Pediatric Health History

Patient Name Age Sex Today's Date

Father's name: Education: Occupation:
Height: Weight: Medical Problems:

Mother's name: Education: Occupation:
Height: Weight: Medical Problems:

Other Household Members:

Name Age Relationship Health Problems

1.

2.

3.

4.

5.

6.

Do any of the patient's close relatives (parents, grandparents, siblings, aunts or uncles) have/had the following
problems? Please circle:

Asthma Diabetes Epilepsy Hayfever Heart disease High blood pressure

Sickle Cell TB Any other diseases that run in the family?

Past Medical History:
1. Were there any problems during your pregnancy or delivery? If so please list:

2. What hospital was patient born at?

3. Is patient on any regular medications? NO YES
DRUG: DOSE: FREQUENCY: DIAGNOSIS:
DRUG: DOSE: FREQUENCY: DIAGNOSIS:
DRUG: DOSE: FREQUENCY: DIAGNOSIS:

4. Circle any of the conditions listed below which this child has had:

Anemia Asthma Chicken Pox Convulsions or Spasm Diabetes Eczema
Fractures Frequent Colds Frequent ear infections Hayfever Kidney or Bladder infections
Operations Pneumonia Prolonged Bleeding Severe Burns Scarlet fever

Strep throat Sickle Cell Anemia or Trait Whooping Cough PLEASE COMPLETE BACK PAGE



5. Is your child allergic to any medications? If so please list:

Physical Growth & Development:

1. Do you consider your child's in good health? NO YES

2. Do you consider your child's development normal? NO YES

3. How old was your child when he/she started to walk without help?

4. At what age was your child toilet trained?

ANY COMMENTS OR CONCERNS YOU MAY HAVE:

Psycho-Social Development:
1. Who is the major care taker of the child?

2. Does this child have any habits or activities that disturb?

3. How do you discipline your child?

4. How does your child get along with other children, friends or family?

5. Does your child have frequent accidents?

6. Do you have a problem regarding your child that you would like to discuss? If so please list:

In School:
1. Does your child like school? 2. Are your child's grades fair, good or poor?
3. Has your child ever repeated a grade? 4. Is he/she often absent?

5. Does he/she actively participate in school or other outside activities?

Nutritional History:
1. Breastfed until months 2. Bottle fed until months  Brand

3. Does your child still drink milk from a bottle? 4. How much milk does he/she drink daily?

5. At what age did your child start eating solid foods?

6. Has your child ever been on a special formula or diet? If so please explain:

7. Is your child allergic to any food? If so please explain:

8. Do you give vitamins? 9. Any concerns re: child's diet?

Past Immunization History:

Is your child up to date with his/her immunizations?




