St. Christopher’s Hospital for Children

SCPA Center for Child and Adolescent Health




	Provider:_________________________________

Date:____________________________________
	ELEM

6y-11yr
	Name:__________________________________

Date of Birth:____________________________

Medical Record #_________________________




Chronic symptoms:



Anticipatory Guidance:

	· Safety (Streets, Strangers, Seatbelts, Bikes, Know name, address, phone #, smoke detector/escape plan)

· Fighting, conflict resolution 

· Discipline (consistency, need for praise)
	· Positive parent /child rapport

·  Responsibility/Allowance

· Advocacy/Cap4kids

· Drug/sex education
	· Role model/Mentor

· Hours of screentime/day:_______

(TV/Videogame/Computer/Movies)

· DV Screen + / - / uncertain:______

· Child abuse screen + / - 













Provider Signature_______________________

Name:________________________                       D.O.B:__________________

	Age
	Length(cm):

%ile________
	Weight(kg):

%ile________
	BMI:

%ile________
	        R
	        L
	        R

20/_____
	       L

20/_____

	
	
	
	
	500
	
	
	

	
	
	
	
	1000
	
	
	

	
	
	
	
	2000
	
	
	

	
	
	
	
	4000
	
	
	



T:

HR:

RR:

BP:






Gen:












Head:

Eyes:

Ears:

Nose:

Mouth:

Neck:
Lungs:

CV:

Abd:

Back:

Ext:

GU:


   Tanner Stage:  breasts____ genitalia____ pubic hair_____
Neuro: 

Skin:

Other:

Assessment:

    Plan:


⁯Immunization Counseling by licensed health care provider
	Immunization verified:

__medical record

__parent record

__kids registry

__not verified
	Immunizations:

· Tdap

· MCV4

· HPV

· MMRV

· Varicella

	
	

	
	

	
	

	
	Next visit in: □1-2 wk □1-2mo □3 mo □6mo □1 yr □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:___________








Past Medical Hx:


□ADHD


□ Asthma


□Overweight/Obese











Meds:




















Allergies/intolerances:





□NKDA  □No food allergies □G6PD


Fam Hx:





                  Cardiac/DM Risks:








Chief Complaint:  □WCC □FUV











Parental Concerns/Interim Hx/ED & Sick Visits:











SOCIAL ENVIRONMENT 


Household composition/changes/parental support system: 


	




















Language: Eng/Span/Other:___________


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








School:  (performance, bullying, teacher concerns, attention span) 











Peers/Interests/Activities:








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




















REVIEW OF SYSTEMS:


Diet hx/family meals:


	








How much juice/day: ____oz 


How much soda/day: ____oz


How much milk/day:_____oz


Dental Provider: Y/N








Exercise:








Bowel / Bladder (enuresis/encopresis/constipation):











Sleep problems:








Wears glasses: (Y/N)


□With Glasses  □W/O Glasses





    Normal    Abnormal





 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


 





 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


 





Attending H&P


Hx:




















PE:














A/P:








Screening tests:


CBC w/diff (6399/005009)


Hemogram (7008 /028142)


Obesity Panel (TAB)


See lab Section











MA Orders:


Kids Registry


HA form


Copy shot record


 PPD


Work/school note





Lab ordering section:


Dx:





Studies:











DTap/IPV (kinrix)


Varicella


MMR


Hepatitis A


Flu (0.5ml/nasal)




















f/u with Optho


f/u with Dental


f/u with Psych


f/u with Adol


f/u with Social Work





f/u with Optho


f/u with Dental


f/u with Psych


f/u with Social Work








