The ChildHealth Center, PA
NAME:​​​​​​​​​​​​​​​​​​​​​​​​​__________________________________ DOB:________ 
Form 09232009

BIRTH through 5 MONTHS

WELL VISIT HISTORY FORM
Diet?
⁯  Breastfeeds  ⁯ one side  ⁯ both sides  for ________minutes every ________ hours



⁯  Supplements with which formula?____________, ______ oz every ______hours


⁯  Formula feeds with which formula?_____________,  _______oz every ______hours

⁯  Any juice, and if so, how much? ​​​​​​​​​​​​​​​_________________________________________


⁯  Any cereal, and if so, how much? ________________________________________


⁯  Other foods?  ________________________________________________________

Any feeding problems?
⁯  Spits a small amount a few times a day


⁯  Spits moderate amounts
⁯ Spits large amounts
  ⁯ Usually spits once or twice after feeds


⁯ Spits repeatedly between feeds   ⁯  Difficulty latching  ⁯ Other______________________
Elimination?
________ bowel movements (poops) ___________  ⁯ per day or ⁯ per week


Stools are:  ⁯ soft  ⁯ formed  ⁯ pasty  ⁯ liquid  ⁯ pellet like  ⁯ hard


Color is:   ⁯ yellow   ⁯ green   ⁯ brown   ⁯ white   ⁯  bloody


How many wet diapers (pees) per day?  ______________


If baby is a boy, does he have a good stream?  ⁯ yes   ⁯ no

Sleep?
⁯ on back   ⁯ on side   ⁯ on stomach  ⁯ baby rolls into different positions


_____ hours of sleep/night   _____ naps/day   ⁯ sleeps through night  ⁯ sleeps well


⁯ up once or twice   ⁯ awakens frequently   ⁯ sleeps poorly   ⁯ trouble falling asleep

Safety?
   ⁯ travels in car seat   ⁯ rides on someone’s lap  ⁯ forward facing   ⁯ rear facing  

⁯ front seat of car   ⁯ back seat (or middle in van) 

⁯ have smoke detectors in home & check twice a year

Cigarette smoke exposure?  ⁯ no  ⁯yes—how much____________________________

Family?  Lives with ⁯ single parent   ⁯ both parents  ⁯ grandparent  ⁯ foster parent

Care?
⁯ Home w mother  ⁯ home w father  ⁯ home w sitter  ⁯ daycare center  ⁯ in-home daycare
⁯ stays in relative’s or friend’s home
List any concerns you have about your child (list the most important one(s) first in case there is not time to discuss every one at this visit—a follow up visit may be necessary to discuss complicated problems):
