PEDIATRIC HEALTH HISTORY
(6-12 Years)

ame: Sex: M F Date of Birth: / /
Birthplace: Hospital: City: State:
Parent/Guardian: Phone:

PRENATAL/PREGNANCY/DELIVERY HISTORY
Prenatal:

Did you receive prenatal care? Y N

Gestational age (weeks) at delivery? Was labor induced? Y N Vaginal Delivery ~ C-Section
Baby’s weight at birth Length
Doctor for prenatal care: City: State:

Any complications during pregnancy or at birth? Y N Ifyes, please describe

Did this child have any complications after delivery that required additional or special care? Y N Ifyes, please
| describe B

__ CHILD’S HISTORY: - e
Current Medical Problems P e

List any medical problems that you child currently has and when they started:

~Is-your-child-being-treated-for-a-medical-condition-by another health care provider? If so, describe the condition and the
treating provider

Does your child have, or have they ever had, any of the following:

___Crossed/Wandering eyes ___Repeated ear infections _;_Ear Tubes

____Hearing loss __Speech problems ___Frequent colds
___Allergies ___Hay fever . ___Asthma

___Pneumonia ___Whooping cough ___Heart murmur
___Anemia ___Recurrent vomiting ___Chronic/frequent diarrhea
___Colic ___Headaches __Seizures

___Scoliosis ___Pain in arm/legs/joints ___Swelling in arm/legs/joints
___Jaundice ___Bed wetting ___Chicken Pox

___Measles ___Rubella __Mumps

___Polio ___Kawasaki Disease ___Genetic disorder




Nutrition

Feeding type: Breast___ Times per day Duration
Bottle Ounces Bottles per day

Does your child currently use: Vitamins  Fluoride

Is your child on solid foods? Y N

Age when cereal started

When meats started

When vegetables started

When fruits started

Formula Type

When juices started

When eggs started

Developmental

How old was your child when (s)he started school?

Does your child have any type of learning disability? Y N If yes, please explain

What grade is your child in?

Does your child have any type of problems relating to his/her peers? Y N

If yes, please explain

Current Medications

Please list all prescriptionand over the counter medications your-child.is.tal{ing'

Medication Dose Reason How Long
Allergies
Medications: Foods:
Other:
Hospitalizations/Surgeries
Hospital Reason Date Physician




FAMILY HISTORY

Parents

Mother Age

Father : Age

Parents Marital Status: Never Married Married Separated Divorced Widowed

Living arrangements: Live together Live apart

___Birth defects ___Mental Retardation __ DES Exposure ___Headaches ___Allergies
____Cancer ___Heart Disease___Stroke ___High Blood Pressure ___Diabetes

___Asthma ___Hay fever ___Anemia ___Arthritis ____Epilepsy ___Thyroid problem
___ Epilepsy ___Hepaititis ___Obesity ___Alcoholism ____Psychiatric Disorder

___ Sexually transmitted disease

Housing

Type of home: House Apartment Mobile Home
Doyou: Own Rent e e

How old is your home? - : .o e

Number of people living in home? ppses e ghm ) wesgeeelepeerlt -

Child living with:  Parent Legal Guardian

Number of Bedrooms Bathrooms
Water source: Well City Other
Heat source: Gas Qil Other

Does anyone living in your home smoke? Y N

Thank you for completing this form. The information you provided will be helpful in planning your child’s health care.

Signature of person completing form: Date:

Relationship to patient:

Provider Signature:




