
 

 

 

 

Patient Record 
 

Name _______________________ Age____________    Boy / Girl ____________    

 

Check Up 

 

 
Mouth 

😀 ☹ 

 
Eyes 

😀 ☹ 

 

Ears 
😀 ☹ 

 

Nose 
😀 ☹ 

 

Hands 
😀 ☹ 

 

Feet 
😀 ☹ 

 
Heart 

😀 ☹ 

 

Temperature 
😀 ☹ 

 

 


