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  Adolescent Health Maintenance Flow Sheet (11to < 18years)

Patient Name: _______________________________(M)____(F)____ DOB: ______________________

African American: _______ Asian: _______ Caucasian: _______  Hispanic: _______ Other: _______ 

Advance Directives: Yes ____ No ____  Allergies: __________________________________________ 

Family History:  (List Positives from Family History)

          Disease/Condition                   Relationship                       Disease/Condition              Relationship

	
	
	
	

	
	
	
	

	
	
	
	


Past Medical History:

     Hospital/Surgery/Procedure                   Date                  Hospital/Surgery/Procedure            Date 

	
	
	
	

	
	
	
	

	
	
	
	


                Problem List / Date                                                         Medication List / Date

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


** Health Risk( Assessment (circle one)                      Intervention/Counseling                               Date           
	Alcohol/Drug                                +        -
	( Education     ( Counseling     ( Referral     ( Rx
	

	Exercise                                         +       -  
	( Education     ( Counseling     ( Referral     ( Rx
	

	Firearms in the home                     +       -
	( Education     ( Counseling     ( Referral     ( Rx
	

	Nutritional Status                          +        -
	( Education     ( Counseling     ( Referral     ( Rx
	

	STD/HIV/Unwanted pregnancy   +        -
	( Education     ( Counseling     ( Referral     ( Rx
	

	Tobacco Use                                  +       -
	( Education     ( Counseling     ( Referral     ( Rx
	

	 Seat Belts/Smoke Detectors         +       -
	( Education     ( Counseling     ( Referral     ( Rx
	


 ** Behavioral Assessment                                       Intervention /Counseling                                      Date     

	Anxiety
	( Education     ( Counseling     ( Referral     ( Rx
	

	Coping skills
	( Education     ( Counseling     ( Referral     ( Rx
	

	Depression
	( Education     ( Counseling     ( Referral     ( Rx
	

	Suicide thoughts/threats
	( Education     ( Counseling     ( Referral     ( Rx
	


               ** Immunization                                                                                Day/Mo/Yr       
	Tetanus (due between age 11-16)
	
	
	
	

	MMR (#2)
	
	
	
	

	Hepatitis B (Only if not done earlier)
	
	
	
	

	Varicella (If not done earlier or no Hx of chicken pox)
	
	
	
	

	TB Mantoux (low risk, ages 14-16)
	
	
	
	

	Influenza vaccine for asthmatic patients
	
	
	
	


Adolescent Health Maintenance Flow Sheet (11 to < 18Years)

Patient Name: _____________________________________ DOB:  ______________

	  Date
	
	
	
	
	
	
	
	
	

	  Ht./Wt.
	
	
	
	
	
	
	
	
	

	  B/P
	
	
	
	
	
	
	
	
	

	  T, P, R
	
	
	
	
	
	
	
	
	


**Complete Yearly Physical Exam   (General Inspection)

                              Normal   Abnormal               Description of Abnormal Findings                     Date

	Head
	
	
	
	

	Eyes
	
	
	
	

	Ears
	
	
	
	

	Nose
	
	
	
	

	Mouth & Throat
	
	
	
	

	Neck
	
	
	
	

	Facial
	
	
	
	

	Cardiovascular
	
	
	
	

	Chest & Lungs
	
	
	
	

	Abdomen
	
	
	
	

	Genitals
	
	
	
	

	Pap Smear (if sexually active)
	
	
	
	

	Musculoskeletal
	
	
	
	

	Neurological
	
	
	
	

	Skin
	
	
	
	

	Mental & Emotional
	
	
	
	


  **Development                       Anticipatory Guidelines                                      Comments               Date

	Puberty, Menses
	Drugs, alcohol, tobacco, UV protection, bike safety, skating safety, MV safety, limit passive activity, junk food, sexual behavior
	
	


** Screening                 Normal    Abnormal               Intervention /Counseling                                                  Date


	Dental Screening
	
	
	( Education     ( Counseling     ( Referral     ( Rx
	

	Hearing Screening
	
	
	( Education     ( Counseling     ( Referral     ( Rx
	

	Visual Screening
	
	
	( Education     ( Counseling     ( Referral     ( Rx
	


     Labs   (=High Risk                        Date      WNL     Abnormal (indicate date and results)  Pt. Notif        Initials

	*CBC / Hgb
	
	
	
	
	

	Cholesterol (
	
	
	
	
	

	Sickle cell/thalassemia (If not done at earlier age) (
	
	
	
	
	

	UA
	
	
	
	
	


   ** Disease Management                                                         (indicate date and results)

	Anemia children 6 mos – 20 years
	
	
	
	

	Screening:  ages 5–12 yrs x1 / 14– 20yrs x1
	
	
	
	

	Treatment:  appropriate nutritional / pharmacological therapy if anemic
	
	
	
	

	Re-Monitoring:  if anemic at 3 mon intervals
	
	
	
	

	Asthma
	
	
	
	

	Classification of Asthma (circle one)
	Mild:
	Mod:
	Severe Persistent:
	Initials

	Peak Flow reading with Asthma Dx


	
	
	
	Initials

	Action Plan


	
	
	
	Initials

	Anti-inflammatory use when pt. has had 1 inpt. Stay or 3 ER visits.
	
	
	
	


Physician Signature:________________________________Date__________________

