HEALTHY LIFESTYLE
REARING HEALTHY CHILDREN
HEALTHY LIFESTYLE
REARING HEALTHY CHILDREN

HEALTHY LIFESTYLE INITIAL EVALUATION

(Complete by parent/patient)

Name of Patient:  ________________________________________________  
Date of visit:  ____________       

Age of Patient:  ___________             Date of Birth:  __________________

(Please check answers where appropriate or fill in the blanks.)

SOURCE OF INFORMATION:
 Patient
Mother
 Father
 Other:  specify- ___________________________

RACE: 
 White
 African-American
 Asian
 Hispanic
 Native American
 Other: ______________

PAST MEDICAL HISTORY (Circle): 

Birth history:        Full term
 Preterm 
 Vaginal 
 C-section
 Birth weight
 Birth length:
”

Any problems after birth?
 Yes
No
Specify:


Any previous hospitalization?
 Yes
No 
Specify:


Any medical illnesses?   
 Yes
No
Specify:


Any surgeries/injuries?
 Yes
No
Specify:


Any drug allergies?
 Yes
No
Specify:


Are immunizations up to date?
 Yes
No
Specify:


Any current  medications?
 Yes
No
Specify:


Any physical limitations to exercise?
 Yes
No
Specify:


Any developmental problems?
 Yes
No 
Specify:


School grade:
         Good grades?
 Yes
No
Specify:


Any type of special education?
 Yes
No
Specify:


REVIEW OF SYSTEMS:
(Please check if present)
General:

( Weight loss

( Weight gain

( Lack of energy

( Full of energy

( Lack of appetite

( Increased appetite

( Feels cold all the time

( Increased sweating

Head, eye, ear, nose, throat:

( Headache in the morning

( Vision changes

( Loud snoring at night

( Stops breathing while asleep

( Unable to lay flat in bed

( Tired in the morning

( Refreshed in the morning

( Falls asleep in school
Neck:

( Lump in neck

( Darkening or 

      thickening of skin on neck

Respiratory:

( Difficulty breathing

( Shortness of breath at rest 

( Shortness of breath 

         with exercise

Cardiovascular:

( Chest pain

( Chest pounding

( Irregular heartbeat

Immunologic:

( Frequent infections

( Recurrent sores 

( Yeast infection


Gastrointestinal:

( Nausea

( Vomiting, Diarrhea

( Constipation

( Abdominal pain

( Bloating, 

( Always hungry

( Frequent thirst

( Fills up quickly while 

eating meals

Genitourinary:

( Frequent urination

( Wetting the bed

( Pain during urination

Skin:

( Skin tags

( Rash

( Itching

( Sores 


Musculoskeletal:

( Muscle pain

( Joint pain

( Joint stiffness

( Leg swelling

( Knee problems

( Bowing of legs

( Flat feet

( Hip problems

Neurologic:

( Fainting spells

( Numbness

( Tingling

( Weakness

( Mood changes

( Pain in feet

( Sad
SOCIAL HISTORY: (Please check where appropriate)

Does patient live with?
 Father
 Mother
 Grandparents
 Brother/s
 Sister/s
 Others

Is the house?
 Rented?
 Owned?
How many rooms does it have?


Estimated total family income (optional):
 < $20,000
 $20-$50,000
 > $50,000 

Any current social issues?
 Yes
 No
Specify:

Dr.’s initials______________

HEALTHY LIFESTYLE INITIAL EVALUATION (Complete by parent/patient)
	Name of Patient: ___________________________________________    Date of Visit:  ___________




Please fill in the circle to the answer that most relates to the patient
	Follows a regular daily schedule (mealtime, homework time, etc)?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	Misses or skips meals?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	Length of mealtime?
	O

< 30 min
	O

30-45 min
	O

45 min-1 hr
	O

>1 hr

	Are meals eaten at the table?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How many snacks each day?
	O

