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AHCCCS EPSDT TRACKING FORMS

The AHCCCS EPSDT Tracking Forms must be used by providers to document all age-specific, required information related to EPSDT screenings and visits.  Only the AHCCCS forms may be used; substitutes are not acceptable.  AHCCCS Contractors are required to make these forms available to their contracted providers.  Interested persons may refer to Chapter 400 in this Manual for a discussion of EPSDT responsibilities and services.

A copy of the completed form signed by the clinician should be placed in the member's medical record. 

If the member is enrolled with an AHCCCS Contractor, a copy of the completed and signed form must be sent to that Contractor. 

If the patient is an AHCCCS fee-for-service member (e.g., enrolled in Indian Health Services), the provider should maintain a copy of the EPSDT tracking form in the medical record, but does not need to send a copy elsewhere. 

AHCCCS Contractors and AHCCCS medical providers may reproduce the EPSDT forms as needed.  All others may reproduce the forms with permission of the Arizona Health Care Cost Containment System.  Written requests for the Tracking Forms may be directed to:

AHCCCS

Division of Health Care Management

CQM/Maternal and Child Health

701 E. Jefferson, Mail Drop 6500

Phoenix, AZ 85034

(602) 417-4410

NOTE:  The Centers for Medicare and Medicaid Services require AHCCCS to provide specified services to our EPSDT population.  These EPSDT Tracking Forms have been designed to ensure that needed services are performed, and that our members are provided an opportunity to receive preventive care.  Please do NOT alter or amend these forms in any way without discussion with our Maternal and Child Health Manager at the address above.

Contact information for AHCCCS' subcontracted health care plans may be found at www.ahcccs.state.az.us. 

Revised 1/1/2004, 11/01/2003, 06/01/2003

Effective 07/01/2001

	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Birth Wt:
	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Nutritional Screen:  Breast Feeding:
	
	Formula (type):
	
	Supplements:
	

	Developmental Screen:  Age Appropriate? (e.g., rooting reflex, startle, suck & swallow)
	Yes
	
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:

	1. Skin/Hair/Nails
	
	
	

	2. Ear/Hearing 
    (Hospital screening done?)
	
	
	

	3. Eyes/Vision (red reflex)
	
	
	

	4. Mouth/Throat/Teeth
	
	
	

	5. Nose/Head/Neck
	
	
	

	6. Heart
	
	
	

	7. Lungs
	
	
	

	8. Abdomen
	
	
	

	9. Genitourinary
	
	
	

	10. Extremities
	
	
	

	11. Spine (scoliosis)
	
	
	

	12. Neurological
	
	
	

	13. 2nd Newborn PKU (>72 hrs) 
      prenatal labs/history
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	· Was Hepatitis B given at birth?
	Yes
	
	
	No
	
	
	

	
	· Pt. needs immunizations?
	Yes
	
	
	No
	
	
	

	
	· Shot Record initiated?
	Yes
	
	
	No
	
	
	

	

	ANTICIPATORY GUIDANCE

	· Supine sleep position
	· Drowning prevention
	· Postpartum adjustment

	· Signs of illness
	· Passive smoke
	· Family involvement

	· Injury prevention
	· Car seat
	· Infant bonding

	· Emergency/911
	· Parenting practices
	· Next appt./transportation needed?  

	REFERRALS:
	CRS
	
	WIC
	
	DDD
	
	ALTCS
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note:


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Birth Wt:
	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile:

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Nutritional Screen:  Breast Feeding:
	
	Formula (type):
	
	Supplements:
	

	Developmental Screen:  Age Appropriate? (e.g., responds to sounds, responds to parent’s voice, follows with eyes?)   
	Yes
	
	No
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:

	1. Skin/Hair/Nails
	
	
	

	2. Ear/Hearing 
    (Hospital screening done?)
	
	
	

	3. Eyes/Vision (red reflex)
	
	
	

	4. Mouth/Throat/Teeth
	
	
	

	5. Nose/Head/Neck
	
	
	

	6. Heart
	
	
	

	7. Lungs
	
	
	

	8. Abdomen
	
	
	

	9. Genitourinary
	
	
	

	10. Extremities
	
	
	

	11. Spine (scoliosis)
	
	
	

	12. Neurological
	
	
	

	13. Hemoglobin/Hematocrit 
      (perform at 1-9 mos of age)
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Was Hepatitis B given at birth?
	Yes
	
	
	No
	
	

	
	Will 2nd Hep B be given today?
	Yes
	
	
	No
	
	

	
	Shot Record initiated?
	Yes
	
	
	No
	
	

	

	ANTICIPATORY GUIDANCE

	· Supine sleep position
	· Drowning prevention
	· Postpartum adjustment

	· Signs of illness
	· Passive smoke
	· Family involvement

	· Injury prevention
	· Car seat
	· Infant bonding

	· Emergency/911
	· Parenting practices
	· Next appt./transportation needed?  

