ASTI Child Health Assessment
Item No 708

Name: <<patname>>
Date of Preparation: <<dates>>

Date: <<datel>>

Date of birth: <<patdob>>

Medicare/DVA No.: <<medicare>>/<<dva>>

Aboriginal

Torres Straight Islander


Aboriginal and Torres Straight Islander

1a.
Are you living: (Alone / As a couple / With others?)  FORMDROPDOWN 
  
  b.
Family relationships:

  c.
Environmental and living conditions:

  d.
Other relevant history: (eg work/ school environment)

2 a. In general, would you say your health is: (Excellent / Very Good / Good / Fair / Poor)  FORMDROPDOWN 

   b. does the patient care for someone else?


Is the patient cared for by someone else?


3. Current health problems: 


<<currprobt>>


History





<<medicalhis>>

Relevant family medical history:


Siblings:


Birth history:

Height
     
Weight
     
Head circumference (babies only):
Blood Pressure – Sitting      
Standing      
Pulse
 FORMDROPDOWN 


4. Community services currently provided: 

Day care

 FORMCHECKBOX 

Respite care
 FORMCHECKBOX 
 
HACC-Home Help
 FORMCHECKBOX 



Speech therapy

Tutoring
 FORMCHECKBOX 

Physiotherapy
 FORMCHECKBOX 

Community nursing
 FORMCHECKBOX 



Occupational therapy

Podiatry
 FORMCHECKBOX 
 
 Other (please specify)       


5. Vaccinations:
	· Influenza 
	 FORMDROPDOWN 

	Date:      

	· Pneumococcus 
	 FORMDROPDOWN 

	Date:      

	· Tetanus
	
	Date:      

	· Childhood immunisations up to date
	 FORMDROPDOWN 

	


Comments:


6. Medications (including OTC & complementary items): 

<<currmed>>

Allergies/drug intolerance:

Other [Please specify]:      

7. Smoking:
	Currently smokes
	 FORMDROPDOWN 


	Wishes to quit
	 FORMDROPDOWN 


	Ex-Smoker
	

	Exposed to smoke
	 FORMDROPDOWN 



Comments:      

8. Alcohol Consumption:
Do you have 3 or more glasses of beer, wine or spirits almost every day?  FORMDROPDOWN 

Do you use illicit drugs?





Yes FORMCHECKBOX 

no FORMCHECKBOX 

Do you use any drugs or medications not prescribed for you

by a doctor?






Yes FORMCHECKBOX 

no FORMCHECKBOX 

Comments:


9. Social Support: During the last 4 weeks, was someone available to help you if you needed and wanted help? For example if you felt very nervous, lonely or blue; got sick and had to stay in bed; needed someone to talk to; needed help with daily chores; needed help just taking care of yourself [select one]:  FORMDROPDOWN 

Yes, as much as I wanted
yes, quite a bit
Yes, some
Yes, a little
No, not at all

10. Feelings: During the last 4 weeks, how much have you been bothered by emotional problems such as feeling anxious, depressed, irritable, or downhearted or blue? [select one]:  FORMDROPDOWN 

Not at all
Slightly
Moderately
Quite a bit
Extremely

Depression Scale (DS) 

Applicable 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	a Are you basically satisfied with your life?
	 FORMDROPDOWN 
No   (1)

	b Have you dropped many of your activities and interests?
	 FORMDROPDOWN 
Yes (1)

	c Do you feel that your life is empty?

	 FORMDROPDOWN 


	d Do you often get bored?
	 FORMDROPDOWN 
Yes (1)

	e Are you in good spirits most of the time?
	 FORMDROPDOWN 
No   (1)

	f Are you afraid that something bad is going to happen to you?

	 FORMDROPDOWN 
Yes (1)

	g Do you feel happy most of the time?
	 FORMDROPDOWN 
No   (1)

	h Do you often feel helpless?

	 FORMDROPDOWN 
Yes (1)

	i Do you prefer to stay at home rather than going out and doing new things?
	 FORMDROPDOWN 
Yes (1)

	j Do you feel you have more problems with your memory than most?
	 FORMDROPDOWN 
Yes (1)

	k Do you think it is wonderful to be alive now?
	 FORMDROPDOWN 
No   (1)

	l Do you feel pretty worthless the way you are now?

	 FORMDROPDOWN 
Yes (1)

	m Do you feel full of energy?

	 FORMDROPDOWN 
No   (1)

	n Do you feel that your situation is hopeless?

	 FORMDROPDOWN 
Yes (1)

	o Do you feel that most people are better off than you are?
	 FORMDROPDOWN 
Yes (1)


Please choose the best answer for how you have felt over the last week.

TOTAL Score
       /  15 Comments:


11. Nutrition:
	a. Do you have an illness or condition that made you change the kind and/or amount of food you eat?
	 FORMDROPDOWN 


	b. Do you eat at least 3 meals per day?
	 FORMDROPDOWN 


	c. Do you eat fruit or vegetables most days?
	 FORMDROPDOWN 


	d. Do you eat dairy products most days?
	 FORMDROPDOWN 


	e. Do you have 6 - 8 cups of fluids most days?
	 FORMDROPDOWN 


	f. Do you have teeth, mouth or swallowing problems that make it hard to eat?
	 FORMDROPDOWN 


	g. Do you take 3 or more prescribed or over the counter medicines every day?
	 FORMDROPDOWN 


	h. Without wanting to, have you lost or gained 5kg in the last 6 months?
	 FORMDROPDOWN 


	i. Are you always able to shop, cook and/or feed yourself?
	

	j Do you eat meat, chicken or fish at least five times a week?
	

	k. breastfeed  or bottle feed (babies only)
	

	l. solids foods commenced  ( babies only)
	

	m. Weened? ( babies only)
	 FORMDROPDOWN 



Comments: 

12. Home Safety:

	a. Can you get up from your lounge chair easily?
	 FORMDROPDOWN 


	b. Can you get in and out of bed easily and safely?
	 FORMDROPDOWN 


	c. Can you switch a light on easily from your bed?
	 FORMDROPDOWN 


	d. Are your loose mats securely fixed to the floor?
	 FORMDROPDOWN 


	e. Do you use slip resistant mats in the bath/bathroom/shower?
	 FORMDROPDOWN 


	f. Can you carry meals easily and safely from the kitchen to your dining area?
	 FORMDROPDOWN 


	g. holds object in hands
	 FORMDROPDOWN 


	h. Are the edges of the steps/stairs easily identifiable?
	

	i. feeds self uses a spoon
	

	j. feeds self uses a fork
	

	k. feeds self uses knife and fork
	

	l. child safety locks and plugs used?
	 FORMDROPDOWN 



Comments:

13. Mobility: 
	sitting
	 FORMDROPDOWN 


	crawling
	 FORMDROPDOWN 


	walking
	 FORMDROPDOWN 


	running
	 FORMDROPDOWN 


	Kneels without support
	 FORMDROPDOWN 


	Hops on one foot
	

	jumps with two feet 
	

	Participates in school or after hours sport
	

	Do you use a  FORMCHECKBOX 
Wheelchair  FORMCHECKBOX 
Stick  FORMCHECKBOX 
Frame  FORMCHECKBOX 
Other
	     


Comments:

14. Developmental stage: 

	neonatal
	 FORMDROPDOWN 


	baby
	 FORMDROPDOWN 


	toddler
	 FORMDROPDOWN 


	School age
	 FORMDROPDOWN 


	adolescence
	     


Comments:

15. Vision: 

 FORMCHECKBOX 
Wears glasses

 FORMCHECKBOX 
Bifocals

 FORMCHECKBOX 
Reading glasses

 FORMCHECKBOX 
Other

Comments:      
Visual Acuity

Uncorrected


Corrected

	     R           L          Both                       R           L         Both

	    6/           6/                                        6/           6/               


* Are contact lenses worn?
 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

* Ishihara Test


 FORMCHECKBOX 
Normal
 FORMCHECKBOX 
Abnormal

* Visual Fields 

 FORMCHECKBOX 
Normal
 FORMCHECKBOX 
Abnormal

(Confrontation to each eye)



16. Hearing:
Hearing aid. (Not applicable / Adequate/Poor)  FORMDROPDOWN 

Comments:      
Whisper test:

Language:

	Talking one word
	

	Two words
	

	Talking in sentences
	

	Words clear and concise
	


Comments:


17. Continence:
	a. Leaking urine?
	 FORMDROPDOWN 


	b. Is this related to coughing or sneezing?
	 FORMDROPDOWN 


	c. Faecal incontinence/change of bowel habit?
	 FORMDROPDOWN 


	d. Family history of bowel cancer?
	 FORMDROPDOWN 



Comments:

Toilets self:

	nappy
	

	Dry at night
	

	Toilet training
	

	Toilets self
	


Comments:

* Urinalysis


Protein



 FORMCHECKBOX 
Present
 FORMCHECKBOX 
Absent


Glucose



 FORMCHECKBOX 
Present
 FORMCHECKBOX 
Absent


Blood



 FORMCHECKBOX 
Present
 FORMCHECKBOX 
Absent


18. Sexual and reproductive health:

	a. Are you sexually active?
	

	b. Menstruation?/ wet dreams
	

	c. Contraception
	

	d. Circumcision
	

	e. std protection
	

	f. physical sexual development
	

	g. number of sexual partners
	


Comments:

19.Trichiasis (ingrown hair around orifices):

20. Skin (rashes, excema, and psoriasis):

Any further Comments:      

Meadowbrook Medical Centre







Ph 07 3805 6811

Cnr Loganlea Rd and Edenlea Dr

Fax 07 3805 6711

MEADOWBROOK  QLD  4122

HEALTH ASSESSMENT

SUMMARY

Name: <<patname>> 
Date of Preparation: <<dates>>

Date: <<datel>>

Date of birth: <<patdob>>

Medicare/DVA No.: <<medicare>>/<<dva>>


22. Future plan of action (include agreed action/goals of patient and/or carer): [record plan].

Care Plan required  FORMCHECKBOX 

Home Medication Review required  FORMCHECKBOX 

Recommendations:      

23. Patient and Doctor declaration/ consent for health assessment to be given:

The information I have given in this Health Assessment is true and correct.

Patient Signature:
Date: 15/03/2010 FORMTEXT 

19/06/06


<<patname>>

Doctor Signature: 
     
Date: 15/03/2010 FORMTEXT 

19/06/06



<<docname>>




- 5 -

