A

	
	

	
	

	
	

	Newborn Screen

Hearing Screen


	· All Negative  □ Negative except for:_____________________
· Pass □  Fail (R/L)                            
Next visit in: ⁯1 wk ⁯2 wk ⁯1 mo ⁯2mo⁯3 mo ⁯Other:     


Forms Completed: ⁯WIC ⁯Referral ⁯School Form ⁯Other:

Provider Signature:______________________
Patient case reviewed and discussed with resident at time of visit. Given history of ___________________________________​____________, 

exam and assessment show ___________________________________________________________________________________________. 

 I agree with the plan of care to ________________________________________________________________________________________. 

·  Additions to treatment plan:_________________________________________________________________________________________.
· I personally examined this patient and agree with the above documented examination findings. 
Attending signature:_________________________
Accompanied by:


□Mother  ⁯Father  ⁯Grandparent  ⁯Foster parent  □Other:________








Birth/Past Medical Hx:


□Prematurity: ____ weeks


□Asthma














Synagis Eligible (Y/N):


Meds:





Allergies/intolerances: 





□NKDA  □No food allergies □G6PD





Fam Hx:





Chief Complaint: □WCC □FUV











Parental Concerns/Interim Hx/ED and Sick Visits:











SOCIAL ENVIRONMENT 


Household composition/changes/parental support systems: 		














Language: Eng/Span/Other:	





Smokers (Y/N):			Pets (Y/N):					





Lead Risks (Y/N): (mouthing, old home, sib with lead, paint chips)


TB Risks (Y/N): (homeless, jail, travel/immigrant contact, fam with +PPD)





Childcare (licensed daycare/sitter/parent):








REVIEW OF SYSTEMS:


Diet (mixing formula correctly, breast/bottle, solids):








How much milk/day: ____oz


How much juice/day? ____oz


How much water/day?____oz





Dental Care (provider at 12 months, brushing):


Stool Pattern/Urine Output:





Sleep (back to sleep, cosleeping):














Cognitive/Soci











        Gross Motor:		











 al   	  Fine Motor:

















Language:














Four months


Reach for toy


Grasp rattle


Track 180o


Turns to sound


Turns to voice


Rolls over


No head lag on pull up to sit





12 months


Drink from cup


Imitates


Plays ball


Scribbles


Block in cup


2-3 words


Walks 


Stoop/recover





Nine months


Waves bye-bye


Pat-a-cake


Bangs cubes


Thumb-finger        grasp


Dada/mama sp.


Single words


Crawls


Stands alone





Six months


Feeds self


Passes cube


Rake raisin


Babbles


Combine syl.


Sits alone


Stands, holding on





Two months


Smiles respons.


Regards hand


Hands together


Coos


Laughs


Head up 90o


Sit-head steady


Bears weight





One month


Smiles spont.


Fixes gaze


Tracks 90o


Vocalizes


Head up 45o


Equal extrem. movements








Attending H&P


Hx:




















PE:














A/P:








    Normal    Abnormal





 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


 





 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


 











Other orders:


Kids Registry


Copy shot record


HA form


Newborn screen


Work/school note





Lab ordering section:


Dx:





Studies:








Screening Tests: 


CBC w/diff (6399/005009)


Hemogram (7008 /028142)


Lead (599/717009)


PPD


See lab section























MMR


Varicella


Hib


DTaP


IPV


Influenza 0.25ml








f/u with Childlink


f/u with Social Work