	REFERRALS:
	CRS
	
	WIC
	
	DDD
	
	ALTCS
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Birth Wt:
	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile:

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Nutritional Screen:  Breast Feeding:
	
	Formula (type):
	
	Supplements:
	

	Developmental Screen:  Age Appropriate? (e.g., smiles responsively, lifts head, vocalizes in play?)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:

	1. Skin/Hair/Nails
	
	
	

	2. Ear/Hearing 
	
	
	

	3. Eyes/Vision (red reflex)
	
	
	

	4. Mouth/Throat/Teeth
	
	
	

	5. Nose/Head/Neck
	
	
	

	6. Heart
	
	
	

	7. Lungs
	
	
	

	8. Abdomen
	
	
	

	9. Genitourinary
	
	
	

	10. Extremities
	
	
	

	11. Spine (scoliosis)
	
	
	

	12. Neurological
	
	
	

	13. Hemoglobin/Hematocrit 
      (perform at 1-9 mos of age)
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	
	

	Given today?  Hep B
	
	DTaP
	
	Hib
	
	IPV
	
	PCV
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	· Postpartum Adjustment

	· Supine sleep position
	· Drowning prevention
	· Parenting Practices

	· Signs of illness
	· Passive smoke
	· Family involvement

	· Injury prevention
	· Car seat
	· Infant bonding

	· Emergency/911
	· Dental gum care/bacteria
	· Next appt./transportation needed?  

	REFERRALS:
	CRS
	
	WIC
	
	DDD
	
	ALTCS
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Birth Wt:
	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile:

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Nutritional Screen:  Breast Feeding:
	
	Formula (type):
	
	Supplements:
	

	Developmental Screen:  Age Appropriate? (e.g., babbles & coos, rolls front to back, controls head well)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:

	1. Skin/Hair/Nails
	
	
	

	2. Ear/Hearing 
	
	
	

	3. Eyes/Vision (red reflex)
	
	
	

	4. Mouth/Throat/Teeth
	
	
	

	5. Nose/Head/Neck
	
	
	

	6. Heart
	
	
	

	7. Lungs
	
	
	

	8. Abdomen
	
	
	

	9. Genitourinary
	
	
	

	10. Extremities
	
	
	

	11. Spine (scoliosis)
	
	
	

	12. Neurological
	
	
	

	13. Hemoglobin/Hematocrit 
      (perform at 1-9 mos of age)
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	
	

	Given today?  Hep B
	
	DTaP
	
	Hib
	
	IPV
	
	PCV
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	· Postpartum Adjustment

	· Supine sleep position
	· Drowning prevention
	· Parenting Practices

	· Car Seat
	· Passive smoke
	· Family involvement

	· Injury prevention/rolling
	· Teething/choking/solid foods
	· Infant bonding

	· Emergency/911
	· Dental gum care/bacteria
	· Next appt./transportation needed?  

	REFERRALS:
	CRS
	
	WIC
	
	DDD
	
	ALTCS
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Birth Wt:
	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile:

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Nutritional Screen:  Breast Feeding:
	
	Formula (type):
	
	Supplements:
	
	Solids:
	

	Developmental Screen:  Age Appropriate? (e.g., rolls over, transfers small objects, vocal imitation)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Hgb/Hct
	Yes
	
	No
	

	2. Ear/Hearing 
	
	
	
	(Perform once during 1-9 mo age range)

	3. Eyes/Vision (red reflex)
	
	
	
	

	4. Mouth/Throat/Teeth
	
	
	
	

	5. Nose/Head/Neck
	
	
	
	SCREENINGS:

	6. Heart
	
	
	
	Verbal Lead Risk Assessment

	7. Lungs
	
	
	
	Yes
	
	No
	

	8. Abdomen
	
	
	
	(Perform at 6 mo of age)

	9. Genitourinary
	
	
	
	

	10. Extremities
	
	
	
	ADDITIONAL LABS?

	11. Spine (scoliosis)
	
	
	
	Specify:

	12. Neurological
	
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	
	

	Given today?  Hep B
	
	DTaP
	
	Hib
	
	IPV
	
	PCV
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	· Postpartum Adjustment

	· Supine sleep position
	· Car Seat
	· Parenting Practices

	· Drowning prevention
	· Passive smoke
	· Family involvement

	· Injury prevention
	· Finger Foods/Cup Use
	· Interaction with Parents

	· Emergency/911
	· Teething/Tooth Brushing
	· Next appt./transportation needed?  

