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Patient Name:							DOB:_______
Birth History (Complete Birth History ONLY if your child is 3 or younger)
Please circle:  Vaginal or C/Section	How many weeks was your baby at birth? _______
Did your baby require any extra care while in the hospital?  Medications? Lab tests? X-Rays?
___________________________________________________________________________
How many days did your baby stay in the hospital? __________________________________
Medical History
Does your child have any medical or behavior problems? Please circle:    YES	NO
 If YES, please explain: __________________________________________________________
____________________________________________________________________________
Has your child stayed in the hospital overnight for any reason?  Please circle:  YES	NO
If YES, please explain:__________________________________________________________
Has your child had any recurrent problems, for example, multiple ear infections? 
Please circle:  YES	NO
If YES, please explain:__________________________________________________________
Please list the name and specialty of any specialist your child has seen (examples - pediatric allergist, psychologist, counselor)
_____________________________________________________________________________
Do you think your child is up to date on vaccines? ____________________________________
Medications (Please list all prescription and non-prescription meds, vitamins, supplements)
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Surgical History
Has your child had any type of surgery?  Please circle:  YES	NO
If YES, please list type of surgery and age of child when surgery took place ______________________________________________________________________________
Family History (please circle)
Asthma							Childhood Cancer
Heart Disease before 50 years old			High Blood Pressure before 30 years old
Death in childhood or unexplained death		Other:____________________________
Obesity							__________________________________
Seizures 	 					_______________________________
Social History
Who does your child live with? _______________________________________________________
Does anybody smoke? Please circle all that apply -  inside the home    outside the home     in the car
Who helps take care of your child?  ____________________________________________________
Is your child in daycare? _____________________________________________________________

Please use the section below to share any other information you would like us to know about your child and/or your family: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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