PATI ENT Hl STORY FORM

Person conpl eting form Dat e:
Chil d' s Nane: DOB:

Child s History:
Birth Weight: Conplications at Birth?
Hospitalizations & Surgery:

Chronic |1l nesses:

Significant Injuries:

Chi cken Pox? ?Yes When? 7 No | mmuni zati ons Current? ?Yes 7 No

Educati onal & Academi c History:

Current G ade:

O her physicians/specialists involved in your child s care

Revi ew of Systens

Pl ease check if your child has any problens in the follow ng body systens.

No
Pr obl ens Pr obl ens
? ? Constitutional (unexplained fevers, weight gain or loss, cancer, |eukenia, etc.)
? ? Eyes
? ? Ears, Nose, Muth & Throat (Chronic Ear or Sinus Infections)
? ? Heart or Bl ood Vessels (Murrmur, Hi gh Blood Pressure, etc.)
? ? Breat hi ng or Lung Di sease (Asthna, Bronchitis, CF, other |ung disease)
? ? Gastrointestinal Tract (Diarrhea, Constipation, GERD, Liver problems, jaundice)
? ? Joints, Miuscles, Extrenmities (Arthritis, scoliosis)
? ? Skin
? ? Neur ol ogi cal System (ADHD, LD, CP, Seizures, Mental Retardation)
? ? Psychol ogi cal or Mental Health (Depression or Anxiety)
? ? Endocri ne (d andul ar Probl ens, Di abetes, Thyroid D sease)
? ? Bl ood Di sease (Sickle Cell Disease, SC Trait, Henmophilia, etc.)
? ? I mmunol ogy (Chronic Allergies, |Inmmune Deficient)
? ?

Bl adder & Kidney (Chronic UTlI's, Kidney Probl ens)

Fam |y History:

Si bl i ngs: Nane: DOB:
Narme: DOB
Narme: DOB
Narme: DOB

(Cver)



Marital Status of Parents: Child lives with:

Are there famly circunstances we should know about ?

Smokers in house? ? Yes ? No
Firearnms in the house? ? Yes ? No
Smoke detectors in house? ? Yes ? No
Pets in home? ? Yes ? No

Water Supply ? Gty ? well ? Bottled

Fam |y History:

Pl ease describe any health conditions in your famly. Please include the child s parents, brothers, sisters,
grandparents (maternal & paternal), aunts and uncles. (check the condition and identify who has the condition in
the bl ank space to the right).

No
Pr obl ems Pr obl ems Who What
? ? Consti t uti onal /
(Unexpl ai ned fevers, weight |oss/gain, Cancer, Leuken a)
? ? Eyes /
(Cataracts, crossed eyes, etc.)
? ? Ears, Nose, Mouth & Throat /
(Chronic Ear or Sinus Infections)
? ? Heart or Bl ood Vessels /
(Hole in heart, Murmur, Hi gh blood pressure, Cholesterol problens Heart Attacks,
strokes, etc.)
? ? Breat hing or Lung Disease /
(Asthma, Bronchitis, CF, other |ung disease)
? ? St omach, Intestinal Tract /
(Chronic Diarrhea, Constipation, Digestion, Ucer, Intestinal or Bowel Problens)
? ? Joint, Miuscles, Extrenities /
? ? Skin /
? ? Neur ol ogi cal System /
(ADHD, LD, CP, Seizures, Stroke)
? ? Psychol ogi cal or Mental Health /
(Depressi on or Anxiety)
? ? Endocri ne /
(d andul ar probl ens, Diabetes, Thyroid di sease)
? ? Bl ood Di sease /
(Sickle Cell Disease, SC Trait, Henophilia)
? ? | mmunol ogy /
(Chronic allergies, |Imune deficiency)
? ? Bl adder & Ki dney /
1% tinme Provider Reviewed: Dat e:
Subsequent |y revi ewed by: Dat e:
Subsequent |y revi ewed by: Dat e:

Subsequent |y revi ewed by: Dat e:




