
Child’s Name:____________________________________ 

    Date of Birth: __________________Age:____________ 

 

Pediatrician (Name and Location):_______________________________________________ 

Who referred your child to our office? :__________________________________________ 

How can we help your child today?:_______________________________________________ 

Have they had the Flu Vaccine?     Yes   [ ]        No [ ] 

 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

Which local pharmacy do you use?: ____________________ Town?: ____________________ 

Is your child allergic to Latex or Rubber?  Yes [ ]  No [ ] 

Do they have any known drug allergies? If none check here [ ]  
Please list your their drug allergies along with reaction:______________________________ 

_____________________________________________________________________________________

Please list ALL medications your child takes (including vitamins and OTC meds): 

___________________________________________________________________ 

___________________________________________________________________ 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

Please list their past medical history: _______________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

Has your child had any of the following surgeries?      [ ] I have never had Surgery    

 [ ] Ear Tubes                   [ ] Tonsillectomy                  [ ] Adenoidectomy              

 Please list ALL other surgeries: 

__________________________________________________________________ 

__________________________________________________________________ 

      (please turn over)     

     

 



Family Medical History:    

Indicate which family member beside each condition: (M) mother (F) father (C) child (B) brother(S) 
sister 
Example: M allergies  
___ Allergies            ____ Bleeding Disorder      ____ Migraine                  ____ Cancer type: ____ 

___ Diabetes           ____ Heart Disease              ____ Thyroid Disorder    __________________ 

___ Hearing Loss    ____ Stroke                           ____ Asthma                      [ ] Unknown/Adoption  

Mother: [ ] Alive [ ] Deceased   Cause of Death___________________ 

Father: [ ] Alive [ ] Deceased    Cause of Death ___________________ 
 

Social History: 

Is your child in school? [ ] Yes  [ ] No        

Is your child in daycare? [ ] Yes  [ ] No 

Is your child meeting their developmental milestones? [ ] Yes [ ] No  

If no, is it related to [ ] Speech? [ ]  Hearing? 

Is your child exposed to second hand smoke? [ ] Yes [ ] No    

If yes [ ] at home [ ] in the car  

REVIEW OF SYSTEMS:    Do you have any of the following symptoms:    

 

Constitutional:  fever  weight loss fatigue            daytime sleepiness 

Eye:   vision loss double vision  floaters flashes of light  

Ear, Nose, Mouth, Throat:   hearing loss  snoring  nasal bleeding 

Cardiovascular: chest pain palpitations  passing out  shortness of breath  

Pulmonary:  dry cough productive cough  wheezing  coughing up blood  

Gastrointestinal:  heartburn constipation  diarrhea  trouble swallowing  

Genitourinary: blood in urine  weak urine flow painful urination 

Musculoskeletal:  joint pain joint swelling  muscle aches  swollen feet 

Integumentary/skin:  rash  itchy ears  non-healing wound   

Neurologic:  dizziness  weakness  headache memory loss  

Psychiatric:  depression  anxiety  claustrophobia  panic attacks  

Endocrine:  heat intolerance cold intolerance frequent urination   

Hematologic/lymphatic:  easy bruising swollen glands bleeding  

Allergy/immunologic:  spring allergies  fall allergies  summer allergies  winter allergies.   

 

 

I certify that to the best of my knowledge, the above information is complete and accurate.   

 

Parent or Guardian’s signature: ________________________________ Date: _____________ 

 

Reviewing physician’s signature:   _______________________________ Date: _____________ 
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