PATIENT MEDICAL HISTORY SHEET

PATIENT'S NAME:__________________________________________________________________________________________________________
				(LAST, FIRST, MIDDLE)

DATE OF BIRTH:_________________________BIRTH WEIGHT:__________________ BIRTH PLACE:_________________________________

NAME OF PREVIOUS PHYSICIAN AND DATE LAST SEEN:________________________________________________________________________

Circle One: 	VAGINAL BIRTH 		CAESAREAN SECTION (C-SECTION)

Circle response ↓

YES 	NO 	ANY PROBLEMS WITH THE PREGNANCY? DESCRIBE:__________________________________________________________

YES 	NO 	ANY PROBLEMS WITH THE DELIVERY?  DESCRIBE:____________________________________________________________

YES 	NO 	WAS THE PATIENT PRE-TERM OR POST-TERM?  HOW MANY WEEKS?____________________________________________

YES 	NO 	ANY PROBLEMS IN THE HOSPITAL NURSERY?  DESCRIBE:_____________________________________________________

YES 	NO 	ANY HOSPITALIZATIONS SINCE BIRTH? WHERE AND FOR WHAT:________________________________________________

YES 	NO 	ANY SURGERIES?  WHERE AND FOR WHAT:__________________________________________________________________

YES 	NO 	ANY FRACTURES OR SIGNIFICANT TRAUMA?  WHAT AND WHEN:________________________________________________

YES 	NO 	ANY SIGNIFICANT ILLNESSES?  WHAT AND WHEN:_____________________________________________________________

YES 	NO 	ANY DEVELOPMENTAL PROBLEMS, LEARNING DISORDERS, OR OTHER DELAYS?__________________________________

YES 	NO 	DOES THE PATIENT REQUIRE EYE GLASSES? DATE OF LAST EYE EXAM:_________________________________________

YES 	NO 	DOES THE PATIENT REQUIRE ANY OTHER MEDICAL EQUIPMENT?  WHAT KIND:___________________________________

YES 	NO 	ANY ALLERGIES TO MEDICATIONS?  LIST MEDICATIONS AND TYPE OF REACTION:_________________________________

YES 	NO 	ANY OTHER ALLERGIES?  WHAT KIND:_______________________________________________________________________

YES 	NO 	ARE THERE ANY MEDICAL PROBLEMS WITH THE PATIENT’S MOTHER, FATHER,  BROTHERS, SISTERS, OR 	GRANDPARENTS SUCH AS DIABETES, CANCER, HEART DISEASE, HIGH BLOOD PRESSURE, KIDNEY DISEASE, ASTHMA, 
INTESTINAL DISEASE, LUNG DISEASE, BLEEDING DISORDERS, THYROID DISORDERS, SEIZURES, MENTAL RETARDATION, ETC.?   LIST RELATIONSHIP AND TYPE OF PROBLEM.____________________________________________

_________________________________________________________________________________________________________________________    

YES 	NO 	ARE THERE ANY OTHER FAMILY MEMBERS WITH SIGNIFICANT MEDICAL PROBLEMS? LIST RELATIONSHIP AND TYPE
OF PROBLEMS:___________________________________________________________________________________________

_________________________________________________________________________________________________________________________

YES 	NO 	DOES THE PATIENT OR ANYONE ELSE IN THE HOUSE SMOKE?  WHO?___________________________________________

YES 	NO 	ANY REACTIONS TO PREVIOUS IMMUNIZATIONS? LIST:_________________________________________________________

YES 	NO 	ARE THE IMMUNIZATIONS CURRENT?

YES 	NO 	HAS THE PATIENT HAD CHICKEN POX? IF YES, DATE:__________________________________________________________


PRIMARY LANGUAGE OF CHILD:_________________________  ETHNICITY:_________________________________________________________

PREFERRED PHARMACY ADDRESS:______________________________________________ PHONE #:___________________________________
 
[bookmark: _gjdgxs]My signature below indicates that I acknowledge that Total Pediatric Healthcare recommends that my child have routine health exams and immunizations following the guidelines and recommendations set by the American Academy of Pediatrics.  These guidelines are posted in the reception area.


_________________________________________________________________	________________________________________________
SIGNATURE OF PERSON COMPLETING THIS FORM				RELATIONSHIP TO PATIENT


_________________________________________________________________
DATE COMPLETED      


