The ChildHealth Center, PA
NAME:​​​​​​​​​​​​​​​​​​​​​​​​​__________________________________ DOB:________ 
Form 10072009

FOUR to TWELVE YEARS
WELL VISIT HISTORY FORM
Social:
School:______________________________    Grade level:___________________


Typical grades on Report Cards?  ________________   Behavior/social problems? ⁯ Yes  ⁯ No

Any academic problems?  ⁯ No   ⁯ Yes_____________________________________________

List extracurricular activities for year:  ______________________________________________

Diet?
Milk:  ⁯ Whole  ⁯ 2%   ⁯ 1%   ⁯ ½%   ⁯ skim   ⁯ soy   ⁯ lactose free/lactaid


How much?  ____ cups/ 24 hrs           Takes multivitamin? ⁯ Yes  ⁯ No

Juice/soda:  what kind/how much/how often? ​​​​​​​​​​​​_______________________________________


How many meals/day?____________   How many snacks/day?____________    

Appetite?   ⁯ good  ⁯ varies  ⁯ poor  ⁯ picky
Problems with  eating certain foods?
⁯ vegetables   ⁯ fruits   ⁯ meats   ⁯ milk   ⁯ texture-sensitive
Elimination?
________ bowel movements (poops)  ⁯ per day or ⁯ per week


Stools are:  ⁯ soft  ⁯ formed  ⁯ pasty  ⁯ liquid  ⁯ pellet like  ⁯ hard


Color is:   ⁯ yellow   ⁯ green   ⁯ brown   ⁯ white   ⁯  bloody      Toilet-trained?  ⁯ Yes  ⁯ No

Stays dry all night?  ⁯ Yes  ⁯ No   ⁯ Mostly   ⁯ Rarely
Sleep?
_____ hours of sleep/night   _____ naps/day   ⁯ sleeps through night  ⁯ sleeps well


⁯ up once or twice   ⁯ awakens frequently   ⁯ sleeps poorly   ⁯ trouble falling asleep

Location?  ⁯ own bed  ⁯ parent’s bed   ⁯ other ​​​​​​​​_________________________

Safety?
   ⁯ travels in booster seat   ⁯ front seat of car   ⁯ back seat (or middle in van)

⁯ wears helmet for bike, skateboard, etc     ⁯ have smoke detectors in home & check x2/year   

Guns in house?  ⁯ No   ⁯ Yes--In locked cabinet & unloaded?  ⁯ Yes   ⁯ No

⁯ poison control number available  ⁯ use sunscreen   ⁯ use insect repellents

Cigarette smoke exposure?  ⁯ No  ⁯Yes—how much____________________________

Family?  Lives with ⁯ single parent   ⁯ both parents  ⁯ grandparent  ⁯ foster parent

Glasses/contacts?  ⁯ No   ⁯ Yes, last eye doctor appt was __________________

Brushes teeth how many times/day?______     Sees dentist twice a year? ⁯ Yes   ⁯ No

------------------------------------------------------------------------------------------------------------------------------

List any concerns you have about your child (list the most important one(s) first in case there is not time to discuss every one at this visit—a follow up visit may be necessary to discuss complicated problems):
