
EPSDT Physical Examination   
	Name:
	Date of Birth:
	Physical Exam Date:
	 FORMCHECKBOX 
 Initial Exam
 FORMCHECKBOX 
 Annual Exam


Medical History (Patient’s & family’s history of illnesses, diseases, and allergies)
	Family Diseases – Member Affected
	Previous Diseases of this Child.  Only those applicable – Approximate dates

	Alcoholism


Epilepsy



Hemophilia


Insanity


Instability



Rheumatism 



Tuberculosis



Venereal


	Chickenpox


Cholera



Constipation


Convulsions


Diarrhea



Diphtheria



Diseased Joints  

Influenza


	Injuries



Malnutrition



Measles



Mumps



Operations



Pneumonia



Polio




Other



	Rheumatism 



Scarlet Fever


Smallpox


Tonsillitis


Tuberculosis





Typhoid





Whooping Cough


	Injection or any Serum Dates 


Physical Exam
	Guide to a comprehensive, unclothed physical examination

	1. 
	Nutrition
	
	Temp 

     

Pulse



B/P



Weight


Height



Vision Screen

RT



LT   


Hearing

RT



LT   


 Adolescents: :::
Breast exam 



Testicular exam 



Sexual activity 



Contraceptive

Measures


	 Laboratory studies: 
Urinalysis


Hematocrit or 
Hemoglobin

Sickle Cell test:



(one time only as indicated by ethnicity & family history)
Tuberculin test 


Lead Test Date:  


  
(For children ages 12-72 months)
If laboratory studies were not completed – document reason:
 Developmental Assessment:   
Current Functioning 
Concerns 

              
Recommendation 



 Mental Health Assessment: : 
Current Functioning 
Concerns 


Recommendation 



	2. 
	Posture
	
	
	3. 

	4. 
	Skin
	
	
	5. 

	6. 
	Vaccination Scar
	
	
	7. 

	8. 
	Chest
	
	
	9. 

	10. 
	Heart
	
	
	11. 

	12. 
	Lungs
	
	
	13. 

	14. 
	Abdomen
	
	
	15. 

	16. 
	Genitalia Inflammation, etc.
	
	
	17. 

	18. 
	Extremities
	
	
	19. 

	20. 
	Reflexes
	
	
	21. 

	22. 
	Head
	
	
	23. 

	24. 
	Neck (glands, etc.)
	
	
	25. 

	26. 
	Ears
	
	
	27. 

	28. 
	
	
	
	29. 

	30. 
	Nose 
	
	
	31. 

	32. 
	Throat – Mouth
	
	
	33. 

	34. 
	Tonsils
	
	
	35. 

	36. 
	Eyes – If evidence of disease–

refer to Ophthalmologist
	
	
	37. 

	 Dental assessment:   
Document any problems: 








Referral to a dentist (list name) 






	

	Immunizations

	Type
	Date
	Type
	Date
	Type
	Date
	Type
	Date

	DPT
	
	Mumps
	
	Hib
	
	Influenza
	

	Measles (Rubeola)
	
	Polio
	
	Varicella
	
	Hepatitis A
	

	Rubella
	
	Hepatitis B
	
	Pneumococcal
	
	
	

	Comments or Recommendations:

	Doctor’s Name:

	Phone #:
	Doctor’s Signature:
	Date:

	Address:
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