


	Patient’s Name:
	
	Date of EPSDT Exam:
	

	Physician’s Name:
	
	Check here if NOT an EPSDT exam:
	 FORMCHECKBOX 


	Address:
	
	Phone Number:
	

	Health History:  (Use Back if Needed):
	


	Exam
	Findings
	Exam
	Findings

	Height
	
	Lymphatic Systems
	

	Weight
	
	Chest/Lungs
	

	Blood Pressure
	
	Heart
	

	Pulse
	
	Abdomen
	

	Visual Acuity
	
	Breasts
	

	Hearing
	
	Genitals (pelvic & pap)**
	

	Skin
	
	Extremities
	

	Head/Lice
	
	Rectal
	

	Eyes
	
	Neurological
	

	Ears
	
	Urinalysis
	

	Throat
	
	Other
	

	Nose
	
	Other:
	

	Detection of Heart Murmur
	
	Lead Exposure Screening
	

	Sickle Cell Testing:
	
	** if sexually active
	


	1.
	Assess the child’s development progress:  FORMCHECKBOX 
Delayed    FORMCHECKBOX 
On Target    FORMCHECKBOX 
Advanced

	
	
	

	2.
	If the child is age appropriate, inform them of Pregnancy prevention, HIV/Aids prevention, and general information about the prevention and treatment of disease.    FORMCHECKBOX 
Completed    FORMCHECKBOX 
NA

	
	

	3.
	Laboratory or diagnostic test indicated by physician including those required to 

	
	Detect communicable disease.  (Use back in needed.): 
	

	
	
	
	

	4.
	Immunizations UP to Date:  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	Immunizations given today:
	

	
	
	

	5.
	Abnormal Findings:
	

	
	
	

	6.
	Treatment (Medication & or Recommendations:
	

	
	

	
	
	

	Physician’s Signature:
	
	Date:
	


