
□ 2wk  □ 2mo  □ 4mo  □ 6mo  □9mo 

Child’s Name ____________________DOB ____________ 

Ht ___________Wt __________ Head Circ ___________ 

Hgb/Hct ________ Immunizations Given:  □ Yes   □ No 

If yes, please list: 

______________________________________________ 

______________________________________________ 

Comments _____________________________________ 

______________________________________________ 

______________________________________________ 

Return Visit Scheduled?    □ Yes   □ No 

If yes, when:____________________________________ 

 

______________________________________________ 
Doctor’s Name (Please Print) 
 
_________________________________ _________ 
Doctor’s Signature     Date 

Well Baby Check Record 
Early Head Start 

MSU Child Development Programs 
330 3rd St NE 

Mayville, ND 58257 
Phone: 701-788-4868 
Fax: 701-788-4781 



MSU Child Development Programs 

Attn: Early Head Start 

330 3rd St NE 

Mayville, ND 58257 

PLEASE  
PLACE  
STAMP  
HERE 

Well-baby Check Record 


