TEXAS DEPARTMENT OF STATE HEALTH SERVICES

QUALITY MANAGEMENT

TITLE V CHILD HEALTH
CLINICAL RECORD REVIEW TOOL

Agency/Site: ______________________________________________________________________
  KEY:
+ Meets Requirements










 - Does Not Meet Requirements

Evaluator: _________________________________________
Date: ___________________________


      N/A = Not Applicable









      N/R = Not Required




For each review item, place the appropriate response from the key into each space.
	RECORD #
	1


	2


	3


	4


	5


	6


	7


	8


	9


	10



	Initials
	
	
	
	
	
	
	
	
	
	

	Date of Service
	
	
	
	
	
	
	
	
	
	

	Date of Birth
	
	
	
	
	
	
	
	
	
	

	Patient’s Age
	
	
	
	
	
	
	
	
	
	

	Gender
	
	
	
	
	
	
	
	
	
	

	1. Consent forms are completed and signed. 
      NOTE: General consent findings are noted on the Core
      Tool.
	
	
	
	
	
	
	
	
	
	

	2. Reason for visit
	
	
	
	
	
	
	
	
	
	

	3. Comprehensive Health History 

Initial Well-Child/Adolescent Visit is documented including:
	
	
	
	
	
	
	
	
	
	

	· Neonatal history for 5 years and younger
	
	
	
	
	
	
	
	
	
	

	· Family medical history
	
	
	
	
	
	
	
	
	
	

	· Physical history
	
	
	
	
	
	
	
	
	
	

	· Mental history
	
	
	
	
	
	
	
	
	
	

	· Developmental history
	
	
	
	
	
	
	
	
	
	

	· Immunization history
	
	
	
	
	
	
	
	
	
	

	· Nutritional/feeding history
	
	
	
	
	
	
	
	
	
	

	· Significant past illnesses, including hospitalizations
	
	
	
	
	
	
	
	
	
	

	· Previous surgery and biopsies
	
	
	
	
	
	
	
	
	
	

	· Blood transfusions and exposure to blood products
	
	
	
	
	
	
	
	
	
	

	· Current medications, including OTCs and CAMs 
	
	
	
	
	
	
	
	
	
	

	· Allergies
	
	
	
	
	
	
	
	
	
	

	· Exposure/use of tobacco/alcohol, and illicit drugs
· Type, duration, frequency and route
	
	
	
	
	
	
	
	
	
	

	· Review of systems
	
	
	
	
	
	
	
	
	
	

	· Assessment for family violence
	
	
	
	
	
	
	
	
	
	

	· Assessment for Child Abuse (Rider and Chapter 261)
	
	
	
	
	
	
	
	
	
	

	Reproductive health history, ages 8 through 21 years,  when appropriate must include:
	
	
	
	
	
	
	
	
	
	

	· Menstrual history, including last normal menstrual period
	
	
	
	
	
	
	
	
	
	

	· Sexual behavior history, including family planning practices:
	
	
	
	
	
	
	
	
	
	

	· contraceptive use-past and current
	
	
	
	
	
	
	
	
	
	

	· number of partners
	
	
	
	
	
	
	
	
	
	

	· gender of sexual partner
	
	
	
	
	
	
	
	
	
	

	· sexual abuse
	
	
	
	
	
	
	
	
	
	

	· Gynecological and urologic conditions
	
	
	
	
	
	
	
	
	
	

	· STDs and HIV risks and exposure
	
	
	
	
	
	
	
	
	
	

	Return Well Child/Adolescent Visits – Interval history, including:
	
	
	
	
	
	
	
	
	
	

	· Any changes in self/family medical history
	
	
	
	
	
	
	
	
	
	

	· Any changes in physical and mental health history
	
	
	
	
	
	
	
	
	
	

	· Any changes in review of systems
	
	
	
	
	
	
	
	
	
	

	· Hospitalizations
	
	
	
	
	
	
	
	
	
	

	· Any surgeries
	
	
	
	
	
	
	
	
	
	

	4. Physical Assessment (Unclothed) 
	
	
	
	
	
	
	
	
	
	

	· Initial/Return Well Child/Adolescent Visit
	
	
	
	
	
	
	
	
	
	

	· Length/height measurement 
	
	
	
	
	
	
	
	
	
	

	· Weight measurement
	
	
	
	
	
	
	
	
	
	

	· Fronto-occipital head circumference 2 years of age and  under
	
	
	
	
	
	
	
	
	
	

	· BMI ages 2 through 20
	
	
	
	
	
	
	
	
	
	

	· Blood pressure evaluation ages 3 and older
	
	
	
	
	
	
	
	
	
	

	· General head-to-toe exam
	
	
	
	
	
	
	
	
	
	

	· Secondary Sex Characteristics      
	
	
	
	
	
	
	
	
	
	

	· Tanner Stages Breast__\_5_
	
	
	
	
	
	
	
	
	
	

	· Tanner Stages Genitalia __\_5_
	
	
	
	
	
	
	
	
	
	

	· Oral health assessment 
	
	
	
	
	
	
	
	
	
	

	5. Screenings
	
	
	
	
	