	REFERRALS:
	CRS
	
	WIC
	
	DDD
	
	ALTCS
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Birth Wt:
	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile:

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Dental Screen:  Brushing Teeth (minimal toothpaste)?       Education re: white spots on teeth given?
	Yes
	
	No
	
	

	Nutritional Screen:  Breast Feeding:
	
	Formula (type):
	
	Supplements:
	
	Solids:
	

	Developmental Screen:  Age Appropriate? (e.g., pulls to stand, may say “mama/dada”, crawls/creeps)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Hgb/Hct    
	Yes
	
	No
	

	2. Ear/Hearing 
	
	
	
	(Required if not done previously) 

	3. Eyes/Vision (red reflex)
	
	
	
	

	4. Mouth/Throat/Teeth
	
	
	
	

	5. Nose/Head/Neck
	
	
	
	SCREENINGS:

	6. Heart
	
	
	
	Verbal Lead Risk Assessment

	7. Lungs
	
	
	
	Yes
	
	No
	

	8. Abdomen
	
	
	
	(Perform at 9 mo of age)

	9. Genitourinary
	
	
	
	

	10. Extremities
	
	
	
	ADDITIONAL LABS:

	11. Spine (scoliosis)
	
	
	
	Specify:

	12. Neurological
	
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	
	

	Given today?  Hep B
	
	DTaP
	
	Hib
	
	IPV
	
	PCV
	
	Influenza
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	· Postpartum adjustment

	· Injury prevention
	· Car seat
	· Parenting practices

	· Drowning prevention
	· Passive smoke
	· Family involvement

	· Mobility safety
	· Finger foods/Self feeding
	· Interaction with parents

	· Emergency/911
	· Wean from bottle/cup use
	· Next appt./transportation needed?  

	REFERRALS:
	CRS
	
	WIC
	
	DDD
	
	ALTCS
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Birth Wt:
	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile:

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Dental Screen: 
	Daily tooth brushing?
	Yes
	
	No
	
	Education re: white spots on teeth given?
	Yes
	
	No
	
	

	Nutritional Screen:  Breast Feeding:
	
	Formula (type):
	
	Supplements:
	
	Solids:
	

	Developmental Screen:  Age Appropriate? (e.g., cruises, may take a few steps alone, precise pincer grasp)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test

	2. Ear/Hearing 
	
	
	
	Yes
	
	No
	

	3. Eyes/Vision (red reflex)
	
	
	
	(perform if at risk)

	4. Mouth/Throat/Teeth
	
	
	
	

	5. Nose/Head/Neck
	
	
	
	SCREENINGS:

	6. Heart
	
	
	
	Blood Lead Test

	7. Lungs
	
	
	
	Yes
	
	No
	

	8. Abdomen
	
	
	
	(perform at 12 mo of age)

	9. Genitourinary
	
	
	
	

	10. Extremities
	
	
	
	ADDITIONAL LABS:

	11. Spine (scoliosis)
	
	
	
	Specify:

	12. Neurological
	
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	
	

	Given today?  
	Hep B
	
	Hib
	
	IPV
	
	MMR
	
	Varicella
	
	

	
	PCV
	
	Influenza
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	· Postpartum adjustment

	· Sleep practices
	· Passive smoke
	· Parenting practices

	· Drowning prevention
	· Nutrition/Self feeding
	· Family involvement

	· Injury prevention /911
	· Wean from bottle/cup use
	· Interaction with parents/reading

	· Car seat/mobility
	· Discipline/praise
	· Next appt./transportation needed?  

	REFERRALS:
	CRS
	
	WIC
	
	DDD
	
	ALTCS
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile:
	

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Dental Screen: 
	Daily toothbrushing?
	Yes
	
	No
	
	Education re: white spots on teeth given?
	Yes
	
	No
	
	

	Nutritional Screen:  Breast/whole milk:
	
	Table foods:
	
	Supplements:
	
	Cup:
	

	Developmental Screen:  Age Appropriate? (e.g., says 3-6 words, understands simple commands, climbs stairs)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test

	2. Ear/Hearing 
	
	
	
	Yes
	
	No
	

	3. Eyes/Vision (red reflex)
	
	
	
	(perform if at risk)

	4. Mouth/Throat/Teeth
	
	
	
	

	5. Nose/Head/Neck
	
	
	
	SCREENINGS:

	6. Heart
	
	
	
	Verbal Lead Risk Assessment

	7. Lungs
	
	
	
	Yes
	
	No
	

	8. Abdomen
	
	
	
	(perform at 15 mo of age)

	9. Genitourinary
	
	
	
	

	10. Extremities
	
	
	
	ADDITIONAL LABS:

	11. Spine (scoliosis)
	
	
	
	Specify:

	12. Neurological
	
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	
	

	Given today?  
	Hep B
	
	DTaP
	
	Hib
	
	IPV
	
	MMR
	
	

	Varicella
	
	PCV
	
	Influenza
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	

	· Sleep practices
	· Passive smoke
	· Parenting practices

	· Drowning prevention
	· Nutrition
	· Family involvement

	· Injury prevention /911
	· Temper tantrums
	· Interaction with parents/reading

	· Car seat
	· Discipline/limits
	· Next appt./transportation needed?  

