

SUMMERS PEDIATRICS S.C. 
PHYSICAL EXAM QUESTIONNAIRE 2 Yrs and up  

Name:								Date:			
Medications:	                        	     Allergies:		                   			
Reactions: 				      Developmental/Health Concerns:				
Sport/Exercise/Activities:								
How many times per week? 			How many minutes/hrs. per day?		
Prior Surgeries:				       
School Grade:				School Problems? 					
Meals/day ________ Snacks/day _________  Milk:_____cups Juice:_____cups Soda:______cups
Servings Circle one: Fruits_____ Day/Week  Vegetables______ Day/Week  Meats_______ Day/Week  
Fish______ Day/Week
[bookmark: _GoBack]Stools per day(bowel movement):		Constipated:    Yes     No            Bed wetting:    Yes     No   	
Hours of Sleep per 24 hours:	                   Hours per day looking at TV, Phone, Ipad, Computer?:		
Glasses:  Yes        No		Contacts:  Yes        No       Does anyone smoke at home:  Yes        No
Has there been any changes in: Medical History:	Yes   No     Social History: Yes   No
Has your child seen any other physician (specialist/dentist) since last visit?  Yes      No
If yes, Who?:					                    	
Immediate Family History:
 Diabetes:    Yes     No	Cancer:   Yes    No		 Heart Disease:     Yes   No
Cholesterol:   Yes   No	Immune Disease:   Yes   No	 Neurological:   Yes   No
Kidney Disease:   Yes   No	Gastrointestinal:   Yes   No	 Psychiatric:   Yes   No 
Alcohol Abuse:   Yes    No	 Drug Abuse:     Yes   No
Menstrual Cycle (only for girls if it applies to her)
Age of 1st period: _____How many days does period last? _____  Do you have cramps? Yes   No
When was your last period? ___________  Period monthly? Yes   No  If no, please explain: 		 	                  