1
	O

2
	O

3
	O

4 or more

	Exercise how many days each week?
	O

3 or more
	O

2
	O

1
	O

0

	Exercise how many minutes each time?
	O

30 or more
	O

20
	O

10
	O

0

	Intensity of exercise?
	O

Difficult
	O

Moderate
	O

Light
	O

0

	Hours spent per day watching TV?
	O

0
	O

1
	O

2
	O

3 or more

	Hours per day playing electronic games
	O

0
	O

1
	O

2
	O

3 or more

	Hours of sleep per night?
	O

9 or more
	O

8
	O

7
	O

6 or less

	Tired/sleepy throughout the day?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	Visit the doctor, nurse, or dietitian, etc. every 2-8 weeks?
	O

Yes
	O

No
	
	

	Keeps a log of all food consumed & daily activities?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	Entire family eats healthy and is physically active?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	The amount of food eaten at each meal?
	O

Small
	O

Average
	O

Large
	O

Very Large

	How often is the child satisfied with the amount of food given to him/her?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	Read nutrition labels on food packages?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How often does the child ask for “seconds” during mealtime?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does the child eat when he/she is not hungry?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How many bread or bread products eaten each day?
	O

3 or more
	O

2
	O

1
	O

0

	How often are non-starchy (green, yellow, orange, red) vegetables eaten?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never


Dr.’s initials _______

HEALTHY LIFESTYLE INITIAL EVALUATION (Complete by parent/patient)
(Continued)

Name of Patient: ___________________________
Date: _________________

	How often are whole-grain cereals eaten for breakfast?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How often are fried foods eaten each week?
	O

0
	O

1
	O

2
	O

3 or more

	Use sugar or salt as seasoning on foods?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often are fatty foods (bacon, butter, etc.) eaten each week?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does the child eat fish?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How many fruits eaten daily?
	O

3 or more
	O

2
	O

1
	O

0

	Times fast food is eaten each week?
	O

0
	O

1
	O

2
	O

3 or more

	Times a week cakes, cookies, or candies are eaten?
	O

0
	O

1
	O

2
	O

3 or more

	How often are chips eaten each week?
	O

0
	O

1
	O

2
	O

3 or more

	How often are vegetables or sliced fruit eaten as snacks?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How often does the child eat large bedtime snacks?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How many regular sodas each day?
	O

0
	O

1
	O

2
	O

3 or more

	How many glasses of juice of sugar-containing beverages each day?
	O

0
	O

1
	O

2
	O

3 or more

	How many servings of milk or dairy products each day?
	O

3 or more
	O

2
	O

1
	O

0

	Type of milk that your child drinks?
	O

Skim
	O

1%
	O

2%
	O

Whole

	Meals per day eaten at school
	O

0
	O

1
	O

2
	O

3

	How many glasses of water each day?
	O

3 or more
	O

2
	O

1
	O

0

	How often does the child eat in the car?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does the child “overeat” during holidays?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	Do family and friends serve healthy food?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How often is stress extreme?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does your child get angry or upset?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does your child feel depressed?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does your child feel happy?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	Does your child struggle with his/her own weight?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	Does your child take a “one-a-day” vitamin with minerals?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never


Dr.’s initials _______

HEALTHY LIFESTYLE INITIAL EVALUATION (FAMILY HISTORY) 
 (Complete by parent/patient)  A questionnaire for the parent(s)/guardian(s) of the patient

Name of Patient: ______________________________
Date: _________________

	PLEASE FILL IN THE CIRCLE OF ANY CONDITIONS THAT APPLY TO THE...

