EXHIBIT I
Specialty Examination – Pediatrics
Chief Complaint.  State the major or chief complaint(s) alleged.  Describe how the impairment(s) affect function and daily activities.  Clarify functional loss by providing specific examples of capabilities and activities of daily living.
Review of Records.  Brief summary or list of background material/medical records received and reviewed.
History.  Comment on reliability and consistency of client’s reporting.  If not the client, from whom the information was obtained.  
Present Illness.  This section of the CE report should describe and discuss:
Date of onset (birth, injury, illness);
Progression of symptoms;
If episodic, provide dates of episodes, precipitating factors, and the state of health and function of the child between episodes;
Treatment and response, including compliance or lack thereof, and any side effects; 
Current medications, including name and dosage;
Factors that increase or decrease the problem(s); and
Description of how the impairment(s) limits the child’s ability to function.
Past History.  Describe and discuss as appropriate:
Prenatal, delivery, and neonatal course; and
Other prior illnesses, injuries, operations, or hospitalizations.  Give dates of these events, diagnoses, and treatment. 
Social History.  Describe and discuss, as appropriate, based on the child’s age, pertinent findings about use of tobacco products, alcohol, non-prescription drugs, etc.
Family History (if pertinent).
Growth and Development.  Describe and discuss (as appropriate):
History of prior growth (when alleged impairment would be expected to affect growth);
Developmental milestones, including speech and language;
Preschool performance;
Activity in daycare;
School performance, including physical activity and gym (children five (5) years-of-age or older); and
Usual daily activities, including self-care, communicative abilities, and social behavior with siblings, peers, and adults.  Description of any problems and/or need for special assistance, ability to concentrate and persist in activities, and ability to maintain adequate pace.
Review of Systems.  Review all body systems.  Describe and discuss other complaints and symptoms the child has experienced.  Pertinent descriptive statements by the child or the child’s caregiver should be recorded in the person’s own words.  
Physical Examination.  Describe both positive and negative findings.  In addition to the evaluation requirements listed below, a thorough exam of the affected body system should be included. 
Vital signs.  Blood pressure, pulse rate and rhythm, and respiratory rate (as appropriate, based on nature of the impairments). 
Based on national Center for Health Statistics, report actual values and percentiles for: 
Height and weight without shoes (children under two (2) years-of-age, report length measurement); 
Head circumference (under age 3), or if a neurological or mental impairment is involved; and
Tanner Stage (as appropriate).
General appearance.  Comment on any obvious vision or hearing problems, facial, skeletal, or other/congenital abnormalities, and physical evidence indicating side effects due to medication.
General Observations.  Describe behavior and attention span, and child’s interaction and reaction with examiner and individual who brought child to exam.
 Speech.  Comment on percent of intelligibility.
Up to age 3 - quantity and quality of sounds produced, both spontaneously and on imitation (age appropriate).
Age 3 and over - intelligibility, rate, rhythm, and articulation.
Language
Receptive - understanding, age appropriate vocabulary, content etc. (i.e. Can child follow simple one-three step direction?);
Expressive - age appropriate production of language (e.g. use of single words, phrases, sentences); and

Communicative ability - can the child, of any age, express different intents and engage in age-appropriate communicative behaviors?
Physical Activity.  Gait, station, walking, standing, sitting, crawling, manipulation skills, ability to roll over (for infants), etc.
Laboratory and Diagnostic Studies.  Do not perform studies unless they have been specifically authorized in advance.  Report x-ray findings and/or actual lab values, with the lab’s normal range, or attach the laboratory/x-ray report to the signed report.
Diagnosis and Prognosis
Provide diagnosis and prognosis based on clinical, objective evidence.
Explain which findings led to the given diagnosis.
** Do not give diagnoses based solely on the child’s subjective complaints. **
Medical Source Statement (remaining functional abilities).  Based on the objective examination findings, give an opinion of the child’s ability to function as compared to other children of the same age who do not have impairments. 
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