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 Pediatric Health Maintenance Flow Sheet (Newborn to < 3 years)

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 +,-)                        Intervention/Counseling                            Date/

           ((Consider using adolescent sheet)                                                                                                                                    Initials
	Alcohol/Drug use by parents (    +        -
	( Education     ( Counseling     ( Referral     ( Rx
	

	Exercise                                         +       -  
	( Education     ( Counseling     ( Referral     ( Rx
	

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

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

	STD’s of parents                    (    +        -
	( Education     ( Counseling     ( Referral     ( Rx
	

	Tobacco use by parents          (    +       -
	( Education     ( Counseling     ( Referral     ( Rx
	

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


Immunization        Day/Mo/Yr       Immunization         Day/Mo/Yr      Immunization         Day/Mo/Yr
	DPT/DT/Td

(Specify type)
	1.

2. 

3.

4.

5.
	Polio

(Specify type

OPV / IPV)
	1.

2.

3.

4.


	Hepatitis B
	1.

2.

3.



	HiB

Haemaphilu

Influenzae type

B
	1.

2.

3.

4.
	MMR
	1.

2.


	PVC
	1.

2.

3.

4.

	Varicella (or date of chicken pox)
	1.
	TB Risk Assessment/PPD (every year)
	1.
	Other vaccine

(Influenza vaccine if asthmatic)
	1.


Physician Signature: _____________________________________________________

Date: __________________________________________________________________

Pediatric Health Maintenance Flow Sheet (Newborn to < 3 years)
Patient Name: __________________________________ DOB:  _______________  Full Term: _____ AGA: _____

                                                                                                                                            Pre Term: _____ SGA: _____

                                                                                                                                                                          LGA: _____                         

                                                                                            Vitals

	  Date
	
	
	
	
	
	
	
	
	

	  Ht./Wt.
	
	
	
	
	
	
	
	
	

	  T, P, R
	
	
	
	
	
	
	
	
	

	Head Circ:
	
	
	
	
	
	
	
	
	


**Complete Physical Exam

          Age                 Milestones Reached (circle)                   Anticipatory Guidelines (circle)  
      Date

	Newborn
	
	Wt. Loss, vaginal discharge, swollen breast, bathing, stools, car seat
	

	2 –4 weeks
	Palmer grasp, raises head, responds to sound 
	Wt. Loss, Umbilical stump, spitting up, burping
	

	2 months
	Social smile, Coos, No head drool, grasps
	Car safety, falls(rolls over), crib guard, choking
	

	4 months
	Pulls to stand, squeals, babbles, laughs, rolls prone to supine reaches, raises body on hands
	Safety: electrical cords and outlets, teething, risks of walkers and solid foods.
	

	6 months
	Rolls over, sits with support, turns to voice
	Water safety, aspiration, stranger anxiety, safety
	

	9 months 
	Sits well, crawls, pulls to stand, says dada, mama, waves bye, drinks from cup
	Stranger anxiety, poison proof, holds breath, stairs, bedtime routine, spoon and cup feeds
	

	12 months
	Points finger, supported walk, 1-3 words
	Wean whole milk, Low appetite, temper tantrums
	

	15 months
	Walks alone, 3-6 words, scribbles, off bottle
	Car seat, choking, drowning, OFF BOTTLE
	

	18 months
	Kicks & throws ball, 4-10 words, Uses spoon
	Do not force toilet training, water safety, matches
	

	2 years
	Feed self, up & down stairs, 20 words, Interest in bowel control, Imitates adults
	Kitchen and street safety, poor appetite, negative
	


       Screening                  Normal   Abnormal           Describe Findings/Intervention
           Date       Date      Date

	Head /Neck
	
	
	
	
	
	
	
	
	
	

	EENT
	
	
	
	
	
	
	
	
	
	

	Cardiovascular
	
	
	
	
	
	
	
	
	
	

	Chest & Lungs
	
	
	
	
	
	
	
	
	
	

	Abdomen
	
	
	
	
	
	
	
	
	
	

	Gentials
	
	
	
	
	
	
	
	
	
	

	Hips
	
	
	
	
	
	
	
	
	
	

	Neurological
	
	
	
	
	
	
	
	
	
	

	Skin
	
	
	
	
	
	
	
	
	
	


Labs      ( = High Risk          Date      WNL       Abnormal (indicate date and results)          Pt. Notified       Initials
	CBC / Hgb
	
	
	
	
	

	Cholesterol  (
	
	
	
	
	

	**Lead Screen
	
	
	12 mos.                       24 mos.
	
	

	Sickle cell/thalassemia (
	
	
	
	
	

	UA
	
	
	
	
	

	Lead Screening ®
	
	
	
	
	


** Disease Management                                                             (indicate date and results)

	Anemia: children 6 mons – 20 years
	
	
	
	

	Screening: ages 6 – 12 mon x 1; 15 mon – 4 yrs x 1
	
	
	
	

	Treatment:  appropriate nutritional / pharmacological therapy if anemic
	
	
	
	

	Re-monitoring:  if anemic @ 3 mon intervals
	
	
	
	

	Asthma
	
	
	
	

	Classification of Asthma


	Mild:
	Mod:
	Severe Persistent:
	

	Peak Flow reading with Asthma Dx


	
	
	
	

	Action Plan


	
	
	
	

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


	
	
	
	


