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 Patient Name: ____________________________

 DOB: ___________________________________

 MRN: ___________________________________

 Visit Date: _______________________________
CC: _______________________________________________________________________________________________________________
HPI: Accompanied by: 

























































































_____________________________
DIET:  FORMCHECKBOX 
PO  FORMCHECKBOX 
NG  FORMCHECKBOX 
G-Tube  FORMCHECKBOX 
G-J 


























_______
____________________________________________________________________________________________________________
DEVELOPMENT:










































____________________________
INTERVENTION PROGRAMS/SERVICES:








































_____________________

EQUIPMENT:



























_____________________

MEDICATIONS:





























_______
___________________________________________________________________________________________________________________
ROS:





























______________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________
ALLERGIES:    N
    Y ________________________________________________________________________________________________
PHYSICAL EXAM
WEIGHT


kg

%ile HEIGHT

cm

%ile OFC

cm_______
%ile
WEIGHT/HEIGHT RATIO

BMI
____kg/m2
____%ile
      HR
      
RR
____BP
________mmHg
EXAMINATION: GEN:




  _____HEENT:  FORMCHECKBOX 
 nl  




______________
RESP:  FORMCHECKBOX 
 nl  





  _____CV:  FORMCHECKBOX 
 nl  



_____________________
ABD:  FORMCHECKBOX 
 nl  





  _____EXTR/SPINE:  FORMCHECKBOX 
 nl  


_____________________
NEURO:







_________________________________________________________

___________________________________________________________________________________________________________________

OTHER: __________________________________________________​​​​​​​​​​​​​​​​​​​​​​​​__________________________________

Initials: _______
	
	WNL
	ABNL
	COMMENTS

	General Appearance
	
	
	

	Head
	
	
	Fontanelle:

	Eyes
	
	
	Esotropia,exotropia:
	Pupils:
	Conjuctiva:

	
	
	
	Nystagmus:
	Extraocular Movements:

	Ears
	
	
	TM:

	Nose
	
	
	Mucosa:

	Throat/Palate
	
	
	Teeth:
	Palate:
	Tonsils:

	Neck
	
	
	Adenopathy:
	Trach:

	Chest/Respiratory
	
	
	Work of Breathing:
	Auscultation:

	Cardiovascular
	
	
	Rhythm:
	Murmur:
	Pulses:

	Abdomen
	
	
	Liver:
	BS:
	Shape:
	Gtube:

	
	
	
	Vesicostomy:
	Mace:
	Monti:

	Genitalia/Anus
	
	
	Penis:
	Testes:
	Pernineum:

	Extremities/Hips
	
	
	Range of Motion:
	Contractures:
	Anomalies:

	Back/Spine
	
	
	

	Skin
	
	
	Rash:
	Wounds:

	

	Neuromuscular Status:  0=Not checked  1=Normal  2=Increased  3=Decreased  4=Equivocal  5=Normal/inc  6=Normal/dec

	Trunk
	
	Neck
	
	Shoulder
	
	RUE
	
	LUE
	
	

	

	
	Right
	Left
	
	Right
	Left
	
	Right
	Left
	
	Right
	Left
	

	Hand
	
	
	Hip
	
	
	Knee
	
	
	Ankle
	
	
	

	

	Reflex Exam:  0=Absent  1=Hypoactive  2=Normal  3=Hyperactive  4=Unsustained  clonus  5=Sustained clonus

	
	Right
	Left
	
	Right
	Left
	
	Right
	Left
	

	Bicep
	
	
	Knee
	
	
	Ankle
	
	
	

	

	Sensory/Motor:  N=Normal  A=Abnormal  S=Suspect

	Visual Tracking
	
	Primitive Reflexes
	
	Cranial Nerves
	
	Oromotor Skills
	
	Hearing
	
	Gait
	
	

	

	Functional Level of Lesion

	
	Right
	Left
	
	Right
	Left
	

	Thoracic( flaccid lower extremities)
	
	
	Low Lumbar (foot dorsiflexion present)
	
	
	

	High Lumbar (hip flexion present)
	
	
	Sacral (foot plantar flexion present)
	
	
	

	Mid Lumbar (knee extension present)
	
	
	

	

	Method of Mobility: Check One

	
	Community ambulators- walks indoors and outdoors for most activities and may need crutches and/or braces uses wheelchair for long trips out of community.