	REFERRALS:
	CRS
	
	WIC
	
	DDD
	
	ALTCS
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile:
	

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Dental Screen: 
	Daily tooth brushing?
	Frequency of sugar intake & snacks low in sugar discussed?
	Yes
	
	No
	
	

	Nutritional Screen:  Breast/whole milk:
	
	Table foods:
	
	Supplements:
	
	Cup:
	

	Developmental Screen:  Age Appropriate? (e.g., uses a cup, walks backwards, says 10-20 words)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test

	2. Ear/Hearing 
	
	
	
	Yes
	
	No
	

	3. Eyes/Vision (red reflex)
	
	
	
	(perform if at risk)

	4. Mouth/Throat/Teeth
	
	
	
	

	5. Nose/Head/Neck
	
	
	
	SCREENINGS:

	6. Heart
	
	
	
	Verbal Lead Risk Assessment

	7. Lungs
	
	
	
	Yes
	
	No
	

	8. Abdomen
	
	
	
	(perform at 18 mo of age)

	9. Genitourinary
	
	
	
	

	10. Extremities
	
	
	
	ADDITIONAL LABS:

	11. Spine (scoliosis)
	
	
	
	Specify:

	12. Neurological
	
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	
	

	Given today?  
	Hep B
	
	DTaP
	
	IPV
	
	Varicella
	
	Influenza
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	· Dental caries prevention
	

	· Sleep practices
	· Nutrition/mealtimes
	· Parenting practices

	· Drowning prevention
	· Sibling interaction
	· Family involvement

	· Injury prevention /911
	· Read to child
	· Interaction with parents/reading

	· Car seat
	· Discipline/limits
	· Next appt./transportation needed?  

	REFERRALS:
	CRS
	
	WIC
	
	DDD
	
	ALTCS
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	 
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	
	

	Weight:
	Percentile:
	Length:
	Percentile:
	Head Circ:
	Percentile:
	

	HISTORY:
	Temp:
	
	

	
	Pulse:
	
	

	
	Resp:
	
	

	Parental Comments/Concerns:
	

	Dental Screen:  Routine:
	
	Urgent:
	
	Parent advised:
	
	Brushing teeth?
	Yes
	
	No
	

	Nutritional Screen:  Adequate
	
	Inadequate
	
	Supplements:
	

	Hearing Screen:  Within normal limits (ABR, OAE):
	Yes
	
	No
	
	Speech:  Within normal limits?
	Yes
	
	No
	

	Developmental Screen:  Age Appropriate? (e.g., 20 word vocabulary, kicks ball, stacks 5 or 6 blocks)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (parental interview)
	Yes
	
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test

	2. Ear/Hearing 
	
	
	
	Yes
	
	No
	

	3. Eyes/Vision (red reflex)
	
	
	
	(perform if at risk)

	4. Mouth/Throat/Teeth
	
	
	
	SCREENINGS:

	5. Nose/Head/Neck
	
	
	
	Blood Lead Test

	6. Heart
	
	
	
	Yes
	
	No
	

	7. Lungs
	
	
	
	(perform at 24 mo of age)

	8. Abdomen
	
	
	
	

	9. Genitourinary
	
	
	
	ADDITIONAL LABS ORDERED:

	10. Extremities
	
	
	
	Hgb/Hct
	Yes
	
	No
	

	11. Spine (scoliosis)
	
	
	
	Urinalysis
	Yes
	
	No
	

	12. Neurological
	
	
	
	Other:  

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	
	

	Given today?  
	Hep B
	
	Varicella
	
	Hep A
	
	PCV
	
	Influenza
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	
	
	

	· Sleep practices
	· Car seat
	· Dental caries prevention
	· Family involvement

	· Drowning prevention
	· Nutrition/exercise
	· Toilet training
	· Interaction with parents

	· Injury prevention /911
	· Sun safety
	· Read to child
	· Next appt./transportation?  

	REFERRALS:

	Behavioral
	
	Dental 
	
	Nutritional
	
	Speech
	
	DDD
	
	ALTCS
	
	CRS
	

	WIC
	
	Specialty 
	
	Developmental
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	 
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	

	Weight:
	Percentile:
	Height:
	Percentile:
	BMI:
	Percentile:
	

	HISTORY:
	Vision Chart Exam:
	Temp:
	
	

	
	OD
	
	
	Pulse:
	
	

	
	OS
	
	
	Resp:
	
	

	
	OU
	
	
	BP
	
	

	Parental Comments/Concerns:
	Corrected  /  uncorrected
	BP Elevated?
	

	Dental Screen:  Date of last exam:
	
	Routine:
	
	Urgent:
	
	Parent advised:
	
	Brushing child’s teeth?
	Yes
	
	No
	

	Nutritional Screen:  Adequate
	
	Inadequate
	
	Supplements:
	

	Hearing Screen:  Within normal limits? (ABR, OAE):
	Yes
	
	No
	
	Speech:  Within normal limits?
	Yes
	
	No
	

	Developmental Screen:  Age Appropriate? (e.g., jumps in place, knows own name, rides a tricycle)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (Pediatric Symptom Checklist, parental interview, observation)
	Yes
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test

	2. Ear/Hearing 
	
	
	
	Yes
	
	No
	

	3. Eyes/Vision 
	
	
	
	(perform if at risk)

	4. Mouth/Throat/Teeth
	
	
	
	SCREENINGS:

	5. Nose/Head/Neck
	
	
	
	Blood Lead Test

	6. Heart
	
	
	
	Yes
	
	No
	

	7. Lungs
	
	
	
