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Name: DOB, _ / { =]

Parsan completing form & refationship:

Check oil fems that apply lo your child and fill in blanks as needed,
Newbharn to 3 months (fill in this section only now; additional history to be completed Tater):

Mother's age at pregnancy?___ yre,  Medications during pregnancy?
Any limess during pregnancy? U Yes, explain O No
Did mother smake, use street drugs or alcohal during pregnancy? OYes, explain O No
Was haby: O Full term or Q Prernatura, wks,  Type of delivery: O Vaginal O C-section
Birth weight; Hal-} oz, Lengi im,  Apger rating:

Complications for mother or child during labor, delivery or newhorn period;

Did child recelve 2 newbarn screens (heel sticks) before 2 weeks of age? O Yes INo QO Unknown
Did newborn recelve a hepatitis B shotin the hospital? T Yes TG No QO Unknown Hospital

—

Past Medical History:

Q Aliergies {other than drugs), O Hear preblems or murmur
' Q0 Anemia or Blood problems T High blood pressure
Q Arhrlts T HIV or AIDS
a Asthma O Hypothyroid or Hyperthyroid
1 Birth defects D Inhetited disease
O Blood transfusion, whal year QO Kidney dissase
O CancerTumor, explain Q Learning disabllity, type,
0 Chlcken Fox O Lung Dizease
QO Depression or sulcide attempts 0 Measles, German Mezsles or Murmps
O Diabetes, type . how long 1 Pneumonia
O Drug or Alcoho! ghuse O Rheurnatic or scarlet aver
O Ear infections 8 Sexually transmitted disease (37D)
O Eating dizorder, bulimiz or anorexia O Sickle cell anemia or tralt
0 Eczema or psoriasis O Strep throat
Q Epilepsy (seizures) O Tuberculesis (TE)
U Hezdechas, lype 2 Whooping cough
O Head Injury Q Cther
0 Hearing loss or deniness 0O Olher

Past Surgical and Hospitalization History:

O Appendestomy 0O Psychlatric treaiment, inpatient or oulpatisnt
Q Ear tubes QO Tonsillectomy

O Fracture, O Other;

O Mernia, B or L, type O Other:

{Tumn page over for more questions)
Peelllvy dem


** please complete as much as possible. 
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Faemales Only; Age at first period: yrs, old  Date of |ast period:
Number of. Pregnancies Live biths . Miscarriages Abortions
Birth contral mathod: Date of lasl Pap smean

Drug allergies: 0 No Known Drug Allergies
Name of Drug Reaghion

—

Gurrent Medications: (prescription, over-the-ceuntar, herbs, vitamins, fluoride):

Meadicaiion  Strenctn/Doso  Freguency Meodigation  Strenatn/Dese  Freguency

Immunizations; Are your child's Immunizations up-to-date? O Yes O No
if ot avallable today, please provide & copy of your child’s immunization record by the naxt vislt,

Social History:

Parents: [ Married 3 Divercad, if divorcad, who does child live with;
How is chlld dolng In schaci? & Goed Q Falr ‘D Poor  Inspecialclasses: 0 Yes O No

Tobacco: [ Cigarsttes 1 Smokeless How much/day_ 1 howlong cDrQult, when
Aloohol:  Number of drinks or botiies of beer per week: i
Caffeine: Number of cups of coffee iday, glasses of tea__
Sexually active; OYes O Na New partner In the last year? TYes T No
Vietim of Abuse: O physieal T sexual O mental Q verbal Whois /was ahuser?
Infant car seat, taddier seat or seat belt restraint used regularly: AYes T No, why?
Firearms {guns or rifles) i home: DYes U No Under lock and kay: O Yes O No

Iday, sodas___ Iday

Exposure to hazardous materials or lead?
Special diet or vegetarian®? Travel to forelgn countries?
Deaty in famlly in the last yerr? QO 'Yes O Ne Relationship
Glgaretie or cigar smokers in the home? O Yes ONo

Members of household (iist)__

Family Histary: Living Deceaséd

eath _Agz ._Healihstatus orilinesses . _Age _ Cause of degth & {lnesses
athpr

Mother o o —

Fathar's father _
Fathar's mather -

Mother's fathar
Mathor's mether

Brothers

Eisters

Parent or Guardizn Signature:__ ‘ Date: / /
Mravider review: Signature; Date._ f /

Pedihx o







*** please complete as much as possble. 




