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(Child drinks/eats 3 servings of calcium-rich foods daily?)
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(Skip) (No) . (Yes) (Child eats fruits and vegetables at least two times per day?)
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(Child eats high fat foods more than once per week?)
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(Child drinks more than one small cup of juice per day?)
Al Gl phe o pilardl o A ) Gl phal) @llih iy Ja
5 Jakl-w-? prd 3 g Y 85 e e ST g Al Bbae gy 4 A8 Gl e o
(Skip) (ves) (No) (Child drinks soda, juice/ sports/ energy drinks,
or other sweetened drinks more than once per week?)
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(Skip) (No) | (Yes) (Child exercises or plays sports most days of the week?)
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(Skip) (Yes) = (No) (Concerned about child’s weight?)
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(Skip) (No) | (Yes) (Child watches TV or plays video games less than 2 hours per day?)
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(Skip) (No) | (Yes) (Home has a working smoke detector?)
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(Skip) (No) | (Yes) (Water temperature turned down to low-warm?)
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(Sklp) (No) (Yes) :
(Home has phone # of the Poison Control Center posted by phone?)
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(Sk'p) (No) (Yes) (Always places child in booster seat in back seat,
(or uses a seat belt if child is over 4’9"’?))
(Skip) (Yes) = (No) (Child spends time near a 5W|mm|ng pool, river, or Iake”)
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(Skip) (Yes) | (No) (Child spends time in home where a gun is kept?)
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(Skip) (Yes) = (No) (Child spends time with anyone who carries a gun, knife, or other weapon?)
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(Child always wears helmet when riding a bike, skateboard, or scooter?)
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(Skip) (Yes) i (No) (Child ever witnessed or been victim of abuse or violence?)
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(Skip) (Yes) | (No) i (Has child been hit or hit someone in the past year?)
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(Skip) (Yes) | (No) (Has child ever been bullied or felt unsafe at school/neighborhood,
(or been cyber-bullied))?
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(Skip) (No) | (Yes) (Child brushes and flosses teeth daily?)
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(Skip) (Yes) (No) (Child often seems sad or depressed?)
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(Skip) (Yes) = (No) (Child spends time with anyone who smokes?)
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(Skip) (Yes) | (No) (Any other questions or concerns about child’s health or behavior?)
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.. Counseled = Referred  Anticipatory  Follow-up | Comments:
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[] Physical Activity ] ] ] L]
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[ ] Dental Health ] ] ] ]
[ ] Tobacco Exposure ] ] ] ] ] .
P [ ] Patient Declined the SHA
PCP’s Signature Print Name: Date:

SHA ANNUAL REVIEW

PCP’s Signature Print Name: Date:
PCP’s Signature Print Name: Date:
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