
LIST ALL CURRENT
MEDICATIONS

INCLUDING NON-
PRESCRIPTION

DRUGS, FLUORIDE,
HERBS &

SUPPLEMENTS

NAME

1.

2.

STRENGTH HOW OFTEN
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LEE

PHYSICIAN

GROUPPEDIATRIC HEALTH HISTORY – 9+ Years

Patient Name: ________________________________________________________________________________ DOB: ___________________________

Date Completed: _______________________________ Reviewed by: _______________________________________________________ MD / DO / ARNP / PA

NAME

3.

4.

STRENGTH HOW OFTEN

PLEASE ASK IF YOU NEED ASSISTANCE TO COMPLETE

Name of person completing form: ____________________________________________ Relationship to patient: ____________________ Date: _______________

ALLERGIES OF THE PATIENT
LIST ANY REACTIONS

TO MEDICATIONS,
FOOD, LATEX, DYE, ETC. 1. _____________________________________ 2. _____________________________________ 3. _____________________________________

MEDICATIONS OF THE PATIENT

PRENATAL / BIRTH HISTORY

ADDITIONAL MEDICAL PROBLEMS / PREVIOUS HOSPITALIZATIONS / SURGERIES / SERIOUS INJURIES

1. _____________________________________________________________________________________________________________________ Date: ________________

2. _____________________________________________________________________________________________________________________ Date: ________________

3. _____________________________________________________________________________________________________________________ Date: ________________

4. _____________________________________________________________________________________________________________________ Date: ________________

5. _____________________________________________________________________________________________________________________ Date: ________________

PLEASE FLIP PAGE TO COMPLETE

Any history of major prenatal/newborn problems for this child?. . . . . . . � No � Yes: ____________________________

Any history of major prenatal/newborn problems for brothers/sisters? . . . � No � Yes: ____________________________

Birth Date Lives with Patient?

Birth Mom’s Name: � Yes � No

Birth Dad’s Name: � Yes � No

Child #1: � Yes � No

Child #2: � Yes � No

Child #3: � Yes � No

Child #4: � Yes � No

Child #5: � Yes � No

Child #6: � Yes � No

Mom’s Mom � Yes � No
Mom’s Dad � Yes � No
Dad’s Mom � Yes � No
Dad’s Dad � Yes � No
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PATIENT & FAMILY MEDICAL HISTORY

Please check conditions that are
applicable for each listed person
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Patient Name: ________________________________________________________________________________________________ DOB: ___________________________

SOCIAL HISTORY OF THIS CHILD

MISCELLANEOUS

Are you seeing anyone else for medical treatment or care: __________________________________________________________

Who referred you to us? ___________________________________________________________________________________________

Please list any other concerns you may have: _______________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Discipline or Behavior Problem? � No � Yes – List: _______________________________________________________________

Ever Seen by Psychiatrist, Psychologist, Speech Therapist or Special Teachers? � No � Yes – List: _________________

__________________________________________________________________________________________________________________

Patient’s Current Grade in School: _______________________ Average Report Card or GPA: ___________________________

School Name: __________________________________________ Repeated Grades? ______________________________________

Attends Special School or Classes? � No � Yes – List: ____________________________________________________________

FAMILY SOCIAL HISTORY

Mother’s Occupation: __________________________________ Father’s Occupation: ____________________________________

Marital Status of Parents: � Married – Date: ____________ � Separated – Date: _______________________

Marital Status of Parents: � Divorced – Date: ___________ � Spouse deceased – Date: ________________ � Single

� Biological Mom Remarried – Date: ____________________ � Biological Dad Remarried – Date: ______________________

If patient’s parents are divorced, please complete the following:

Step-Mother’s Name: __________________________________ Step-Father’s Name: ____________________________________

Where do they reside: ________________________________ ________________________________________________________

List other individuals (name/relationship) who live with the patient: __________________________________________________

Frequency of contact with non-residential parent:____________________________________________________________________

Pets: � No � Yes What type: _________________________________________________________________________________

Alcohol or drug problems in the family. . . . � Yes � No Does anyone in household/daycare smoke? � Yes � No


