Patient________________________ Birthdate____________________
Address___________________________ Phone#__________________

2 WEEK CHECK UP

FEEDING ROUTINE (circle): Breast Feeding
Bottle Feeding
Both
Breastfeeding: every ___ hrs for ___ minutes ~~ Is your child taking Trivisol Vitamins?___
Formula type __________ Ounces per feeding? _____ Every how many hours_____

# of Bowel Movements Daily _____ # of “Wet” diapers Daily _____

How many times does baby wake at night? __________

Have there been any major changes in your family recently?

____________________________________________________________________

Any future plans for daycare? (When? Where?) ________________________________

Did patient get second newborn screening done yet at the hospital?      Yes           No

Any questions or concerns about your baby for the doctor?

____________________________________________________________________________________________________________________________________________________________________________________________________________

Family History: (parents, grandparents and siblings) Circle all that apply 
Allergies


Heart attacks


Seizures
ADHD/learning disabilities
Heart murmurs


Sickle cell disease
Anemia’s/ blood disorder
High blood pressure

Stomach issues
Asthma



Immune problems

Stroke
Cancer



Kidney problems            
Substance abuse/ alcoholism 

Diabetes


Mental health issues

Sudden cardiac deaths
Eczema



Migraines


Thyroid problems
 
Hearing loss







If circled any of the above, please explain:

____________________________________________________________________________________________________________________________________________________________________________________________________________
Exam Date: __________

Weight: _____
Height: _____ Temp: _____ Head Circumference: ______
