Patient:_________________________________ Birthdate:_______________
Address: ___________________________________ Phone #_____________
Today’s Date: ____________________________
					
Seven to Twelve Year Physical
How much milk does your child drink daily?________________________ whole/ 2%/ 1%/ skim/ soy
How many servings of fruits daily?____________________ Vegetables ______________________
Does your child drink juice, tea or soda?_______________ How much daily?  __________________
Any concerns about your child’s eating habits?__________________________________________
Does your child have regular/daily bowel movements?_____________________________________
Is your child having any voiding issues such as daytime/night time wetting accidents?_____________
Boys only: Is your child’s urine stream straight with no blockage? Is he having any Scrotal pain? _________________________________________________________________________
Girls only: Has she started her menstrual cycle yet? If so, when?_______________________
Any menstrual issues such as heavy bleeding, cramping, irregularity?_____________________
Does your child have any trouble falling asleep, staying asleep or snoring?_______________________
Does your child have any abnormal or nervous habits? ______________________________________

Social History:
What school does your child attend?___________________________ Grade level:______________
Does your child participate in any sports, clubs or activities? ______________________________________________________________________________
Have there been any major changes in your Child life?
______________________________________________________________________________
Has your child been to any outside provider since your last visit here, such as ER, Walk-in or specialist visit?__________________________________________________________________________
Do you have any other questions or concerns for the doctor about your child’s general health, mental health, behavior or schooling issues?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your child’s current medications?______________________________________________ 

TB SCREEN (circle correct answer):
Has a family member or contact been diagnosed with TB?		                     Yes or No
Was your child born in or traveled to a country at high risk for TB
        Such as Asia, Africa, Latin America, Caribbean 	     	                                 Yes or No 
Does your child have regular/daily contact with adults at high risk for TB
       Such as: Homless, incarcerated, or HIV infected 		                                  Yes or No
Has your child been exposed to a known case of TB                                                   Yes or No


Exam date: ________
Weight:_______ Height:________ Temp:________ BP:________ P:_________
Hearing: _______________________________________________________
Vision:     Right eye: 20/____     Left eye: 20/_____
