Patient _____________________________  Birthdate______________

Address_________________________________ Phone #___________
4 MONTH CHECK UP

FEEDING Rountine (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?_____
Solid Foods (if any):  ___________________________________________________
# of Bowel Movements daily___________ 
# of “Wet” Diapers Daily______________

How many times does baby wake at night?_______________________ 
Social History: 
Have there been any major changes in you family recently?

____________________________________________________________________

Which daycare does your child attend?______________________________________

Any other questions or concerns for the doctor? ___________________________________________________________________________________________________________________________________________________________________________
Developmental Milestones:  Check all that apply
Holds head steady



Puts things into mouth
Lift head & chest up

        
        Looks at hands and plays with them

Rolls from front to back


Social smile

Reach for objects



Anticipates food on sight

Grasp rattle




Laugh out loud

Scratch & clutch

Exam date: ___________
Weight:____ Height:____ Temp:____ Head circumference:____