	(Perform at 36-72 mo of age if not previously done)

	8. Abdomen
	
	
	
	

	9. Genitourinary
	
	
	
	ADDITIONAL LABS ORDERED:

	10. Extremities
	
	
	
	Hgb/Hct
	Yes
	
	No
	

	11. Spine (scoliosis)
	
	
	
	Urinalysis
	Yes
	
	No
	

	12. Neurological
	
	
	
	Other:  

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	
	

	Given today?  
	Hep B
	
	Varicella
	
	PCV
	
	Hep A
	
	Influenza
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	
	· Toilet training
	

	· Drowning prevention
	· Sport helmet use
	· Passive smoke
	· Social interaction

	· Sun Safety
	· Nutrition/exercise
	· Reading/preschool
	· Family involvement

	· Car Seat
	· Dental caries prevention
	· Discipline
	· Next appt./transportation?  

	REFERRALS:

	Behavioral
	
	Dental 
	
	Nutritional
	
	Speech
	
	DDD
	
	ALTCS
	
	CRS
	

	WIC
	
	Specialty 
	
	Developmental
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name:
	First Name:
	ALABAMA MEDICAID #
	Age:

	
	
	

	Primary Care Provider Name and Office Phone Number:
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	

	Weight:
	Percentile:
	Height:
	Percentile:
	BMI:
	Percentile:

	HISTORY:
	Vision Chart Exam
	Temp:
	
	

	
	OD
	
	
	Pulse:
	
	

	
	OS
	
	
	Resp:
	
	

	
	OU
	
	
	BP
	
	

	Parental Comments/Concerns:
	Corrected  /  uncorrected
	BP elevated?
	

	Dental Screen: Date of last exam:
	
	Next appt:
	
	Routine
	
	Urgent
	
	Parent advised
	

	    Brushing child’s teeth?  Yes
	
	No
	
	

	Nutritional Screen:  Adequate
	
	Inadequate
	
	Supplements:
	

	Hearing Screen:  Within normal limits (Audiometry, OAE):
	Yes
	
	No
	
	Speech:  Within normal limits?
	Yes
	
	No
	

	Developmental Screen:  Age Appropriate? (e.g., sings a song, draws person with 3 parts, gives first/last name)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (Pediatric Symptom Checklist, parental interview, observation)
	Yes
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test

	2. Ear/Hearing 
	
	
	
	Yes
	
	No
	

	3. Eyes/Vision 
	
	
	
	(perform if at risk)

	4. Mouth/Throat/Teeth
	
	
	
	SCREENINGS:

	5. Nose/Head/Neck
	
	
	
	Verbal Lead Risk Assessment
	

	6. Heart
	
	
	
	Blood Lead Test

	7. Lungs
	
	
	
	
	Yes
	
	No
	

	8. Abdomen
	
	
	
	(perform at 36-72 mo of age)

	9. Genitourinary
	
	
	
	ADDITIONAL LABS ORDERED:

	10. Extremities
	
	
	
	Hgb/Hct
	Yes
	
	No
	

	11. Spine (scoliosis)
	
	
	
	Urinalysis
	Yes
	
	No
	

	12. Neurological
	
	
	
	Other:  

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Given today?
	
	Delayed?
	
	Deferred?
	

	Hep B
	
	DTaP
	
	IPV
	
	MMR
	
	Varicella
	
	Hep A
	
	Influenza
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	
	
	· “Safe at Home?”

	· Drowning prevention
	· Sport helmet use
	· Toilet training
	· Social interaction

	· Sun safety
	· Nutrition/exercise
	· Passive smoke
	· Family involvement

	· Car seat
	· Dental caries prevention
	· Reading/preschool
	· Next appt.?  

	REFERRALS:

	Behavioral
	
	Dental 
	
	Nutritional
	
	Speech
	
	DDD
	
	ALTCS
	
	CRS
	

	WIC
	
	Specialty 
	
	Developmental
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	 
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	

	Weight:
	Percentile:
	Height:
	Percentile:
	BMI:
	Percentile:

	HISTORY:
	Vision Chart Exam
	Temp:
	
	

	
	OD
	
	
	Pulse:
	
	

	
	OS
	
	
	Resp:
	
	

	
	OU
	
	
	BP
	
	

	Parental Comments/Concerns:
	Corrected  /  uncorrected
	BP elevated?
	

	Dental Screen: Date of last exam:
	
	Next appt:
	
	Routine
	
	Urgent
	
	Parent advised
	

	Nutritional Screen:  Adequate
	
	Inadequate
	
	Supplements:
	

	Hearing Screen:  Within normal limits (Audiometry,):
	Yes
	
	No
	
	Speech:  Within normal limits?
	Yes
	
	No
	

	Developmental Screen:  Age Appropriate? (e.g., recognizes alphabet, able to run, skip & jump, can dress self)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (Pediatric Symptom Checklist, parental interview, observation)
	Yes
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test
	
	

	2. Ear/Hearing 
	
	
	
	(perform if at risk)

	3. Eyes/Vision 
	
	
	
	Urinalysis
	
	

	4. Mouth/Throat/Teeth
	
	
	
	(required)

	5. Nose/Head/Neck
	
	
	
	SCREENINGS

	6. Heart
	
	
	
	Verbal Lead Risk Assessment
	

	7. Lungs
	
	
	
	Blood Lead Test
	
	

	8. Abdomen
	
	
	
	(Perform at 36-72 mo of age)

	9. Genitourinary
	
	
	
	ADDITIONAL LABS ORDERED:

	10. Extremities
	
	
	
	Hgb/Hct
	Yes
	
	No
	

	11. Spine (scoliosis)
	
	
	
	Other:  

	12. Neurological
	
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Given today?
	
