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Review of Systems                       Infant/Toddler

Name: ____________________________________________ Medical Provider: ______________________________________

Date: _____________________________________________ Chart # ______________________________________________

If adults in the household work outside of the home, what child care arrangements are made for this child?  ______________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Where has your gone for check-ups until now?  _____________________________________________________________________

___________________________________________________________________________________________________________

Where has your gone for check-ups until now?  _____________________________________________________________________

Please list any other medical problems: ___________________________________________________________________________

___________________________________________________________________________________________________________

Patient Centered. Community Based.

CARRBORO FAMILY MEDICINE CENTER, P.A.

YES      NO FEEDING/NUTRITION:

___ ___ Is your child’s appetite usually good? 

___ ___ Does your child eat a lot of “junk food”? 

___ ___ Does your child follow a vegetarian or vegan diet? 

___ ___ Does he/she take vitamins? 

___________ Do you have city water or well water?

  
  DEVELOPMENT AT/BEHAVIOR :

___ ___ Does he/she have trouble sleeping? 

___________ How many hours does he/she sleep per night? 

  SAFETY/ENVIRONMENT:

___	 ___	 Are	there	working	smoke	&	carbon	monoxide	detectors	on	each	floor	in	the	house?	

___ ___ Does your child always use a car seal/seat belt when riding in a car? 

___ ___ Are there any smokers in the house? 

___ ___ Are there any problems with the condition of your home? (paint-peeling, insects, rats or mice, etc?) 

___ ___ Do you have a record of immunizations? 

___ ___ Who referred you to our practice? __________________________________________________________________

Past Medical History


