LINCOLI
PEDIATRIC
GROUP

@g@g ealtdh Malntenance Questionnalre  » YEARS Of,

PATIENT NAME BIRTH DATE / / AGE TODAY

PARENTS TODAY'S DATE / /

REASON FOR THIS CHECK UP: [JHeadstart [JPre-school [JRoutine check-up [JOther:

PARENTS' CONCERNS

Parents, what concerns do you have about your child? =» Please circle any body areas that concern you:
Head Heart Bones Hormones
Eyes Lungs Joints Blood
Ears Intestines Muscles Glands
Nose Kidneys Brain Immunity

- - Mouth Genitals Nerves
Answer the questions below by checking YES or NO. Throat ~ Skin Mental Health

Explain “YES” answers in the space below.
HISTORY Yes No  PHYSICIAN'S COMMENTS

Does your child have a recurrent medical or psychological problem?
List medications taken routinely: Clnone
Has s/he ever had: a serious illness or stayed overnight in a hospital?

an operation?
Does s/he need to stop play and rest more than other kids his/her age?
Has s/he seen a doctor outside of this clinic for any reason?
Does your child need any immunizations as far as you know?
Does your child have allergies: (circle) hay fever, asthma, hives, foods,

medicine

Are there any smokers in your child’s home or daycare? [Coutside  [Jother room CIDiscussed risks of 2 hand smoke.
Are there any illnesses that run in your family?
Has a close relative died before age 55 due to heart or cholesterol problems?

How many servings a day does your child eat: Juice Pop

Fruit Veg Meat Milk Milk products______
Does your child usually drink water that is NOT fluoridated? [IDon't know ClPrescribed fluoride vitamins.
Has it been more than 1 year since your child’s last dental check-up? [IRecommended dental check up.

Do you have concerns about his/her vision or hearing?

PLEASE TURN THE PAGE OVER AND ANSWER MORE QUESTIONS!!

Explain questions

answered with “yes.”

Give approximate dates.

ASSESSMENT PLAN

1. See Physical Exam Summary and other side of this form for more information. 1. [JAnticipatory handouts given.
2. 2.
3. 3.
4. 4.
5. 5.
6. 6.
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PHYSICIAN'S SIGNATURE: DATE:









