When this form is completely 

Filled out use EPSDT Screening Code:  

99383 – New Patient (age 11 yr)

99384 -
New Patient (age 12 – 14)
99393-Established Patient (age 11 yr) 
99394 - Established Patient (age 12 – 14)
	11
	14
	Y
	EPSDT Screening
	 
	 
	
	 
	 
	
	2
	0
	
	 
	Medicaid ID#
	 
	 
	 
	 
	 
	 
	 
	 
	 


11 to 14 Year Visit
Name_____________________________________Birthdate_______________Historian_____________________
Age_________Allergies_________________Medications______________________________________________

*Weight______lbs. _______oz.  *Height ________in.   *B/P ___________    *Temp. __________P______ R_____
History Update                                
Changes in your family history?      No
Yes

Has the patient had any new problems or 

illnesses since the last visit?

No     Yes  ________________________________
Problems/ Concerns
_________________________________________
Nutrition

Low fat milk?

Yes
No

Variety of fruits/vegetables?
Yes
No

Eats breakfast

Yes
No
Eats supper with family
Yes
no

Hearing

Audiometric Hearing Screen
Right

Left

500 hz __________
500 hz ________
1000 hz _________
1000 hz ________
Safety  




Impression 
2000 hz_______          2000 hz _________
□
Smoke detectors, no smoking
□
Well Child/ Adolescent, normal growth and   

4000 hz _________
4000 hz __________

in home




development
(Record decibel level)



□
Buckle up!
 

□
____________________________
Hearing Pass _______  Fail _________

□
Bike helmet, street safety

□
____________________________
Vision




□
Swimming, water safety

□
____________________________
L_____________
R________________
□
Firearm safety


□
____________________________
Plus Lens L___________  R_____________
□
Sunburn prevention

□
____________________________
□
Wears glasses, sees eye specialist

Health/Nutrition


□
____________________________







□
Encourage sports, exercise



School
Grade___________

□
Low fat milk and snacks



Problems?

Yes
No

□
Healthy food choices

Plan/Referrals
____________________________________
□
Acne




Immunizations current  
yes   no
School Age Developmental (Ages 11 to 12)*
□
Brush teeth see dentist


Immunization Record
Normal______               Abnormal_______
□
Sports form attached       yes       no

RTC at ___________ years
Adolescent Counseling   Yes____    No______
Social/Behavioral



See dentist ___________________






□
School adjustment, performance

Handouts______________________
Lab Tests




□
Sports and hobbies 



_____________________________
RPR____________

 
□
Saying no to tobacco, drugs, alcohol



(Indicated if sexually active)


□
Limit TV, computer games


________________________M.D./N.P
Hgb or Hct _________________________
□
Give choices, encourage independence

Print Name 




(Between ages 5 and 12/ 13 and 20)

□
Set limits, provide consequences


U/A Dip________________________
□
Periods (girls) LMP_________

___________________________________






□
Puberty changes and ? about sex   

Signature 
 *
See separate form



□
Friends, boy/girl friends













□
Abstinence, birth control
CPT only copyright 2010 American Medical Association. All rights reserved.

Physical Exam (UNCLOTHED    Yes    No)      √ = nl     X = abnl


General			□


Head			□


Neck			□


Eyes			□


Ears			□


Nose			□


Throat/Mouth/Teeth	□


Chest 			□


    Breasts			□


Lungs			□


Heart			□


Abdomen			□


Femoral Pulses		□


Genitalia/			□


  Female			□


  Male			□


Spine			□


Extremities		□


Skin			□


Neuro			□