	CONDITIONS/DISEASES
	PATIENT
	PATIENT'S SIBLINGS
	 
	PATIENT'S PARENTS
	PATIENT'S OTHER RELATIVES

	 
	 
	Brother
	Sister
	Father
	Mother
	Grand-parents
	Aunts & Uncles

	Diabetes
	
	
	
	
	
	
	

	Obesity
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	

	High blood pressure
	
	
	
	
	
	
	

	Heartburn/acid or food reflux
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	

	Heart disease/attack/arrhythmia
	
	
	
	
	
	
	

	High blood sugar/glucose
	
	
	
	
	
	
	

	High lipids (cholesterol)
	
	
	
	
	
	
	

	Low birth weight
	
	
	
	
	
	
	

	Birth weight of 9 lb. or more
	
	
	
	
	
	
	

	Growth problem
	
	
	
	
	
	
	

	Menstruation problems
	
	
	
	
	
	
	

	Genital problems
	
	
	
	
	
	
	

	Early puberty/increased body hair 
	
	
	
	
	
	
	

	Kidney problems
	
	
	
	
	
	
	

	Urinary tract infections
	
	
	
	
	
	
	

	Seizures
	
	
	
	
	
	
	

	Eye disease
	
	
	
	
	
	
	

	Thyroid problems
	
	
	
	
	
	
	

	Liver problems
	
	
	
	
	
	
	

	Bone problems
	
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	
	

	Back/joint pain
	
	
	
	
	
	
	

	Numbness in hands or feet
	
	
	
	
	
	
	

	Bleeding problems
	
	
	
	
	
	
	

	Sickle cell disease
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	

	Respiratory/lung problems
	
	
	
	
	
	
	

	Snores/stops breathing during sleep
	
	
	
	
	
	
	

	Mental illness/disorder
	
	
	
	
	
	
	

	Mental retardation
	
	
	
	
	
	
	

	Learning problems
	
	
	
	
	
	
	

	Alcohol/drug abuse
	
	
	
	
	
	
	

	Cigarette/smokeless tobacco use
	
	
	
	
	
	
	

	
	
	
	
	
	
	Dr.’s Initials
	____________


Name of Patient:  ________________________________________________  
Date of visit:  ____________       

Age of Patient:  ___________             Date of Birth:  ___________
Medical History (to be completed by parent).

What is the most important question you have today?


How long has your child been overweight?


Have you sought help for your child’s overweight?


(Circle the correct response)

Term Pregnancy
Y  N

Birth wt:     _____________

Small for gestational age
Y  N

Morning headaches 
Y N

Snoring  
Y  N

Falls asleep in school 
Y  N
Stops breathing at night
Y  N

Shortness of Breath
Y  N

Frequent urination
Y  N

Gets up at night to urinate
Y  N

Eats excessively
Y  N

Knee problems  
Y  N




Hip pain 
Y  N

Depression 
Y  N

Anger
Y  N

Bullying  
Y  N

Vomiting  
Y  N

Heartburn 
Y  N

Vision problems  
Y  N

Skin problems 
Y  N

Dark skin on Neck
Y  N
Age of first menstrual cycle   ________

Cycle normal 
Y  N

Readiness to change lifestyle
Patient
(circle appropriately) (least)       0      1      2      3      4      5      6      7      8      9      10     (most)


Parent
(circle appropriately) (least)       0      1      2      3      4      5      6      7      8      9      10     (most)

HEALTHY LIFESTYLE INITIAL EVALUATION (MD)


Name: _____________________________________________

Date of visit:  _________; Beginning time of visit: _________; 

Chief complaint: _______________________ 

Age at Onset: _______


Allergies: _____________________________________

Medications:  __________________________________

History of Present Illness:  


	PHYSICAL EXAM
	ASSESSMENT & PLAN

	Resp
	Pulse
	BP
	Wt(kg)

	Ht (cm)


	BMI
Kg/m2
	BMI
%tile
	Waist (cm)
	Hips (cm)
	W/H Ratio


	DIAGNOSIS:

Abnormal wt gain 783.1

Acanthosis nigricans 701.2

Insulin resistance 251.1

CONDITIONS TO R/O:

 Dyslipidemia
 Hypertension

 Blount isease
 SCFE
 Sleep Apnea
 Hepatomegaly

 PCO syndrome
 Hypothyroidism

 Hypogonadism
 Cushing disease

 Genetic disorder
 Gallbladder dis.

