Child’s name Date of birth Today's Date
(first last)
Screening for Child Age 5 - 10 years Age __ Years
Nutrition How many ounces of milk None 4 8 16 24 35
per day
What type of milk Whole 2% 1% Skim Soy Rice Other
How many ounces of juice None 4 8 16 24 525
per day
H
ow many ounces of water None 4 3 16 54 595
per day
How many caffeinated drinks None 1 5 3 a 5
per day
Eats regular meals including
fruits/vegetables ves No
Protein Source Red Meat  Chicken  Turkey  Fish
Education School Grade Pre-K Kinder 1% 2 3¢ gh g
Special Education No Yes
School Performance A B C D F other
Parent/teacher concerns No Yes
Behavior concerns No Yes
Attention Normal Abnormal
Homework Normal Abnormal
Social Interaction
Normal Abnormal
Well Child Sleeping Concerns No Yes
Behavior/Attention Normal Abnormal
Has friends Yes No
At I.ea.zst 1 hour of physical Yes No
activity per day
Less than 2 hours screen time
Yes No
per day
Does your child wear a helmet
with riding a bicycle, Yes No
skateboard, etc.
Do you have a swimming pool No Yes
Car Seat Booster Seat Seat Belt
Car Safety
" Back Seat Front Seat
Brushes teeth Twice/day Once/day
Has your child been diagnosed with Asthma? No Yes
When was your child last Influenza Vaccine? Date:




