Patient ______________________________Birthdate______________
Address_______________________________ Phone#______________
9 MONTH 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?____
What solid foods are given?_________________________________________

______________________________________________________________

______________________________________________________________

# of Bowel Movements Daily________ # of “Wet” Diapers Daily___________

How many times does your child 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 steady indefinitely



Plays patty-cake or peek-a-boo
Crawls





Holds own bottle

Pulls self up




Feeds self crackers

Walks holding on to furniture


Waves bye - bye

Walks without support



Say any words like mama or dada

Match two objects in hands
         

Shows fear of strangers

Release toys from hand

          Quickly change from crying to laughing
Exam date: ____________
Weight:_____ Height:_____ Temp:_____ Head Circumference:_____