 PVD
 Depression

 Pseudotumor cerebri

 Diabetes / pre-diabetes

 Cardiovascular disease
PLAN:   Labs:     CBC, ALT, GGT, Lipid profile, HbA1c, TSH, FT4, fasting glucose, 2-hour post-glucose load (1.75 g/kg with maximum of 75 g).  Glucose, insulin, and C-peptide at 0 + 2 hrs.
Other Labs/ Procedures:

Lab results discussed with patient/family? 
Y  N

	
	
	
	%tile
	%tile
	
	
	
	
	
	

	Undressed:  yes    no        √ = nl    X = abnl

General

Head

Neck

Eyes

Ears

Nose

Throat/Mouth/Teeth


Chest

      Breast Tanner Stage  _________

Lungs

Heart

Abdomen

Pulses

Genitalia/Tanner Stage _____

     Female  Male


	Skin

Neuro

Pelvic (if risk factors

Extremities

Spine

Musculoskeletal Exam

Shoulder/arm

Elbow/forearm

Wrist/hand/fingers

Hips/thigh

Knee

Leg/ankle

Foot/toes

	

	TREATMENT / MANAGEMENT


	

	Obesity health risks discussed with patient and family   Y  N
Counseling given on:      Exercise Y  N
Healthy food?  Y  N
Lifestyle change?  Y  N
Initial lifestyle education instruction provided?  Y  N

Education class scheduled  Y  N           Date_____________
Further lifestyle change readiness discussion needed?   Y  N
	PLAN / RECOMMENDATIONS:

BG monitoring
Y  N

Behavior (counseling)
Y  N

Exercise
Y  N

Meal plan
Y  N

Bariatric surgery candidate
Y  N

Add vitamins
Y  N

Add metformin
Y  N

Sleep clinic
Y  N

Reviewed signs/symptoms of DM 
Y  N

Orthopedic referral 
Y  N 

	Educational handout and resource materials on obesity prevention and treatment provided?  Y  N

Counseling with patient/family?  ________ minutes; 

Total  1:1 face time in counseling/coordination of care?  ________   
	


Return appointment: _________________
Signature of provider interviewing and examining patient:
  

 (MONTHLY Return)
HEALTHY LIFESTYLE RETURN EVALUATION (Patient)

Session #:  _______ (monthly return visit)
Name of Patient:  ____________________________________ Date of visit:  _________;      Age: _______

What is(are) the main question(s) you want answered today?


MEDS:


ADHERENCE

Lost weight 
Y  N

Follows schedule 
Y  N

Family eats at table 
Y  N

Sleeps 9-12 hrs/night 
Y  N

Child satisfied with program 
Y  N

Weighs q 2-8 wks 
Y  N

Keeps food/exercise log 
Y  N

Family follows healthy lifestyle
Y  N

Takes vitamins
Y  N

Referral appt. made 
Y  N

PHYSICAL ACTIVITES

TV/computer in child’s room 
Y  N

Media/computer time < 2hr/day 
Y  N

Does yard work/house chores
Y  N

Increased exercise 
Y  N

Active play inside
Y  N

Unstructured play
Y  N

PSYCHOLOGICAL

Angry or upset
Y  N

Bullying  
Y  N

Depression  
Y  N

Improved Quality of Life
Y  N

Sees counselor
Y  N


GENERAL HEALTH

Morning headaches 
Y  N

Vision problems 
Y  N

Loud Snoring 
Y  N

Daytime sleepiness
Y  N

Stops breathing 
Y  N

Shortness of Breath
Y  N

Vomiting
Y  N

Heartburn 
Y  N

Frequent urination  
Y  N

Excessive thirst
Y  N

Excessive eating 
Y  N

Menstrual Cycle (normal)
Y  N

NUTRITION

Reads food labels 
Y  N 

Often eats whole grains 
Y  N

Eats Fruits /vegetables
Y  N

Eats fast food 
Y  N

School lunch prescription
Y  N

Eats school lunch 
Y  N

Drinks water
Y  N

Drink fruit juice
Y  N

Drinks 2-3 cups milk/daily 
Y  N

Eats all meals/snacks 
Y  N

Drink sugar free beverages 
Y  N

Watches portion size
Y  N

Dr.’s  Initials ________________

Session #:  ________________   (Monthly return visit)
HEALTHY LIFESTYLE RETURN EVALUATION (MD)
Name of Patient:  ____________________________________  Date of visit:  _________;  Age: ________
HISTORY OF PRESENT PROBLEM 