	
	
	
	
	

	· Standardized assessment tools that are required by Title V Child Health
	
	
	
	
	
	
	
	
	
	

	· Ages and Stages Questionnaire (ASQ) – 9, 18, and 24 months, 3 years, and 4 years or
	
	
	
	
	
	
	
	
	
	

	· Ages and Stages Questionnaire Social-Emotional (ASQ:SE) at ages 3 years and 4 years, or
	
	
	
	
	
	
	
	
	
	

	· Parents’ Evaluation of Developmental Status (PEDS) – 9, 18, 24 months, 3 years, and 4 years
	
	
	
	
	
	
	
	
	
	

	· Modified Checklist for Autism in Toddlers (M-CHAT) – 18 months and 24 months (M-CHAT RF form is allowable in place of the M-CHAT form)
	
	
	
	
	
	
	
	
	
	

	· Mental health screening
	
	
	
	
	
	
	
	
	
	

	· Nutritional screening
	
	
	
	
	
	
	
	
	
	

	· Risk screening including family violence, adolescent lifestyle, lead, TB - beginning at 12 months of age and thereafter annually at other checkups
	
	
	
	
	
	
	
	
	
	

	· Sensory Screening: documented, results in the prior 12 months are acceptable
	
	
	
	
	
	
	
	
	
	

	· Vision screening (vision acuity) at 3-6 years, 8, 10, 12, 15, and 18 years of age
	
	
	
	
	
	
	
	
	
	

	· Hearing screening (audiometric screening) at Birth, 4-6 years, 8, 10 and15 years of age
	
	
	
	
	
	
	
	
	
	

	6. Age Appropriate Immunizations (see DSHS Immunization schedule)
	
	
	
	
	
	
	
	
	
	

	7. Laboratory and Diagnostic Tests for Well 

      Child/Adolescent Visit
	
	
	
	
	
	
	
	
	
	

	· Newborn Screening Testing (NBS) up to 12 months of age
	
	
	
	
	
	
	
	
	
	

	· Hemoglobin and/or hematocrit
	
	
	
	
	
	
	
	
	
	

	· Type II Diabetes
	
	
	
	
	
	
	
	
	
	

	· Urinalysis as indicated
	
	
	
	
	
	
	
	
	
	

	· Lead blood testing at 12 and 24 months and up to 6 years of age if not
	
	
	
	
	
	
	
	
	
	

	· Hepatitis C testing for newborns born to mothers with  Hepatitis C
	
	
	
	
	
	
	
	
	
	

	· Cholesterol screening is risked based beginning at 24 months but no later than age 10
	
	
	
	
	
	
	
	
	
	

	Sexually transmitted disease testing as indicated by risk assessment, history, and physical exam, and the following:
	
	
	
	
	
	
	
	
	
	

	· Chlamydia and gonorrhea testing should be done on all sexually active females age 21 or younger, even if symptoms are not present
	
	
	
	
	
	
	
	
	
	

	· Hepatitis B Antigen (HbsAg)
	
	
	
	
	
	
	
	
	
	

	· HIV testing:
	
	
	
	
	
	
	
	
	
	

	· Required once between ages 16 and 18, and
	
	
	
	
	
	
	
	
	
	

	· Indicated by risk assessment, history, and physical exam for all
	
	
	
	
	
	
	
	
	
	

	· Syphilis serology
	
	
	
	
	
	
	
	
	
	

	· Cervical cancer screening should begin at age 21 years
	
	
	
	
	
	
	
	
	
	

	Laboratory and other Diagnostic Test Tracking
	
	
	
	
	
	
	
	
	
	

	· Tracking and documentation of tests ordered and performed for each patient
	
	
	
	
	
	
	
	
	
	

	· Tracking of test results and documentation in patients records
	
	
	
	
	
	
	
	
	
	

	· Mechanism to address abnormal results, facilitate continuity of care 
	
	
	
	
	
	
	
	
	
	

	8. Education and Counseling 
Patient education and counseling during the initial/return well child/adolescent visit, based on health history, risk assessment and physical exam, must cover the following:
	
	
	
	
	
	
	
	
	
	

	· Age appropriate anticipatory guidance including injury prevention, behavior, health promotion, and nutrition
	
	
	
	
	
	
	
	
	
	

	· Child development
	
	
	
	
	
	
	
	
	
	

	· Immunizations
	
	
	
	
	
	
	
	
	
	

	· When and where to obtain emergency care
	
	
	
	
	
	
	
	
	
	

	· Risk factors identified during visit
	
	
	
	
	
	
	
	
	
	

	· Referral to WIC
	
	
	
	
	
	
	
	
	
	

	· Information on parenting and postpartum counseling i.e. post-partum depression)
	
	
	
	
	
	
	
	
	
	

	9. Referrals
	
	
	
	
	
	
	
	
	
	

	· Dental referral, starting at 6 months of age or as indicated  
	
	
	
	
	
	
	
	
	
	

	· Other referrals, as indicated, i.e., WIC
	
	
	
	
	
	
	
	
	
	

	10. Follow-up is documented to include next preventive visit, missed appointments, and referral outcome
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