
Patient information

Child’s name: Date of birth:

Age: Gender:

Parent/guardian name:

Contact information:

Date of assessment:

Chief complaint

I. Appearance (tone, interactivity, consolability, look/gaze, speech/cry)

Muscle tone: Level of alertness:

Eye contact and gaze: Interaction with caregiver and environment:

Pediatric Assessment

Pediatric assessment triangle
The pediatric assessment triangle is a rapid, 15-30-second visual and auditory assessment to 
determine clinical status without equipment.



II. Work of breathing

Visible chest movements or retractions: Nasal flaring:

Audible breath sounds (grunting, wheezing): Positioning to ease breathing:

III. Circulation to skin

Skin color (pallor, cyanosis. mottling): Capillary refill time:

Presence of obvious bleeding:

Prenatal and birth history

Maternal health during pregnancy: Complications during pregnancy (if any):

Medical and development history



Birth weight and gestational age: Delivery method:

Medical history

Chronic illnesses: Hospitalizations and surgeries:

Allergies (food, medication, environmental): Immunization status:

Developmental milestones

Gross motor (e.g., crawling, walking) Fine motor (e.g., grasping, drawing)

Speech and language development: Social and emotional milestones:



Family medical history (genetic conditions, 
chronic diseases)

Home environment

Primary caregiver(s) School/daycare attendance and concerns

Social interactions and behavior at home and in school

I. Vital signs

Temperature: Heart rate:

Respiratory rate:

Blood pressure (if age-appropriate):

Weight: Height/length:

Head circumference (if under 2 years old):

Family and social history

Physical examination



II. General appearance

Alertness: Nutritional status: Hygiene and grooming:

III. Glasgow Coma Scale

Eye-opening

4: Spontaneous

3: To speech/sound

2: To pain

1: No response

Verbal response

5: Coos or babbles

4: Irritable crying

3: Cries to pain

2: Moans to pain

1: None

Motor response

6: Spontaneous

5: Withdraws to touch

4: Withdrawal to pain

3: Abnormal flexion

2: Abnormal extension

1: No response

IV. Systematic examination

Head and neck: Fontanelles  Symmetry  Lymph nodes

Eyes: Visual tracking  Red reflex  Alignment

Ears: Hearing  Tympanic membrane inspection

Nose and throat: Nasal patency  Oral mucosa  Tonsils

Chest and lungs: Breath sounds  Respiratory effort

Cardiovascular: Heart sounds  Murmurs  Pulses

Abdomen: Masses  Tenderness  Bowel sounds

Genitourinary: External genitalia (if indicated)



Developmental and functional assessment

Musculoskeletal:
Range of motion              Deformities

Neurological
Reflexes                         Tone                            Coordination

Cognitive function and attention span

Communication abilities (expressive and receptive)

Sensory processing (hearing, vision, tactile responses)

Gross and fine motor skills

Self-care abilities (feeding, dressing, toileting)



Behavioral and emotional assessment

Assessment summary and clinical impressions

Mood and affect

Attention, hyperactivity, and impulsivity signs

Anxiety, mood swings, or aggression



Plan and recommendations

Additional notes

Healthcare professional information

Name: __________________________________  License ID: _______________________________

Signature: _______________________________  Date of assessment: ______________________

Additional diagnostic tests Referrals to specialists (e.g., speech 
therapy, occupational therapy)

