
 

 

Name:      
 
DOB:       

Child Medical History 
Date:  _______________ 
Patient's name:          Patient's Date of Birth:      
Patient's school and current grade (or daycare):           
Previous Health Care Provider:           
Referred to by:               

Pregnancy and Birth 
Mother's age when patient was born:      Baby's diet: 
Any illness during pregnancy:       during the 1st six months:  Breast     Bottle 
Medications (other than vitamins/iron):      If bottle, what formula?       
Patient's birth weight:        Is children on any special diet?      
Delivery (circle one):  Vaginal C-Section   Does child take vitamins?: Yes No 
         Herbal supplements?:  Yes No 
         Fluoride?:   Yes No 
Did baby go home within a couple of days with mom? Yes No 
If no, please explain:               

Past Medical History 
Date and place of last check:       Chronic illnesses:  Yes No 
Allergies to medication:  Yes No   Reactions to food or insects: Yes No 
Any hospitalizations?:   Yes No   Any surgeries?:  Yes No 
Any medications taken regularly?: Yes No 
If yes, please explain:              
               
               
Family (not patient) History:       Review of Systems (patient): 
Age and General Health of Mom       Has patient ever had any of the following: 
           Dad       Frequent ear infection: Yes No 
           Eye problems:  Yes No 
Circle any diseases that the patient's parents, grandparents    Asthma:   Yes No 
Brothers, sisters, aunts or uncles have had:      Allergies:   Yes No 
           Heart murmur/problem: Yes No 
Anemia Asthma  Learning difficulties    Urinary tract infection Yes No 
Diabetes Cancer   Bowel Problems    Chronic cough:  Yes No 
Seizures Depression  Heart Trouble     Chronic diarrhea:  Yes No 
Allergies ADHD   High Blood Pressure    Constipation   Yes No 
AIDS  Drug Problems       Seizures:   Yes No 
Autism  Tuberculosis        Hearing problems:  Yes No 
UTI's  Alcohol problems       Eczema/skin problems: Yes No 
           Anemia or Sickle Cell Trait: Yes No 
Siblings Name & Date of Birth:       Developmental delays: Yes No 
             Speech delay:  Yes No 
             Sleeping problems:  Yes No 
             School problems:  Yes No 
             ADHD:   Yes No 
           Hyperactivity:  Yes No 
Please list any additional medical problems:       Bed wetting:   Yes No 
           Discipline problems:  Yes No 
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