Pediatric Medical History Form
Patient name: ___________________________     DOB: ________________________
Person completing form and date: _____________________________

	Mother/Father/Legal Guardian’s Information

	Full names/relationship to Patient
	

	DOB
	

	Employer/Occupation
	

	Emergency Contact/Phone #
	



Patient allergies:  Yes  or   No
If yes, explain: ________________________________________________________

Current Medications:
	Medication
	Dose
	How many times daily
	Who prescribes?

	
	
	
	

	
	
	
	

	
	
	
	



Birth History:
Type of Delivery:   Vaginal   or   Cesarean 
Number of weeks gestation:__________________
Name of Hospital: _______________________
Any delivery or newborn medical problems? _______________________
Birth Weight:  _____________lbs. _______________oz.

Hospitalizations:
Has your child ever stayed overnight in the hospital?    Yes   or   No
If yes, when and why? ___________________________________________________

Surgeries:
Has your child ever had any surgeries?   Yes   or   No
If yes, explain (surgery, date, physician)_______________________________________________________________

Does your child see a specialist?    Yes    or   No
If yes, specialist name and reason: ________________________________________________________________________
Has your child received Occupational therapy, Physical therapy, or Speech therapy?    Yes   or   No
If yes, explain where and reason:
________________________________________________________________________

Personal Medical History:
___ADD/ADHD                      ___Chicken Pox      ___Hearing/Vision Problems      ___Other_______
___Seasonal allergies        ___Concussion      ___Heart Murmur                             _______________
___Anemia                              ___Diabetes             ___Congenital Heart Disease     _______________
___Asthma                              ___Eczema               ___HIV/AIDS                                        _______________
___Bleeding Disorder         ___Fracture              ___Kidney/Liver disease               _______________
___Bronchiolitis                    ___Headaches       ___Seizures                                         _______________

Family Medical History:
(Parents, Siblings, Paternal or Maternal Grandparents)
Check if yes
· Alcohol/Drug Abuse                            Additional Comments/Conditions:___________________
· Allergies                                                      _________________________________________________
· Anesthesia Problems                           _________________________________________________
· Blood Disease                                         _________________________________________________
· Cancer
· Diabetes
· Eye Disorder
· Genetic Disorder
· GI Disorder
· Heart Disease
· High Blood Pressure
· High Cholesterol
· HIV/AIDs
· Liver Disease
· Neurological Disorder
· Psychiatric Disorder
· Respiratory Disorder