	Delayed?
	
	Deferred?
	

	PCV
	
	Hep B
	
	DTaP
	
	IPV
	
	MMR
	
	Varicella
	
	Hep A
	
	Influenza
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	
	
	· “Safe at Home?”

	· Drowning/sun safety
	· Street safety
	· Passive smoke
	· Social interaction

	· Car seat/seat belts/air bags
	· Nutrition/exercise
	· Reading 
	· Family involvement

	· Sport/bike helmet use
	· Tooth brushing twice/day
	· School readiness
	· Next appointment  

	REFERRALS:

	Behavioral
	
	Dental 
	
	Nutritional
	
	Speech
	
	DDD
	
	ALTCS
	
	CRS
	

	WIC
	
	Specialty 
	
	Developmental
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	 
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	

	Weight:
	Percentile:
	Height:
	Percentile:
	BMI:
	Percentile:

	HISTORY:
	Vision Chart Exam
	Temp:
	
	

	
	OD
	
	
	Pulse:
	
	

	
	OS
	
	
	Resp:
	
	

	
	OU
	
	
	BP
	
	

	Parental Comments/Concerns:
	Corrected  /  uncorrected
	BP elevated?
	

	Dental Screen: Date of last exam:
	
	Next appt:
	
	Routine
	
	Urgent
	
	Parent advised
	

	Nutritional Screen:  Adequate
	
	Inadequate
	
	Supplements:
	

	Hearing Screen:  Within normal limits? (Audiometry):
	Yes
	
	No
	
	Speech: Within normal limits?
	Yes
	
	No
	

	Developmental Screen:  Age Appropriate? (e.g., school attendance, reading at grade level)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (Pediatric Symptom Checklist, parental interview, observation)
	Yes
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test
	

	2. Ear/Hearing 
	
	
	
	(perform if at risk)

	3. Eyes/Vision 
	
	
	
	

	4. Mouth/Throat/Teeth
	
	
	
	SCREENINGS

	5. Nose/Head/Neck
	
	
	
	Verbal Lead Risk Assessment
	

	6. Heart
	
	
	
	Blood Lead Test
	

	7. Lungs
	
	
	
	(perform at 36-72 mo of age)

	8. Abdomen
	
	
	
	

	9. Genitourinary
	
	
	
	ADDITIONAL LABS ORDERED:

	10. Extremities
	
	
	
	Hgb/Hct
	Yes
	
	No
	

	11. Spine (scoliosis)
	
	
	
	Urinalysis
	Yes
	
	No
	

	12. Neurological
	
	
	
	Other:

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Given today?
	
	Delayed?
	
	Deferred?
	

	Hep B
	
	DTaP
	
	IPV
	
	MMR
	
	Varicella
	
	Hep A
	
	Influenza
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	
	
	

	· Drowning/sun safety
	· Sports/injury prevention
	· Dental care/sealants
	· “Safe at Home?”

	· Seat belts/air bags
	· Street safety
	· Age appropriate behavior
	· Family involvement

	· Sport/bike helmet use
	· Nutrition/exercise
	· Social interactions
	· Next appointment  

	REFERRALS:

	Behavioral
	
	Dental 
	
	Nutritional
	
	Speech
	
	DDD
	
	ALTCS
	
	CRS
	

	Specialty
	
	Developmental
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name
	First Name
	ALABAMA MEDICAID #
	Age:

	 
	
	

	Primary Care Provider Name and Office Phone Number
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	

	Weight:
	Percentile:
	Height:
	Percentile:
	BMI:
	Percentile:  

	HISTORY:
	Vision Chart Exam
	Temp:
	
	

	
	OD
	
	
	Pulse:
	
	

	
	OS
	
	
	Resp:
	
	

	
	OU
	
	
	BP
	
	

	Parental Comments/Concerns:
	Corrected    uncorrected
	BP elevated?
	