Chief complaint: 


Interim History:


	PHYSICAL EXAM
	ASSESSMENT & PLAN

	Resp
	Pulse
	BP
	Wt(kg)

	Ht (cm)


	BMI
Kg/m2
	BMI
%tile
	Waist (cm)
	Hips (cm)
	W/H Ratio


	DIAGNOSIS:

Abnormal wt gain 783.1

Acanthosis Nigricans 701.2

Insulin Resistance 251.1

CONDITIONS TO R/O:

 Dyslipidemia
 Hypertension

 Blount’s Disease
 SCFE
 Sleep Apnea
 Hepatomegaly

 PCO Syndrome
 Hypothyroidism

 Hypogonadism
 Cushing’s Disease

 Genetic Disorder
 Gallbladder dis.

 PVD
 Depression

 Pseudotumor cerebri

 Diabetes / Pre-Diabetes

 Cardiovascular disease
LAB RESULTS:   
Lab results discussed with patient/family? 
Y  N

	
	
	
	%tile
	%tile
	
	
	
	
	
	

	Undressed:   yes    no       √ = nl    X = abnl

General

Head

Neck

Eyes

Ears

Nose

Throat/Mouth/Teeth


Chest

      Breast Tanner Stage  _________

Lungs

Heart

Abdomen

Pulses

Genitalia/Tanner Stage _____

     Female  Male


	Skin

Neuro

Pelvic (if risk factors)

Extremities

Spine

Musculoskeletal Exam

Shoulder/arm

Elbow/forearm

Wrist/hand/fingers

Hips/thigh

Knee

Leg/ankle

Foot/toes

	

	TREATMENT / MANAGEMENT


	Counsel given   :  Exercise  Y  N
Healthy Food?  Y  N
Lifestyle Change?  Y  N          Comorbidities  Y  N

Education class scheduled            Y  N           Date_____________
Further lifestyle change readiness discussion needed?   Y  N
	PLAN / RECOMMENDATIONS:
BG monitoring
Y  N

Reviewed signs/symptoms of DM 
Y  N

Behavior (counseling)
Y  N

Exercise
Y  N

Meal plan
Y  N

Add vitamins 
Y  N
Add metformin
Y  N

Sleep clinic
Y  N

Bariatric surgery candidate
Y  N

Orthopedic referral 
Y  N 

	Educational handout and resource materials on obesity prevention and treatment provided?  Y  N

Counseling with patient/family?  ________ minutes; ________________

Total - 1:1 face time in counseling/coordination of care?  ________________
	


Return appointment: _________________
Signature of provider interviewing and examining patient:
  

HEALTHY LIFESTYLE LAB RESULTS

Name of Patient:  ____________________________________

*Results vary with different labs and methods

Reference Range



Results/Interpretation
CBC


ALT
[8-29 lU/L]


GGT
[8-23 lU/L]


Lipid Profile:

Triglycerides
[< 100 mg/dL]


T. Cholesterol
[< 175 mg/dL]


HDL-C
[> 40 mg/dL]


LDL-C
[< 100 mg/dL]


HgbA1c
 [<6 %]


Free T4
[0.8 – 2.0 ng/dL]


TSH
[0.32-5.0 µU/mL]


Modified OGTT:

Glucose levels:

Fasting
[< 100 mg/dL - Normal]


[100-125 mg/dL - preDM] 



[> 126 mg/dL - diabetes] 
2 h post-glu load
[< 140 mg/dL - normal] 




