Patient________________________ Birthdate____________________
Address________________________________ Phone#_____________




3 Year Check Up

Diet:

How many servings of fruits daily?_____________ Vegetables?_____________

How much milk daily?___________    whole/ 2%/ 1% / skim/ soy

Does your child drink juice, tea or soda?_______________________________
Do you have any concerns about your child's eating habits?

_____________________________________________________________

Does your child have regular/daily bowel movements?_______________________

Is your child sleeping well at night?____________________________________

Have there been any major changes in your family recently?

_____________________________________________________________

Do you have any questions or concerns for the doctor?

__________________________________________________________________________________________________________________________________________________________________________________________

Developmental Milestones: circle all that apply

Alternate feet going upstairs 



Describe action in a picture book

Jump in place & from a step 



Give sex & full name

Pedal a tricycle  




Obey 2 prepositional commands

Hold a crayon with fingers



Feed self well 

Build a tower of 9-10 cubes 



Wash & dry own hands

Build a 3 cube bridge




Unbutton buttons 

Can name own drawing




Knows few rhymes or songs 

Copy a circle & imitate a cross 



Understand taking turns 

TB SCREEN (circle correct answer):

Has a family member or contact been diagnosed with TB?

Yes or No

Was your child born in a country at high risk for TB?


Yes or No 

Has your child traveled to a country at high risk for TB?

Yes or No

Lead Risk Assessment (circle correct answer):

Does your child have a sibling or playmate that has had lead poisoning
?
Yes or No

Does your child live in or regularly visit a house or facility built before 1950?
Yes or No

Does your child live in or regularly visit a home built before 1978 that is 

being renovated?







Yes or No
Exam date: ________
Weight:_____ Height:_____ Temp:_____ BP:____ P:____

Hearing: _______________________________________________________

Vision:  R __   S ______ C ____



R __   S ______ C ____

  L __   S ______ C ____        


L __   S ______ C ____        

  D__   





D__       