	Dental Screen: Date of last exam:
	
	Next appt:
	
	Routine
	
	Urgent
	
	Parent advised
	

	Nutritional Screen:  Adequate
	
	Inadequate
	
	Supplements:
	

	Hearing Screen:  Within normal limits? (Audiometry):
	Yes
	
	No
	
	Speech: Within normal limits?
	Yes
	
	No
	

	Developmental Screen:  Age Appropriate? (e.g., school attendance, reading at grade level)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (Pediatric Symptom Checklist, parental interview, observation)
	Yes
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test
	

	2. Ear/Hearing 
	
	
	
	(perform if at risk)

	3. Eyes/Vision 
	
	
	
	

	4. Mouth/Throat/Teeth
	
	
	
	

	5. Nose/Head/Neck
	
	
	
	

	6. Heart
	
	
	
	

	7. Lungs
	
	
	
	

	8. Abdomen
	
	
	
	

	9. Genitourinary
	
	
	
	ADDITIONAL LABS ORDERED:

	10. Extremities
	
	
	
	Hgb/Hct
	

	11. Spine (scoliosis)
	
	
	
	Urinalysis
	

	12. Neurological
	
	
	
	Other:

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	

	Given today?
	Hep B
	
	PCV
	
	Hep A
	
	Influenza
	
	Varicella
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	
	
	

	· Drowning/sun safety
	· Sports/injury prevention
	· Dental care
	· “Safe at Home?”

	· Seat belts/air bags
	· Street safety
	· Age appropriate behavior
	· Family involvement

	· Sport/bike helmet use
	· Nutrition/exercise
	· Social interactions
	· Next appointment

	REFERRALS:

	Behavioral
	
	Dental 
	
	Nutritional
	
	Speech
	
	DDD
	
	ALTCS
	
	CRS
	

	Specialty
	
	Developmental 
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name:
	First Name:
	ALABAMA MEDICAID #
	Age:

	 
	
	

	Primary Care Provider Name and Office Phone Number:
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	

	Weight:
	Percentile:
	Height:
	Percentile:
	BMI:
	Percentile:

	HISTORY:
	Vision Chart Exam
	Temp:
	
	

	
	OD
	
	
	Pulse:
	
	

	
	OS
	
	
	Resp:
	
	

	
	OU
	
	
	BP
	
	

	Parental Comments/Concerns:
	Corrected  /  uncorrected
	BP elevated?
	

	Dental Screen: Date of last exam:
	
	Next appt:
	
	Routine
	
	Urgent
	
	Parent advised
	

	Nutritional Screen:  Adequate
	
	Inadequate
	
	Supplements:
	

	Hearing Screen:  Within normal limits?
	Yes
	
	No
	
	Speech:  Within normal limits?
	Yes
	
	No
	

	Developmental Screen:  Age Appropriate? (e.g., school attendance, reading at grade level)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (HEADDSS, GAPS, parental interview)
	Yes
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test
	

	2. Ear/Hearing 
	
	
	
	(perform if at risk)

	3. Eyes/Vision 
	
	
	
	

	4. Mouth/Throat/Teeth
	
	
	
	ADDITIONAL LABS ORDERED:

	5. Nose/Head/Neck
	
	
	
	Hgb/Hct
	
	

	6. Heart
	
	
	
	Lipid profile
	
	

	7. Lungs
	
	
	
	Urinalysis
	
	

	8. Abdomen
	
	
	
	Other
	
	

	9. Genitourinary/Breast
	
	
	
	Confidential Documentation:

	Tanner Stage
	
	
	
	
	
	See attached note please
	

	10. Extremities
	
	
	
	

	11. Spine (scoliosis)
	
	
	
	

	12. Neurological
	
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	

	Given today?
	Hep B
	
	Td
	
	MMR
	
	Influenza
	
	Varicella
	
	Hep A
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	
	
	· Education goals/activities

	· Drowning/sun safety
	· Dental/flossing/self care
	· Social interaction
	· “Safe at Home?”

	· Seat belts/air bags
	· Sex education
	· Depression/anxiety
	· Parenting advice

	· Sports/injury prevention

· Nutrition/exercise
	· Self control

· Peer refusal skills
	· Tobacco/alcohol/drugs/inhalants

· Violence prevention/gun safety
	· Family involvement

· Next appointment  

	REFERRALS:

	Behavioral
	
	Dental 
	
	Nutritional
	
	WIC
	
	Developmental
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name:
	First Name:
	ALABAMA MEDICAID #
	Age:

	 
	
	

	Primary Care Provider Name and Office Phone Number:
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	

	Weight:
	Percentile:
	Height:
	Percentile:
	BMI:
	Percentile:

	HISTORY:
	Vision Chart Exam
	Temp:
	
	

	
	OD
	
	
	Pulse:
	
	

	
	OS
	
	
	Resp:
	
	

	
	OU
	
	
	BP
	
	

	Parental Comments/Concerns:
	Corrected    uncorrected
	BP elevated?
	