[< 140 – 199 mg/dL – preDM]



[> 200 mg/dL – diabetes]


C-peptide levels:

Fasting
[0.4-2.2 ng/mL]


2-h post-glu load
[2-4.5 ng/mL]


Insulin levels

Fasting
[0-13 µU/mL] 0-8 years



[0-17 µU/mL] pubertal children



2-h post-glu load
[15-53 µU/mL]



HEALTHY LIFESTYLE FLOWSHEET

Name of Patient:  ____________________________________

Birthdate: ___________; Sex: _____;         Race: African Amer. ____; White ____; Hispanic ____; Asian ____; Native Amer. ____
	 
	Date
	Date
	Date
	Date
	Date
	Date
	Date
	Date

	Visit #
	 
	 
	 
	 
	 
	 
	 
	 

	Age
	 
	 
	 
	 
	 
	 
	 
	 

	Weight 
	 
	 
	 
	 
	 
	 
	 
	 

	Weight change
	 
	 
	 
	 
	 
	 
	 
	 

	Height 
	 
	 
	 
	 
	 
	 
	 
	 

	Height change
	 
	 
	 
	 
	 
	 
	 
	 

	BMI 
	 
	 
	 
	 
	 
	 
	 
	 

	BMI change
	 
	 
	 
	 
	 
	 
	 
	 

	Blood pressure
	 
	 
	 
	 
	 
	 
	 
	 

	Heart rate
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	 
	Date
	Date
	Date
	Date
	Date
	Date
	Date
	Date

	Visit #
	 
	 
	 
	 
	 
	 
	 
	 

	Age
	 
	 
	 
	 
	 
	 
	 
	 

	Weight 
	 
	 
	 
	 
	 
	 
	 
	 

	Weight change
	 
	 
	 
	 
	 
	 
	 
	 

	Height 
	 
	 
	 
	 
	 
	 
	 
	 

	Height change
	 
	 
	 
	 
	 
	 
	 
	 

	BMI 
	 
	 
	 
	 
	 
	 
	 
	 

	BMI Change
	 
	 
	 
	 
	 
	 
	 
	 

	Blood pressure
	 
	 
	 
	 
	 
	 
	 
	 

	Heart rate
	 
	 
	 
	 
	 
	 
	 
	 


Dr.’s initials:  ___________

ICD9 CODES

Name of Patient:  ________________________________________

	Most patients require the following 3 codes:

	Abnormal weight gain
	783.1

	Acanthosis nigricans
	701.2

	Hyperinsulinism/insulin resistance
	277.7


	

Nurse Visit
	99211

	
	


	General codes:

	Abnormal glucose tolerance (pre-diabetes)
	790.2

	Abnormal weight gain
	783.1

	Acanthosis nigricans
	701.2

	Advanced bone age
	733.00

	Amenorrhea
	626.00

	Asthma
	493.90

	Blount disease
	732.4

	C-reactive protein elevated
	790.99

	Diabetes, type 1
	250.01

	Diabetes, type 1 uncontrolled
	250.03

	Diabetes, type 2
	250.00

	Diabetes, type 2 uncontrolled
	250.02

	Down syndrome
	758.0

	Dyslipidemia
	272.4

	Dysmetabolic syndrome X
	277.7

	Edema
	782.3

	Fatty liver disease
	571.8

	Flat feet
	734

	Gall bladder disease
	575.9

	GERD
	530.81

	Gynecomastia
	611.1

	Hashimoto’s thyroiditis
	245.2

	HDL deficiency
	272.5

	Hepatomegaly
	789.1

	Hirsutism
	704.1

	Hyperandrogenism
	256.4

	Hypercholesterolemia
	272.0

	Hypercoagulation
	289.8

	Hyperfibrinogenemia
	286.9

	Hyperglycemia transient
	790.6





	
Codes for tests:

	AccuChek/One Touch Glucose Monitor
	82962

	Finger stick
	36416

	HbA1C
	83036

	Urine dipstick
	81000


	General codes (con’t)

