
MEDICAL REPORT ON CHILD
(To Be Completed By The Paediatrician/Medical Practitioner)

1 Particulars of Child

Name :______________________________________________________________________________

Sex :_______________Date of Birth : ___________________  Age : ___________________

Father's/Guardian's Name :_____________________________________________________________

Address : ___________________________________________________________________________

___________________________________________________________________________________

2 Birth History

Gestation:______________________________________________________

Mode of Delivery____________________________Birth Weight:__________

Complications Of Pregancy:

Antenatal :__________________

Prenatal :___________________

Postnatal :__________________

3 Health

(a) Immunization (b) Past Illness

B.C.G._____________________ Meninggitis___________

Hepatitis ___________________ Encephalitis__________

Polio ______________________ High Fever____________

Measles ___________________ Coma_______________

Triples_____________________

Boosters___________________

4 Fits. Yes/No. If yes, Type of Fits___________________________________

Medication, if any:_______________________________________________

5 Hyperkinesis: Yes/No

Medication, if any:_______________________________________________

6 Examination

General Condition____________ Height_______________Percentile

Heart______________________ Weight______________Percentile

Lungs______________________ C.N.S._______________________

Abdomen __________________ Nutrition _____________________

Diagnosis of Child _______________________________________________________

Associated Medical Problems _____________________________________________

______________________________________________________________________
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7 Family History (If Yes, specify type)

Consangainity Yes/No _____________________________________________

Fits Yes/No _____________________________________________

Mental Retardation Yes/No _____________________________________________

8 Developmental Assessment

Vision :____________________________ Hearing : ___________________________

Gross Motor : __________________________________________________________

Fine Motor : ____________________________________________________________

Social :

Toilet Trained - Yes/No/Indicates Need ______________________________________

Dressing       - Yes/No/With Help __________________________________________

Feeding        - Yes/No/With Help __________________________________________

Mobility        - Yes/No/With Help __________________________________________

Others         - Yes/No/With Help ___________________________________________

Speech :

Communication - Normal/Single Words/Phrases/Gestures

Understanding  - Good/Fair/Poor

9 Psychological Assessment Yes/No ________________________________________
(If yes, attach Report)

10 Impression - Normal Educable/Trainable
                - Slow Learner Institutional/Special Care

11 Recommendation 11.2 Referral
11.1  a) Normal School a) Physiotherapist
        b) Slow Learner Class b) Speechtherapist
        c) School for the mentally and c) Orthopaedic/Occupational     
            moderately mentally handicapped     Therapist
        d) Centre for severely mentally d) Special Educationist
            handicapped e) Group Home
        e) Spastic's Centre f) Other
        f) Vocational Training
        g) Group Home
        h) Other

11.3  Review
        a) 6 months
        b) 1 year

----------------------------------------------- -----------------------------------------------
        Signature & Stamp of Date
        Doctor in-Charge
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