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	Last Name                                                                    First                                                               DOB

	Allergies:    NKDA       LIST ALLERGIES


	Hearing             
	500
	1000
	2000
	4000
	Vision
	Grade:

	
	Right   
	
	
	
	
	20/
	School:

	WT:                   HT:                   BP:
	Left    
	
	
	
	
	20/
	Teachers:

	Present:     Mother Father    Other
	Source of Referral:
	

	Rating Scales (Vanderbilt)


	Tutoring 

Chapter 1

Special Ed / IEP

504

Legal Intervention

Other________________________________

________________________________________

Psychological Testing  Date ______________

	
	I
	HA
	TSS
	ODD
	CD
	A/D 
	AP
	SP
	

	PARENT
	
	
	
	
	
	
	
	
	

	TEACHER
	
	
	
	
	
	
	
	
	

	TEACHER
	
	
	
	
	
	
	
	
	

	TEACHER
	
	
	
	
	
	
	
	
	

	TEACHER
	
	
	
	
	
	
	
	
	

	HISTORY - PROBLEMS

	   1.  School (learning, behavior, 

              repeated grades)                            

   2.  Homework (completion, submission)       


	   3.  Making/Keeping Friends

   4.  Sibling Rivalry

   5.  Mood


	   6.  Somatic Complaints

   7.  Extracurricular activities

   8.  Sleep

	Narrative of Problems by Number
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	HISTORY - ASSETS
	

	A. Interests / Activities
	

	
	

	
	

	
	

	
	

	
	

	
	

	B.  Responsibilities
	

	
	

	
	

	
	

	
	

	
	

	
	

	C.  Good Characteristics
	

	
	

	
	

	
	

	
	

	
	

	
	

	PMH: Problems
	Yes
	No
	Description of Problems

	Fetal Drug / Alcohol Exposure
	
	
	

	Fetal Nicotine Exposure
	
	
	

	Birth Complications
	
	
	

	Hyperbilirubinemia
	
	
	

	Anemia
	
	
	

	Elevated Lead
	
	
	

	Recurrent Otitis
	
	
	

	Chronic Snoring / Apnea
	
	
	

	Frequent Fractures
	
	
	

	Frequent Lacerations
	
	
	

	Head Trauma / LOC
	
	
	

	Seizures
	
	
	

	Meningitis
	
	
	

	Developmental Delay
	
	
	

	Other
	
	
	


	FAMILY HISTORY
	Mother
	Father
	MGM
	MGF
	PGM
	PGF
	Sibling
	Sibling
	Sibling
	Other

	ADHD
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	LD
	
	
	
	
	
	
	
	
	
	

	School Drop Out
	
	
	
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	
	
	
	

	Suicide
	
	
	
	
	
	
	
	
	
	

	Bipolar
	
	
	
	
	
	
	
	
	
	

	Schizophrenic
	
	
	
	
	
	
	
	
	
	

	OCD
	
	
	
	
	
	
	
	
	
	

	Panic Attacks
	
	
	
	
	
	
	
	
	
	

	Tics / Tourettes
	
	
	
	
	
	
	
	
	
	

	Drugs / Alcoholism
	
	
	
	
	
	
	
	
	
	

	Felony Convictions
	
	
	
	
	
	
	
	
	
	

	Mental Retardation
	
	
	
	
	
	
	
	
	
	

	FH Follow up
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	SOCIAL HISTORY:

   Intact Family         Parents Divorced        Single Parent        State Custody        Adopted        Other

	Narrative

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________



	PHYS. EX: Normal, check “N”;   Abnormal, check “Abn”, circle, and describe;

Not Examined: check Not Ex, line out if  item in category not ex.
	N
	Abn
	Not Ex
	DESCRIPTION OF ABNORMAL FINDINGS

	GENERAL APPEARANCE:  Well-develop., Well-nour., hydrated, NAD, playful
	
	
	
	

	BEHAVIOR IN OFFICE:
	
	
	
	

	SKIN:  Color, Rash, Edema, Hair, Nails, Lesions
	
	
	
	

	HEAD:  Shape, Sinuses, Sutures, Fontanells
	
	
	
	

	EYES:  Lids, Conjunctiva, Sclera, 
	
	
	
	

	EARS:  Pinna, Canals, TMs, Appearance, Mobility
	
	
	
	

	NOSE:  Nares, Turbinates, Drainage
	
	
	
	

	MOUTH:  Mucosa, Tongue, Teeth, Tonsils, Pharynx
	
	
	
	

	NECK:  ROM, Masses, Thyroid, Bruit
	
	
	
	

	LYMPH:  Cervical, Occipital, Axillary, Inguinal, Other
	
	
	
	

	CHEST:  Symmetry, Rib Tenderness, Retractions
	
	
	
	

	LUNGS:  CTA, Rales, Rhonchi, Wheezing, Aeration, DOE
	
	
	
	

	HEART/PULSES:  Rhythm, Murmur, Gallop, Rub, S1/S2, PMI
	
	
	
	

	ABDOMEN/GI:  Contour, Mass, Tenderness, Organs, HM/SM
	
	
	
	

	GU/RECTAL:  M:  Scrotum, Testes, Penis, Prostate, Inguinal
	
	
	
	

	                            F:  BUS, Vagina, Cervix, Uterus, Adnexa
	
	
	
	

	MUSCULOSKELETAL:  ROM, Tenderness, Edema, Symmetry, Stability, Tone
	
	
	
	

	NEUROLOGICAL:  CN, Gait, DTRs / Reflexes, Motor, Sensory
	
	
	
	

	ASSESSMENT

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

PLAN

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

 Telephone F/U


 Office visit ________minutes in which >50% was counseling.

___________________________________________________________

RTC: ________mo.(s)________wk(s)________day(s)                                                      SIGNATURE