	Hypertension
	401.9

	Hypertriglyceridemia
	272.1

	Hyperuricemia
	790.6

	Hypoglycemia (diabetic)
	250.8

	Hypoglycemia NOS
	251.2

	Hypoventilation
	786.09

	LDL hyperlipoproteinemia
	272.0

	Menses, irregular
	626.4

	Microalbuminuria
	250.42

	Necrobiosis lipoidica diabeticorum
	250.8

	Nocturia
	788.43

	Obesity
	278.00

	Obesity, morbid
	278.01

	Oligomenorrhea
	626.1

	Pancreatitis
	577.0

	PCOD
	256.4

	Peptic ulcer disease
	533.90

	Peripheral vascular disease
	443.9

	Polydipsia
	783.5

	Polyphagia
	783.6

	Polyuria
	788.42

	Prader-Willi syndrome
	759.81

	Pseudohypoparathyroidism
	275.49

	Pseudotumor cerebri
	348.2

	Recurrent DKA
	250.10

	Skin infection
	686.9

	Skin rash
	782.1

	Sleep apnea
	780.57

	Sleep disorder
	780.50

	Slipped capital femoral epiphysis
	732.2

	Steatohepatitis
	571.9

	Varicose veins
	454.9

	Urinary frequency
	788.41


HEALTHY LIFESTYLE RETURN VISIT (Patient)
(6 month return form)

Name of Patient:  ____________________________________ Date of visit:  _____________Age: _______

(Please circle answers where appropriate)
SOURCE OF INFORMATION:
 Patient
 Mother
 Father
 Other: Specify


Year in school: 
           Good grades?
Yes
No
Specify:


Any illnesses since last visit?
Yes
No
Specify:


Any hospitalizations?

Yes
No
Specify:


Any current medications?
Yes
No
Specify:


Taking vitamins?

Yes
No
Specify:


Family health changes:  Any illnesses?
Yes
No
Specify:


Psychosocial issues:  Any new stresses?
Yes
No
Specify:


Brought food and exercise log?
Yes
No
Specify:


Attended comprehensive lifestyle class
Yes
No
Specify:


Referral appointment(s) kept
Yes
No
Specify:


Current readiness to change lifestyle
Patient
(circle appropriately) (least)       0      1      2      3      4      5      6      7      8      9      10     (most)


Parent
(circle appropriately) (least)       0      1      2      3      4      5      6      7      8      9      10     (most)

REVIEW OF SYSTEMS:    (Please check if present)

General:

 Weight loss, 

 Weight gain

 Lack of energy

 Full of energy

 Lack of appetite

 Increased appetite

 Feels cold all the time

 Increased sweating

Head, eye, ear, nose, throat:

 Headache in the morning

 Vision changes

 Loud snoring at night

 Stops breathing while asleep

 Unable to lay flat in bed

 Tired in the morning

 Refreshed in the morning

 Falls asleep in school

 Lump in neck

 Darkening or 

      thickening of skin on neck


Neck:

Respiratory:

 Difficulty breathing

 Shortness of breath at rest  Shortness of breath 

      when exercising

Cardiovascular:

 Chest pain

 Chest pounding

 Irregular heartbeat

Immunologic:

 Frequent infections

 Recurrent sores 

 Yeast infection




Gastrointestinal:

 Vomiting, diarrhea
 Constipation
 Nausea
 Abdominal pain

 Bloating

 Always hungry

 Frequent thirst

 Fills up quickly while 

    eating meals

Genitourinary:

 Frequent urination

 Wetting the bed

 Pain during urination

 Period (girl)

Skin:

 Skin tags

 Rash

 Itching

 Sores 




Musculoskeletal:

 Muscle pain

 Joint pain

 Joint stiffness

 Leg swelling

 Knee problems

 Bowing of legs

 Flat feet

 Hip problems

Neurologic:

