
 
4 - 6 Month Child Health History & Physical Check-up 

PLEASE PRINT  
 

Signature/Title______________________________   Date_________________ 
 
Signature/Title___________________________ __   Date__________________ 
 

DH 3105H, 09/08 (Replaces DH 3105A & DH 3105B)  

 
 

Label 

PERSONAL:          Well child visit        Parent/Caregiver Request           
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PRENATAL HISTORY:          Completed previously 
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PERINATAL HISTORY:    Completed previously 
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MEDICAL HISTORY: (any changes or concerns since last visit)    �   
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DEVELOPMENTAL ASSESSMENT:                       
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NUTRITIONAL ASSESSMENT 
Is this a WIC participant? ���������������� Yes                      � No                  � Referred 
 

Is your home on:    well water      city water  

 
If on city water, is it fluoridated?    �������  
���  DON’T K
&���� 

Breast milk  
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# Of Wet 
Diapers/ Day 

# Of Soiled 
Diapers/ Day  

Frequency: 
 
Length of feedings: 
 

Stool Color 

Consistency 
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Amount per feeding: 
 
/Frequency:�

Diet Adequate? 
 

Yes  

 

No 

What other beverages does this child drink? (check all that apply): 
 

 soy milk       Whole milk                 2% reduced fat milk                   1% low fat milk      fat free milk  

 Water                       100% fruit juice          Gatorade                                   Fruit drinks            soda     

 tea                          water with sugar      Bottled Water      

 

Nutrition supplements _______                     _____________________   other  _______________________________ 
 
 



 
4 - 6 Month Child Health History & Physical Check-up 

PLEASE PRINT  
 

Signature/Title______________________________   Date_________________ 
 
Signature/Title___________________________ __   Date__________________ 
 

DH 3105H, 09/08 (Replaces DH 3105A & DH 3105B)  
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PHYSICAL EXAM      
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Check as appropriate √            N       A              N=Normal   A=Abnormal� COMMENTS�
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HEALTH EDUCATION, ANTICIPATORY GUIDANCE: 
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ASSESSMENT/DIAGNOSIS: 
 
 
 
 
 

 

PLAN/ORDERS/REFERRAL: 
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4 Month up to 6 Month Child Health History & Physical 

PLEASE PRINT  

 
Signature/Title_____________________________   Date___________________ 

 
Signature/Title_______________________________   Date___________________ 
 

 
 

Label 

 


