
 
Dear Patient: 

Please take a few minutes to complete this form.  This will help assure you of the best possible care and will be held in confidence as 

part of your medical record. 

 

NAME OF PATIENT:__________________________ _______________________ _______________ Today’s Date:____________ 
    Last                            First                         M.I.  

 

Age:______________ Date of Birth:_______/________/_______  Social Security #:_______-________-________ 

     M D Y 

Reason for visit:___________________________________________ Referring Physician:_________________________________ 

 

PAST MEDICAL HISTORY 

Has your child ever had problems with the following?  (Circle Y=Yes N=No.  If Yes, give year.) 

 YES NO YEAR  YES NO YEAR 

Immunizations up to date Y N  Bleeding problems Y N  

Major illnesses Y N  AIDS/HIV Y N  

Has your child ever been hospitalized? Y N  Constipation Y N  

Pregnancy problems including prematurity? Y N  Urine or bladder infections Y N  

Abnormal prenatal ultrasound Y N  Bedwetting Y N  

Heart disease Y N  Daytime wetting Y N  

Lung Disease Y N  Please use this space for additional comments: 

 Nervous system Y N  

Coordination difficulties Y N  

Developmental milestones Y N  

 

Hospitalizations: 

 

 

 

 

BIRTH HISTORY 

Birth Weight:                            Length: 

Complications: _________Vaginal _________C-Section and why?___________ 

Hospital of birth: 

 
Please list surgical procedures your child has had and the approximate year: Please list all medications your child is taking(include non-prescription drugs.) 

1._______________________________________________ Year:____________ 
2._______________________________________________ Year:____________ 

_____________________________________________________ 

_____________________________________________________ 
Please indicate allergies your child has to any medications: 

Medication:___________________________________________ Reaction_______________________________________________ 
Medication:___________________________________________ Reaction_______________________________________________ 

 

Family History 

 Still Alive & Healthy Age Now Medical Problems If yes, what? 

 YES NO    

Mother ⁭ ⁭    

Father ⁭ ⁭    

Sibling ⁭ ⁭    

Sibling ⁭ ⁭    

Sibling ⁭ ⁭    

Sibling ⁭ ⁭    

 

Social History 

Who lives in home with patient:  Pets?_____Type:______________________ 

Daycare/school (name):____________________ 

Exposure to Tobacco?__________ 

                    Alcohol?__________ 

                    Drugs?____________ 

 



 
 

Review of Systems 

Is your child currently having problems with any of the following: 

 Y N Explanation 
ALLERGY/IMMUNONOLGY:  Food allergies, plant allergies, 

environmental allergies 
 

 

 

   

CARDIOCASCULAR:  Chest pain, rheumatic fever, rapid heart beat, high 

blood pressure, swelling, dizziness, faintness 

 
 

   

EARS, NOSE, MOUTH & THROAT:  Soreness and/or redness of gums, 

hoarseness,  difficulty in swallowing, head colds, discharges, obstruction, 

postnasal drip, sinus pain, earaches 
 

   

ENDOCRINE:  Thyroid trouble, heat or cold intolerance, excessive 

sweating, thirst, hunger 
 

 

 

   

GASTROINTESTINAL:   Appetite, nausea, vomiting, diarrhea, 
constipation, indigestion, food intolerance, hemorrhoids, jaundice, bowel 

control 
 

 

   

GENERAL:   Recent weight changes, fever, weakness, fatigue, headaches 

 
 

 

   

GENITOURINARY: 
                Male:  Hernias, testicular problems, penile problems 

                Female: Discharge, pain, discomfort 

                Urinary:  Frequent or painful urination, blood in urine, urinary                                                                                                                                                      
infections, wetting 

   

HEMATOLOGIC: Anemia, easy bruising or bleeding, past transfusions 

 

 
 

   

NEUROLOGIC: Fainting, blackouts, seizures, paralysis, tingling, tremors, 

memory loss 
 

 

 

   

PAIN: Are you experiencing pain now?  Is pain part of the reason why you 
are visiting clinic today? 

 

 

   

PSYCHIATRIC:  Nervousness, mood swings, insomnia, headache, 

nightmares, depression 

 
 

 

   

RESPIRATORY:  Chest pain, wheezing, cough, difficulty breathing, 

asthma, bronchitis, pneumonia, tuberculosis 

 

 

   

SKIN:  Rashes, eruptions, dryness, jaundice, changes in skin, hair or nails, 
discoloration of skin  

 

 

   

 

 

I have reviewed the Medical Questionnaire with the patient and/or family.  _____________________________    ______________ 
                           Faculty Signature                                                  Date 

 
Reviewed:_____________________________ Date:______________________ 

Reviewed:_____________________________ Date:______________________ 

Reviewed:_____________________________ Date:______________________ 
Reviewed:_____________________________ Date:______________________ 

Reviewed:_____________________________ Date:______________________ 

 


