Patient _____________________________  Birthdate______________
Address_________________________________ Phone #___________
6 MONTH CHECK UP

Feeding Routine (circle):

Breast Feeding

Formula

Both
Breastfeeding: every___hrs for ___minutes ~~ Is your child taking Trivisol vitamins? ___
Formula type_____________ Ounces per feeding?____ Every how many hours?______
What solids or baby foods are given? ________________________________________________________________________________________________________________________________________

# 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 your family recently?

______________________________________________________________

Which daycare does your child attend?_________________________________

Any other questions or concerns for the doctor? ___________________________________________________________________________________________________________________________________________________________________________
Developmental Milestones:  Check all that apply
Sit with support



       
Vocalize m-m-m when crying
Sits without support




Makes babbling sounds

Puts weight on legs when standing


Talks to toys

Transfer toys from hand to hand


Takes feet to mouth

Rakes at small pellets with hands


Reach for image in the mirror

Rolls from back to front

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