Health education provided to 
parents/guardians

Follow-up plan and schedule


	Childs name: Emily Parker
	Date of birth: May 11, 2019
	Age: 4 years
	Gender: Female
	Parentguardian name: Sarah Parker
	Contact information: (555) 123-4567
	Date of assessment: March 3, 2025
	Chief complaintRow1: Emily presents with frequent wheezing and shortness of breath, especially during physical activity. Parents report a persistent nighttime cough and occasional difficulty catching her breath after running.
	Muscle toneRow1: Normal, able to sit and stand independently
	Level of alertnessRow1: Alert, engages with caregivers and examiner
	Eye contact and gazeRow1: Maintains eye contact, follows objects appropriately
	Interaction with caregiver and environmentRow1: Responds well parental comfort, engaged in conversation
	Visible chest movements or retractionsRow1: Mild subcostal retractions noted
	Nasal flaringRow1: Absent
	Audible breath sounds grunting wheezingRow1: Wheezing noted on auscultation, no stridor or grunting
	Positioning to ease breathingRow1: Prefers sitting upright when experiencing shortness of breath
	Skin color pallor cyanosis mottlingRow1: Pink, no pallor or cyanosis noted
	Capillary refill timeRow1: <2 seconds
	Presence of obvious bleedingRow1: None
	Maternal health during pregnancyRow1: No complications, mother was in good health
	Complications during pregnancy if anyRow1: None reported
	Birth weight and gestational ageRow1: 6.8 lbs, born at 39 weeks
	Delivery methodRow1: Vaginal
	Chronic illnessesRow1: Suspected asthma, frequent upper respiratory infections
	Hospitalizations and surgeriesRow1: One hospitalization for bronchiolitis at age 2
	Allergies food medication environmentalRow1: Seasonal pollen allergies
	Immunization statusRow1: Up to date
	Gross motor eg crawling walkingRow1: Able to run, jump, and climb stairs
	Fine motor eg grasping drawingRow1: Can hold a pencil, stack blocks, and use utensils independently
	Speech and language developmentRow1: Speaks in complete sentences, understands and follows instructions
	Social and emotional milestonesRow1: Comfortable with caregivers, shows appropriate emotions
	Family medical history genetic conditions chronic diseasesRow1: Mother has a history of asthma, father has seasonal allergies
	Home environmentRow1: Lives in a non-smoking household with two parents and one older sibling
	Primary caregiversRow1: Mother and father
	Schooldaycare attendance and concernsRow1: Attends preschool, no learning concerns reported
	Social interactions and behavior at home and in schoolRow1: Social and interactive, plays well with peers
	Temperature: 98.6°F (37°C)
	Heart rate: 110 bpm
	Respiratory rate: 26 breaths per minute
	Blood pressure if ageappropriate: 90/60 mmHg
	Weight: 34 lbs (15.4 kg)
	Heightlength: 39 inches (99 cm)
	Head circumference if under 2 years old: N/A (patient is over 2 years old)
	AlertnessRow1: Alert and interactive
	Nutritional statusRow1: Appropriate for age
	Hygiene and groomingRow1: Well-groomed and clean
	Group1: Choice1
	Group2: Choice2
	Group3: Choice3
	Check Box2: 
	0: 
	0: Yes
	1: Off
	2: Off

	1: 
	0: Yes
	1: Off
	2: Off

	2: 
	0: Yes
	1: Off

	3: 
	0: Yes
	1: Off
	2: Off

	4: 
	0: Yes
	1: Off

	5: 
	0: Yes
	1: Off
	2: Off

	6: 
	0: Yes
	1: Off
	2: Off

	7: 
	0: Off


	Cognitive function and attention spanRow1: Age-appropriate, follows multi-step instructions
	Communication abilities expressive and receptiveRow1: Speaks clearly, appropriate vocabulary for age
	Sensory processing hearing vision tactile responsesRow1: Normal responses to auditory, visual, and tactile stimuli
	Gross and fine motor skillsRow1: Meets developmental expectations
	Selfcare abilities feeding dressing toiletingRow1: Feeds herself, dresses with minimal assistance
	Check Box3: 
	0: 
	0: Yes
	1: Off

	1: 
	0: Yes
	1: Off
	2: Off


	Assessment summary and clinical impressions: Emily presents with recurrent wheezing and mild respiratory distress consistent with suspected asthma. Her growth and development are within normal limits. No acute distress noted, but continued monitoring for respiratory symptoms is recommended.
	Mood and affect: 
	0: Appropriate, engages with examiner
	1: No concerns noted

	Anxiety mood swings or aggression: No signs of distress or aggression
	Health education provided to: Pulmonary function test referral for asthma evaluation
	Followup plan and schedule: Pediatric pulmonologist for further assessment
	Additional notes: Discussed asthma triggers, medication use, and symptom monitoring
	Followup plan and scheduleRow1: Return in 4 weeks for symptom review and lung function assessment
	Healthcare professional information: Parents advised to monitor for worsening respiratory symptoms and seek immediate care if distress increases. Recommended continued preschool attendance with an asthma action plan in place.
	Name: 
	0: Dr. Lisa Reynolds, MD
	1: Lisa Reynolds

	License ID: 12345678
	Date of assessment_2: 03/03/2025


