NEW PATIENT MEDICAL HISTORY

Patient Name: ________________________

I. Birth History *answer this section only if child is being seen before 5th birthday
      Hospital of  birth   ___________________________________________________

      Problems during pregnancy  ___________________________________________

       _________________________________________________________________

      Born within 2 weeks of due date?      yes  /  no               Birth weight  __________

      If no, then how many  weeks was the child at birth? ________________________

      Vaginal delivery or C-section  ( circle one )

      Problems  at delivery?    yes  /  no        If yes then describe briefly

         _________________________________________________________________________________________

      ________________________________________________________________

      Problems after delivery?   yes  /  no   i.e. jaundice, poor feedings, heart murmur, admitted to NICU

      ________________________________________________________________

      ________________________________________________________________

 II. Past Medical and Surgical History     *if yes then briefly explain
      Allergic to any medicines or has allergies?   yes  /  no

      _______________________________________________________________

      Ever been hospitalized or been operated on?   yes  /  no

      _______________________________________________________________

      Does the patient see any other doctors or health care providers?    yes  /  no

      _______________________________________________________________

      Does the patient have or ever had any medical problems?   yes  /  no

      i.e. heart murmur, recurrent ear infections or strep throat, seizures, allergies, asthma, pneumonia, ADHD etc.

      _______________________________________________________________ 

      _______________________________________________________________

      Does the patient take any prescribed medications regularly now or in the  

      past?   yes  /  no    ________________________________________________

      _______________________________________________________________

      In the past five years years has the patient ever “blacked-out”, fainted, have

      dizziness or a concussion, unusual shortness of breath or chest pain?  yes / no

       _______________________________________________________________

       _______________________________________________________________

 III. Family and Social History

       Do any family members on either side have a history of the following: 

         ( please circle )   high blood pressure, high cholesterol, heart attacks, strokes,

                                           asthma, allergies, eczema, cancer, diabetes, tuberculosis

         Does anybody in the family smoke?   yes  /  no             Any pets?   yes  /  no

       Are the mother and father living together?   yes  /  no

       Who else lives in patients’ house?  i.e. mom, dad, step-father, siblings, ½ siblings etc.

                *Please write all siblings’ names and date of birth

           _______________________________________________________________

        _______________________________________________________________

                                                 ___________________________               _________                                                                                                                                

                                                    Signature of parent or patient                        Date