 Fainting spells

 Numbness

 Tingling

 Weakness

 Mood changes

 Pain in foot

 Sad

Dr’s. Initials ______________

HEALTHY LIFESTYLE RETURN VISIT (Patient)

(6 month return form)
Name of Patient:  _________________________________  Date of Visit: _______Age:   _________
Please fill in the circle to the answer that most relates to the patient
	Follows a regular daily schedule (mealtime, homework time, etc)?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	Misses or skips meals?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	Length of mealtime?
	O

< 30 min
	O

30-45 min
	O

45 min-1 hr
	O

> 1 hr

	Are meals eaten at the table?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How many snacks each day?
	O

1
	O

2
	O

3
	O

4 or more

	Exercise how many days each week?
	O

3 or more
	O

2
	O

1
	O

0

	Exercise how many minutes each time?
	O

30 or more
	O

20
	O

10
	O

0

	Intensity of exercise?
	O

Difficult
	O

Moderate
	O

Light
	O

0

	Hours spent per day watching TV?
	O

0
	O

1
	O

2
	O

3 or more

	Hours per day playing electronic games
	O

0
	O

1
	O

2
	O

3 or more

	Hours of sleep per night?
	O

9 or more
	O

8
	O

7
	O

6 or less

	Tired/sleepy throughout the day?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	Visit the doctor, nurse, or dietitian, etc. every 2-8 weeks?
	O

Yes
	O

No
	
	

	Keeps a log of all food consumed & daily activities?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	Entire family eats healthy and is physically active?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	The amount of food eaten at each meal?
	O

Small
	O

Average
	O

Large
	O

Very Large

	How often is the child satisfied with the amount of food given to him/her?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	Read nutrition labels on food packages?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How often does the child ask for “seconds” during mealtime?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does the child eat when he/she is not hungry?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How many bread or bread products eaten each day?
	O

3 or more
	O

2
	O

1
	O

0

	How often are non-starchy (green, yellow, orange, red) vegetables eaten?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never


Dr.’s Initials ________________

HEALTHY LIFESTYLE RETURN VISIT (Patient)

(6 month return form)

Name of Patient: _____________________________



Date: ______________

	How often are whole-grain cereals eaten for breakfast?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How often are fried foods eaten each week?
	O

0
	O

1
	O

2
	O

3 or more

	Use sugar or salt as seasoning on foods?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often are fatty foods (bacon, butter, etc.) eaten each week?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does the child eat fish?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How many fruits eaten daily?
	O

3 or more
	O

2
	O

1
	O

0

	Times fast food is eaten each week?
	O

0
	O

1
	O

2
	O

3 or more

	Times a week cakes, cookies, or candies are eaten?
	O

0
	O

1
	O

2
	O

3 or more

	How often are chips eaten each week?
	O

0
	O

1
	O

2
	O

3 or more

	How often are vegetables or sliced fruit eaten as snacks?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How often does the child eat large bedtime snacks?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How many regular sodas each day?
	O

0
	O

1
	O

2
	O

3 or more

	How many glasses of juice of sugar-containing beverages each day?
	O

0
	O

1
	O

2
	O

3 or more

	How many servings of milk or dairy products each day?
	O

3 or more
	O

2
	O

1
	O

0

	Type of milk that your child drinks?
	O

Skim
	O

1%
	O

2%
	O

Whole

	Meals per day eaten at school
	O

0
	O

1
	O

2
	O

3

	How many glasses of water each day?
	O

3 or more
	O

2
	O

1
	O

0

	How often does the child eat in the car?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does the child “overeat” during holidays?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	Do family and friends serve healthy food?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	How often is stress extreme?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does your child get angry or upset?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does your child feel depressed?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	How often does your child feel happy?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never

	Does your child struggle with his/her own weight?
	O

Never
	O

Rarely
	O

Sometimes
	O

Often

	Does your child take a “one-a-day” vitamin with minerals?
	O

Often
	O

Sometimes
	O

Rarely
	O

Never


Dr.’s  Initials ________________
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