	
	Household ambulators- walks indoors and with apparatus, able to get in/out of chair and bed with little if any assistance, may use wheelchair for some indoor home and school activities and for all activities in the community.

	
	Non-functional ambulators-Walking is a therapy session, in school or hospital.  Afterward wheelchair is used to get from place to place and all needs for transportation

	
	Non-ambulators- wheelchair bound but usually can transfer from chair to bed

	
	Not applicable due to age

	

	Modified Ashworth Scale of Muscle Tone:  0=No increase  1=Slight increase  1+=resistance <50%  2=marked increase  3=PROM difficult  4=rigid

	
	Right
	Left
	
	Right
	Left
	
	Right
	Left
	

	Wrist Flex
	
	
	Hip Add
	
	
	Knee Ext
	
	
	

	Wrist Ext
	
	
	Hip Abd
	
	
	Knee Flex
	
	
	

	Elbow Flex
	
	
	Hip Ext
	
	
	Ankle Dorsiflex
	
	
	

	Elbow Ext
	
	
	
	
	
	Ankle Plantarflex
	
	
	

	

	Developmental Assessment

	Skills
	Estimated Level of Function
	Normal
	Borderline
	Delayed

	Gross Motor
	
	
	
	

	Fine Motor
	
	
	
	

	Social Adaptive
	
	
	
	

	Language
	
	
	
	



 Patient Name: ____________________________

 DOB: ___________________________________

 MRN: ___________________________________

 Visit Date: _______________________________




Dear Dr. ________________________________________,

The above named patient was seen for evaluation today by the Section of Developmental Pediatrics at Riley Hospital for Children.  Our initial impressions and recommendations are listed below and on the accompanying Outpatient Discharge Instructions Form.  

Diagnosis:

1.








5.







2.






  

6.







3.








7.







4.








8.







Seen also at Today’s Visit:

   FORMCHECKBOX 
Social Work        FORMCHECKBOX 
Family Care Coordinator        FORMCHECKBOX 
Dietician        FORMCHECKBOX 
Speech Therapist      FORMCHECKBOX 
Other






Recommendations/Tests/Comments: 



 FORMCHECKBOX 
2011 AAP Health Supervision Guidelines given/reviewed       
 FORMCHECKBOX 
  Please See Outpatient Discharge Instructions. 


 FORMCHECKBOX 
Atlantoaxial instability information sheet given/reviewed

 FORMCHECKBOX 
 
I saw and evaluated the patient with the resident and performed key portions of the history and physical exam.  I agree with the findings as documented in the visit notes.

 FORMCHECKBOX 

I reviewed previous medical records and/or diagnostic studies ( FORMCHECKBOX 
 Labs     ⁭ FORMCHECKBOX 
 X-rays     ⁭ FORMCHECKBOX 
 Other).

 FORMCHECKBOX 
 
I spent _______ minutes face-to-face time with this family.  ________ of those minutes were spent in counseling and/or coordination of 
care which is more than 50% of the total face-to-face time.

We Discussed:

















































Signature: ______________________________________ 

Signature: ________________________________________

 FORMCHECKBOX 
Dictated      FORMCHECKBOX 
Billed                                         FORMCHECKBOX 
Formal Dictation to Follow    ⁭ FORMCHECKBOX 
In Lieu of Dictation

 FORMCHECKBOX 
  The patient was seen today incident to Dr. _____________________________, who was present in clinic as supervising physician.  
Section of Developmental Pediatrics 


Established Patient Visit Form





705 Riley Hospital Drive, Room 1601


Indianapolis, IN  46202-5210
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