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NAME _______________________________________  DOB ___________________________
What is the purpose of your child’s visit today? ​​​​​​​​​​​​​​​​​__________________________
_______________________________________________________
_______________________________________________________
Does your child have any of the following medical problems or have they been diagnosed with any in the past?

 Arrhythmia/Irregular heartbeat 

Kidney Stones
– please describe:



Urinary Tract Infection
 Congenital Heart Disease


Fracture
 Blood Clot (DVT or Pulmonary Embolism)
- location
 Hyperlipidemia/High Cholesterol

Diabetes
 Hypertension




 Hyperthyroidism
:
 Heart Murmur/Valvular disease

 Hypothyroidism
- please describe:



 ADD/ADHD
 Asthma




 Headaches/Migraines
 Pneumonia




 Meningitis

 Sleep Apnea




 Seizure Disorder
 Tuberculosis




 Anemia
 Gallstones (cholelithiasis)


 Allergies
 GERD/Heartburn/Hiatal hernia

 Eczema
 Hepatitis




 Cancer:

 Irritable Bowel



- type:



 Renal Failure





Please list any other problems not listed above: ____________________________
_______________________________________________________
_______________________________________________________
To the best of your knowledge, is your child up to date on vaccines? If not, please list known deficiencies. ________________________________________________
 (Please supply us with a vaccine record if possible.)
Birth History:
Was your child born on time? ________ If not please give weeks early:_____________________
Was the delivery:  vaginal
 C-section
 induced
 spontaneous

Were there any complications with pregnancy or delivery? If so please explain: ______________
_____________________________________________________________________________
Did your child require extra hospitalization or care after birth? If so please explain: ____________

_____________________________________________________________________________
For adolescent girls only (please only fill out what is applicable):
Age at first period: __________________ Date of last menstrual period: ____________________

Any problems with your child’s menstrual cycle? Please explain: __________________________
Any Pregnancies?_______________________________________________________________
Are you using any birth control? If so what? __________________________________________
Date of last Pap smear: ______________ Result: _____________________________________

Any abnormal Pap smears? ______________________________________________________

Is your child allergic to any medications?

Name of medicine                                    Reaction
_______________________________________________________
_______________________________________________________
Does your take any medications? Please include regular use of over-the-counter medications, vitamins and herbal supplements.

Name


        Strength   

 Instructions

_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
Has your child been hospitalized? If so, please give dates and reasons. ___________
_______________________________________________________
Has your child had any surgeries? If so, please list with dates. _________________
_______________________________________________________
Please list medical problems in your family. If none or unknown, please list as well.
Father: ___________________________________________________

Mother: __________________________________________________

Brother(s): (number of:     ): _______________________________________
Sister(s): (number of:     ): ________________________________________
Paternal Grandfather: __________________________________________
Paternal Grandmother: _________________________________________
Maternal Grandfather: __________________________________________
Maternal Grandmother: _________________________________________
Please give us information about your child’s environment:
Are the child’s parents:   married  divorced separatedwidowed

Who lives in the house with the child?
 both parents   

 siblings

 mother   


 father

 step-mother 


 step-father   

 grandmother


 grandfather

 other:

Is your child in:

 day care 
 mother’s day out
 preschool
 elementary school
 middle school  high school 
 home school


Is your child exposed to cigarette smoke? __________ If so, by who? ______________________
Does your child use tobacco products?_______ 
If so please choose type used:

 cigarettes      
Packs per day? ______ How many years? 

 chewing tobacco
How much?______ How many years? _______
If quit, when? _______________

Does your child drink alcohol? ________   
If so, how often? rare social weekly daily   How much? ______________
Has your child ever used any illegal or illicit drugs? If so please give type:_____________
_______________________________________________________