	Dental Screen: Date of last exam:
	
	Next appt:
	
	Routine
	
	Urgent
	
	Parent advised
	

	Nutritional Screen:  Adequate
	
	Inadequate
	
	Supplements:
	

	Hearing Screen:  Within normal limits?
	Yes
	
	No
	
	Speech:  Within normal limits?
	Yes
	
	No
	

	Developmental Screen:  Age Appropriate? (e.g., school attendance, reading at grade level)   
	Yes
	
	No
	
	

	If suspicious, specific objective testing performed
	
	

	Behavioral Screen:  Age appropriate?  (HEADDSS, GAPS, parental interview)
	Yes
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test
	

	2. Ear/Hearing 
	
	
	
	(perform if at risk)

	3. Eyes/Vision 
	
	
	
	Urinalysis
	
	

	4. Mouth/Throat/Teeth
	
	
	
	(Perform at age 14)

	5. Nose/Head/Neck
	
	
	
	Hgb/Hct
	
	

	6. Heart
	
	
	
	(Perform at age 14)

	7. Lungs
	
	
	
	Additional Labs ordered:

	8. Abdomen
	
	
	
	Lipid profile
	
	

	9. Genitourinary/Breast
	
	
	
	Other tests: 
	

	Tanner Stage
	
	
	
	
	
	

	10. Extremities
	
	
	
	Confidential Documentation:

	11. Spine (scoliosis)
	
	
	
	See attached note please:
	

	12. Neurological
	
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	

	Given today?
	Hep B
	
	Td
	
	MMR
	
	Influenza
	
	Varicella
	
	Hep A
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	
	
	· Education goals/activities

	· Drowning/sun safety
	· Dental and self care
	· Social interaction
	· “Safe at Home?”

	· Seat belts/driving safety
	· Sex education/counseling
	· Depression/anxiety
	· Parenting advice

	· Sports/injury prevention

· Nutrition/exercise
	· Self control

· Peer refusal skills
	· Tobacco/alcohol/drugs/inhalants

· Violence prevention/gun safety
	· Family involvement

· Next appointment  

	REFERRALS:

	Behavioral
	
	Dental 
	
	Nutritional
	
	WIC
	
	Developmental
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


	
	
	
	
	

	Date:
	Last Name:
	First Name:
	ALABAMA MEDICAID #
	Age:

	 
	
	

	Primary Care Provider Name and Office Phone Number:
	Contractor:
	DOB:

	
	

	Accompanied by:
	Allergies:

	
	
	
	
	
	

	Weight:
	Percentile:
	Height:
	Percentile:
	BMI:
	Percentile:

	HISTORY:
	Vision Chart Exam
	Temp:
	
	

	
	OD
	
	
	Pulse:
	
	

	
	OS
	
	
	Resp:
	
	

	
	OU
	
	
	BP
	
	

	Parental Comments/Concerns:
	Corrected  /  uncorrected
	BP elevated?
	

	Dental Screen: Date of last exam:
	
	Next appt:
	
	Routine
	
	Urgent
	
	Parent advised
	

	Nutritional Screen:  Adequate
	
	Inadequate
	
	Supplements:
	

	Hearing Screen:  Within normal limits?
	Yes
	
	No
	
	Speech:  Within normal limits?
	Yes
	
	No
	

	Developmental Screen:  Age Appropriate? 
	Yes
	
	No
	
	If suspicious, specific objective testing performed
	

	Behavioral Screen:  Age appropriate?  (HEADDSS, GAPS, parental interview)
	Yes
	
	No
	
	

	

	PHYSICAL EXAM

	Are the following normal?
	Yes
	No
	Describe abnormal findings:
	LABS ORDERED:

	1. Skin/Hair/Nails
	
	
	
	Tuberculin Test
	

	2. Ear/Hearing 
	
	
	
	(perform if at risk)

	3. Eyes/Vision 
	
	
	
	

	4. Mouth/Throat/Teeth
	
	
	
	Additional labs ordered:

	5. Nose/Head/Neck
	
	
	
	Hgb/Hct
	
	

	6. Heart
	
	
	
	Urinalysis
	
	

	7. Lungs
	
	
	
	Lipid profile
	
	

	8. Abdomen
	
	
	
	Other tests:
	

	9. Genitourinary/Breast
	
	
	
	

	Tanner Stage
	
	
	
	
	
	Confidential Documentation:

	10. Extremities
	
	
	
	

	11. Spine (scoliosis)
	
	
	
	See attached note please:
	

	12. Neurological
	
	
	
	

	ASSESSMENT & PLAN:



	IMMUNIZATIONS:
	Pt. needs immunizations?  
	Yes
	
	No
	
	Delayed?
	
	Deferred?
	

	Given today?
	Hep B
	
	Td
	
	MMR
	
	Influenza
	
	Varicella
	
	Hep A
	
	Other
	

	

	ANTICIPATORY GUIDANCE
	
	
	· Education goals/activities

	· Drowning/sun safety
	· Dental and self care
	· Social interaction
	· “Safe at Home?”

	· Seat belts/driving safety
	· Sex education/counseling
	· Depression/anxiety
	· Parenting advice

	· Sports/injury prevention

· Nutrition/exercise
	· Self control

· Peer refusal skills
	· Tobacco/alcohol/drugs/inhalants

· Violence prevention/gun safety
	· Family involvement

· Next appointment  

	REFERRALS:

	Behavioral
	
	Dental 
	
	Nutritional
	
	WIC
	
	Developmental
	
	Specialty
	
	Other
	

	
	
	Yes
	
	No
	

	Clinician Name (print):
	Clinician Signature:
	See Additional/Supervisory Note?


�









