
Patient information

Name: Date of birth:

Patient number: Gender:

Physician/pediatrician:

Parent/guardian’s name:

Contact information:

Date of examination:

Medical history

Past medical history:

Immunization status: Allergies (if there are any):

Medications: Family medical history:

Dietary habits: Physical activity level:

Vital signs

Temperature:  °C/°F Blood pressure:  mmHg

Respiratory rate:  bpm Heart rate:  bpm

SPO2:  %

Pediatric Physical Exam



Physical examination

I. General appearance:

Not examined

Normal

Abnormal

Remarks:

Behavior:

Nutritional status:

Activity level:

II. Head/ear/nose/throat:

Not examined

Normal

Abnormal

Remarks:

Head shape and fontanelles (infants):

Eyes (pupillary response, red reflex):

Ears (hearing, tympanic membrane appearance):

III. Cardiovascular:

Not examined

Normal

Abnormal

Remarks:

Heart sounds:

Pulses:



IV. Abdomen and viscera:

Not examined

Normal

Abnormal

Remarks:

V. Lymphatic:

Not examined

Normal

Abnormal

Remarks:

VI. Musculoskeletal:

Not examined

Normal

Abnormal

Remarks:

Range of motion:

Muscle tone and strength:

VII. Genito-urinary (as indicated):

Not examined

Normal

Abnormal

Remarks:

External genitalia:

VIII. Skin:

Not examined

Normal

Abnormal

Remarks:

Inspection for rashes, lesions, bruises:

IX. Locomotor:

Not examined

Normal

Abnormal

Remarks:



IX. Neurological system:

Not examined

Normal

Abnormal

Remarks:

Reflexes:

Sensory and motor function:

XI. Gait:

Not examined

Normal

Abnormal

Remarks:

XII. Psychiatric:

Not examined

Normal

Abnormal

Remarks:

Developmental screening:

Milestones achieved:

Areas of concern:



Immunization and preventive care

Already administered:

Administered today:

Scheduled next:

Additional notes

Healthcare information

Name: License ID number:

Signature: Date of assessment:


	Already administeredRow1: Influenza, DTaP, Hepatitis B, Polio, MMR, Varicella.
	Administered todayRow1: None required.
	Scheduled nextRow1: Annual Influenza vaccine, next scheduled check-up in 12 months.
	Name: Kaia Bates
	Date of birth: March 10, 0202
	Patient number: 987654321
	Gender: Female
	Physicianpediatrician: Dr. Lisa Reynolds
	Parentguardians name: Sarah Bates
	Contact information: (123) 456-7890
	Date of examination: March 19, 2025
	Past medical historyRow1: No significant past illnesses. One episode of acute otitis media at 18 months.
	Temperature CF: 37.2
	Blood pressure mmHg: 90/60
	Respiratory rate bpm: 22
	Heart rate bpm: 100
	SPO2: 98
	Immunization status: 
	0: 
	0: Up-to-date with all vaccinations per CDC schedule. Last vaccine received: Influenza (Jan 2025).
	1: No known drug, food, or environmental allergies.

	1: 
	0: Balanced diet, consumes fruits, vegetables, dairy, and protein. Occasionally picky with vegetables.
	1: Active, engages in play daily, runs, climbs, and participates in structured toddler activities.


	Family medical historyRow1: 
	0: 
	0: None currently.
	1: No history of genetic disorders. Paternal history of hypertension. Maternal history of asthma.


	RemarksI General appearance Not examined Normal Abnormal: Well-nourished, well-hydrated, alert, and
active.
	Behavior: Interactive, cooperative, age-appropriate social engagement.
	Nutritional status: Healthy weight for age, no signs of malnutrition.
	Activity level: Active and energetic, appropriate motor skills for age.
	RemarksII Headearnosethroat Not examined Normal Abnormal: No deformities, no signs of infection or
congestion.
	Head shape and fontanelles infantsRow1: Anterior fontanelle closed, no abnormalities.
	Eyes pupillary response red reflexRow1: Pupils equal, round, and reactive to light. Red reflex intact bilaterally.
	Ears hearing tympanic membrane appearanceRow1: No signs of infection, tympanic membranes intact and mobile.
	RemarksIII Cardiovascular Not examined Normal Abnormal: No murmurs or abnormal heart sounds.
	Heart sounds: Regular rate and rhythm, no gallops or rubs.
	Pulses: Strong and equal bilaterally.
	Group1: Choice2
	Group2: Choice5
	Group3: Choice8
	RemarksIV Abdomen and viscera Not examined Normal Abnormal: Soft, non-tender, no masses or
organomegaly.
	RemarksV Lymphatic Not examined Normal Abnormal: No palpable lymphadenopathy.
	RemarksVI Musculoskeletal Not examined Normal Abnormal: Normal posture, symmetrical movements.
	Range of motion: Full, unrestricted.
	Muscle tone and strength: Normal for age.
	RemarksVII Genitourinary as indicated Not examined Normal Abnormal: Normal external genitalia, no abnormalities
noted.
	External genitalia: No signs of infection or irritation.
	RemarksVIII Skin Not examined Normal Abnormal: No rashes, lesions, or bruises.
	Inspection for rashes lesions bruises: No concerning skin findings.
	RemarksIX Locomotor Not examined Normal Abnormal: Normal gait and coordination.
	Group4: Choice2
	Group5: Choice5
	Group6: Choice8
	Group7: Choice11
	Group8: Choice14
	Group9: Choice17
	RemarksIX Neurological system Not examined Normal Abnormal: No neurological deficits noted.
	Reflexes: Age-appropriate, symmetric.
	Sensory and motor function: Normal tone, good coordination, intact reflexes.
	RemarksXI Gait Not examined Normal Abnormal: Normal walking and balance for age.
	RemarksXII Psychiatric Not examined Normal Abnormal: No signs of emotional distress or behavioral
concerns.
	Developmental screeningRow1: Age-appropriate cognitive and motor skills.
	Milestones achievedRow1: Walking, running, speaking in simple sentences.
	Areas of concernRow1: None noted.
	Group10: Choice2
	Group11: Choice5
	Group12: Choice8
	Additional notesRow1: No acute concerns. Recommended continued balanced nutrition and regular physical activity.
	Name_2: Dr. Luisa Reynolds, MD
	License ID number: 37236481
	Signature: Luisa Reynolds
	Date of assessment: March 19, 2025


