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Pediatric History Forms
Welcome to our practice. Please answer all the questions found below to the best of your ability.

Patients Name: Date:

Birth Date: Age: Gender: Male or Female
Name of previous physicians/primary care provider:
Allergies/Reactions to any medications or vaccination:
Is your child taking any medications: YES or NO If so, please list below:
Name: Dosage:
Name: Dosage:
Girls only: Age at first menstrual period:

Immunizations
*** PLEASE BRING YOUR CHILD IMMUNIZATION RECORDS TO YOUR APPOINTMENT! ***
Where did your child receive his/her immunizations:

Pregnancy & Birth

Which hospital was your child born:
Please indicate any medical problems during pregnancy: [ JNONE [ ] Specify:

Delivery by: [ ]Vaginal [ ] Caesarean - Was it planned? Emergency? if so, why?
Birth Weight: Birth Length: APGAR score: 1 min. 5 min
Was your child born premature: YES or NO If so, how early?

Was your child breast feed? If breast feed, how long?

Was your child formula fed? If so, what type?

Family History
Please indicate with a () family members who have had any of the following conditions:

Medical Condition: Mom | Dad | Sister | Brother | Mom’s | Mom’s | Dad’s | Dad’s
mom dad mom | dad

Anemia

Asthma

Any Cancer

Heart Attack/Heart Disease

Depression

Diabetes, on insulin shots

Diabetes, not on insulin

Eczema

High Cholesterol

High Blood Pressure

Kidney Disease

Stroke

Thyroid Disorders




Medical History

REVIEW OF SYMPTOMS: Please check ( ) any current problems your child has below:

Constitutional
____Fevers/chills/excessive
sweating

____Unexplained weight
loss/gain

Eyes
____Squinting/“crossed" eyes/
asymmetric gaze

Ears/Nose/Throat
___Unusually loud
voice/hard of

hearing

____Mouth breathing/snoring
____Ear Infections
___Frequent runny nose
___ Problems with
teeth/gums

Cardiovascular

___ Tires easily with exertion
____Shortness of breath
____Fainting

Hospitalization/operations (with dates):

Respiratory
__ Cough/wheeze
___ Chest pain

Gastrointestinal

Nausea/vomiting/diarrhea
____ Constipation

____ Blood in bowel
movement

Genitourinary
____Bedwetting
____Pain with urination
____Discharge: penis or
vagina

Musculoskeletal
____Muscle/joint pain

Skin
__ Rashes
____Unusual moles

Allergy

____Hay feverlitchy eyes
____eczema
Neurological
____Headaches

__ Weakness
____Seizure

____ Clumsiness

Psychiatric/Emotional
____ Speech problems
___Anxiety/stress

__ Problems with

Sleep/nightmares
____Depression

__Nail biting/thumb sucking
____Bad temper/breath
holding/

jealousy

Blood/Lymph
____Unexplained lumps
____Easy bruising/bleeding

History of any broken bones or severe sprains:




