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Tri County Medical Associates


1610 East 10th Street


West Point, GA 31833


(V) 706-645-2300


(F) 706-645-2312





Ht ______ ____%      Wt _______ ____%     BP ____________    Staff Initials 


Temp ________     Pulse ________     Resp. ________                __________





Interpreter present:     □  Yes     □  No


Language: English / Spanish / _____________________________________








Dental: Seen Dentist? Y/N   Approximate Date: _____/_____/_____ Brushing? Y/N  _________________________________________________


Exercise: _____________________________________________________


Recreation/Hobbies/TV: _________________________________________


 Environmental Risks—Check if assessed


□ Lead risk                          □ Guns in house/bldg	       □ TB exposure


□ Alcohol use in house/bldg □ Housing inadequate	      □ Domestic violence


□ Smokers in house/bldg     □ Drug use in house/bldg □ Other


□ Identified risks	 ______________________________________________


Active community supports/resources:


______________________________________________________________


Mental Health/Behavior Risks:


□ No concerns


□ Concerns (explain)	 ____________________________________________


Observation of parent/child interaction: 


□ Appropriate


□ Not appropriate (explain)	 _______________________________________


Other:





Family/social history (refer to chart)   □ Completed   □ Updated


Parental concerns: ______________________________________________


_______________________________________________________________


Recent injury/illness/surgery/hospitalizations: 








Allergies: ______________________________________________________


Medications: ___________________________________________________





□ Blood lead (if never tested)                  □ UA (required)  (SNA if unobtainable)





Vision concerns    □ No   □ Yes (explain) ___________________________


Hearing concerns  □ No   □ Yes (explain) __________________________





Personal/Social/Cognitive�
N�
AB�












□ Developmental screening


     tool if used:


Name of tool ____________


_______________________


Staff initials _____________








□ By observation/exam/


     parent report. No tool


     Used.�
�
•  Dresses without help�
�
�
�
�
•  Plays make believe�
�
�
�
�
•  Plays board games�
�
�
�
�
Language�
�
�
•  Names 4 colors�
�
�
�
�
•  Counts 5 blocks�
�
�
�
�
•  Understands 4 prepositions�
�
�
�
�
•  Able to define 5 words�
�
�
�
�
•  Speech all understandable�
�
�
�
�
Gross motor�
�
�
•  Balances each foot 5 sec�
�
�
�
�
•  Heel-to-toe walk�
�
�
�
�
Fine motor/adaptive�
�
�
•  Copies square demonstrated�
�
�
�
�
•  Copies   +�
�
�
�
�
•  Recognizes some letters�
�
�
�
�
•  Draws person with 6 parts�
�
�
�
�






Hearing (25 db)�
Vision�
�
Right Ear�
Left Ear�
Glasses  □ Yes  □ No


Right Eye          /


Left Eye            /





□ Normal  


□ Refer to eye clinic


□  Question validity/  


       retest�
�
500�
1000  �
2000�
4000�
500�
1000�
2000�
4000�
�
�
�
�
�
�
�
�
�
�
�
�
□ Normal □ Abnormal □ Question validity/retest


Comments:                          Staff Initials _______�
�
�









�
N�
AB�
�
HEENT�
�
�
�
Skin (rashes)�
�
�
�
CV (activity level)�
�
�
�
Resp (wheezing)�
�
�
�
GI (vomiting/stools)�
�
�
�
GU (pain on voiding/stream/bedwetting)�
�
�
�
Neuromuscular (headaches, limb pain)�
�
�
�
Remainder of review of systems (unlisted) negative □





Date of Visit:_____/_____/_____		       New/Established


Medical Record Number: _________________________________________


Child’s Name: __________________________________________________


Address: ______________________________________________________


Telephone: ____________________________________________________


Date of Birth: ____________   Age: ______   Gender:   □ Male   □ Female


Provider: ______________________________________________________


Informant: _____________________________________________________


Relationship to child: ____________________________________________








Child’s Name: ______________________________________________________________________                         Medical Record Number:  __________________________________________________





N = normal     Ab = Abnormal (check appropriate box)�
N�
AB�
�
   1. General Appearance:�
�
�
�
   2. Skin:   color  •  character  •  birthmarks�
�
�
�
   3. Nodes:   cervical  •  axillary  •  inguinal�
�
�
�
   4. Head:   shape  •  hair�
�
�
�
   5. Eyes:   EOM  • red reflex • corneal light reflex  • PERL •  cross


       cover accommodation  •  fundi  •  lids�
�
�
�
   6. Ears:    pinna  •  canals  •  TMs�
�
�
�
   7. Nose:   patency • nares  •  turbinates�
�
�
�
   8. Mouth:   mucosa  •  tonsils  •  teeth  •  throat�
�
�
�
   9. Neck:   ROM  •  thyroid�
�
�
�
10. Chest:    shape  •  symmetry  •  lungs  •  respiration rate�
�
�
�
11. CV:   rate  •  rhythm  •  S1  •  S2  •  murmur  •  femoral pulses�
�
�
�
12. Abd:  contour •  liver •  spleen •  masses • anus • bowel sounds�
�
�
�
13. GU: 


   �
♀   labia  •  vaginal mucosa  •  urethra�
�
�
�
�
♂   penis  •  testes  •  hernia�
�
�
�
14. MS:   ROM  •  gait  •  spine�
�
�
�
15. Neuro:   DTRs  •  clonus  •  motor strength  •  sensory�
�
�
�
Document Abnormals (by number):





(  Topics discussed�
�
Healthy Habits�
�
�
Limit TV�
�
Food choices (fruits, vegies, grains)�
�
�
Safety: matches / poisons / guns�
�
Safe after-school environment�
�
�
Safety: water/playground/stranger�
�
Adequate sleep/physical activity�
�
�
Safety: car seat / seat belts / bike 


 helmet�
�
Curiosity about sex�
�
�
�
�
Infection risk reduction�
�
�
Dental sealants�
�
Eliminate lead risk�
�
Social Competence�
�
�
School readiness�
�
Family rules, respect, right from 


wrong�
�
�
Praise, encourage�
�
�
�
�
Knows address and phone  #�
�
Anger control/conflict resolution�
�
Family Relationships�
�
�
Affection�
�
Know child’s friends / families�
�
�
Sibling relationships�
�
Ethical role model�
�
																	Other:





Nutrition: (variety/misses meals/wt concern) _________________________


Milk: (whole, 2%, 1%, skim) _______________________________________


Sleep: bedtime ____________   awakes ____________





□ Verbal referral for preventive dental visit





□ Child well


□ Additional Diagnoses (specify):
































Referrals


□ Smoking cessation class


□ Other:


�
�
□ Encouraged smoking cessation


□ Need for financial assistance/Social services


□ Requires additional health education


□ Dental resource information given


□ Schedule 6-year preventive visit





Are immunizations on schedule?   □ Yes   □ No  (Update Record Card)


If not, catch-up plan?	 _______________________________________________


Previous reaction?   □Yes   □ No





Comments: _______________	_______________________________________


Immunizations ordered/given:     □ Hepatitis B       □ DTaP        □ IPV


□ HIB                □ MMR                □ Varicella	


If immunization(s) due but not given, explain:


□ Has had chickenpox infection


□ Other _________________________________________________________





_______________________________________________________________________________ 


Provider’s Signature


□  Note dictated








