Child Physical Exam    
Eastern Oregon Head Start * One University Boulevard * La Grande, OR 97850 * 541-962-3798
Child’s Name: ____________________________________________________     Date of Birth:______________

Exam Setting: ( Clinic  ( School/Center Completed By: ( MD  ( FNP ( PA  ( RN  ( LPN  Other:__________
Physical Exam/Assessment

Blood Pressure: ______________________  Height: ___________________ Weight: ___________________  


NORMAL    ABNORMAL    REFERRED    NOT EVALUATED
Comments:
General Appearance…………………………



 
Posture, Gait………………………………….




Speech………………………………………..




Head…………………………………………..




Skin……………………………………………




Eyes External Aspects……………………….




       Optic Fundoscopic………………………




       Cover Test……………………………….




Ears External Canal………………………….




Nose, Mouth, Pharynx……………………….




Teeth…………………………………………..




Heart…………………………………………..




Lungs………………………………………….





Abdomen (Include Hernia)…………………..





Genitalia……………………………………….





Bones, Joint, Muscles……………………….





Glands (Lymphatic/Thyroid)………………... 





Muscular Coordination……………………….





Other______________________________





Iron level:
HCT __________  HGB ___________

*Lead Level:  ______ug/dL finger prick (If ≥ 10ug/dL then_____________venous blood draw)
*(If parent is unable to provide written documentation that their child received lead screening blood test  at ages 12 and 24 months, CMS and Head Start require children receive a lead screening blood test between the ages of 36 and 72 months.)  
Allergies:   __________________________________________________________________________________

Medications:   _______________________________________________________________________________

Immunizations Given at this Time: ______________________________________________________________
Treatment or
Follow-up needed:  Yes          No

   BA  BB  BC         E          LGA  LGB  LGC  LGD        U           
Date of Next Appointment:





_______/______/_______











Comments:



































Provider Signature___________________________________ Exam Date__________________________


Printed or Stamped Name and Address of Provider: __________________________________________


						           __________________________________________


						           __________________________________________





BA  BB  BC         E          LGA  LGB  LGC  LGD        U                     
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