ESSE HEALTH PEDIATRIC AND ADOLESCENT MEDICINE HEALTH HISTORY

PATIENT NAME:

PATIENT BIRTHDATE:

O Male OFemale
Today's date:

IDENTIFICATION:

BIRTH HISTORY:

Name of person completing this form: Problems with pregnancy, labor or delivery? OYes
Relationship to child: Premature? [OYes
Is this child adopted? OYes O No Cesarean section? [OYes
SOCIAL HISTORY Breathing problems at or after birth? OYes

Mother's name: Jaundice? OYes
Mother's education: Ohigh school [Ocollege Opost-graduate Seizure? OYes
Occupation: Other problems at birth or first weeks of life? OYes
Father's name: Was discharge delayed for any reason? OYes
Father's education: Ohigh school Ocollege Opost-graduate
Occupation: Birth weight of baby:
Parents are: OMarried 0OSingle  ODivorced [OSeparated |HAS THE CHILD EVER:

ORemarried  OOther: Been in a hospital overnight? OYes
Child lives with: Had surgery/operation? OYes
Others in the home (name/age/relationship): Been seen in an emergency room? OYes
a Seen a medical specialist? OYes
b Had an allergic reaction to medicine? OYes
c Had an allergic reaction to food? OYes
d Had an allergic reaction to insect bite/sting? OYes
e PHYSICIAN"S COMMENTS:
Childcare/School Information:
Does anyone smoke around the patient? OYes [ONo

Are there any guns in the home? OYes [ONo

Are there any pets in the home? OYes [No

FAMILY MEDICAL HISTORY
Please circle any conditions below that affect any of the child's
relatives (parents, siblings, grandparents, aunts and uncles):

neurological problems, seizures, headaches, ADD/ADHD
psychiatric disorder, depression, substance abuse, alcoholism
developmental delay, mental retardation, learning disabilities
birth defects/deformities
eye problems, "lazy eye", cataracts, retinal disease
hearing abnormalities
thyroid disease, diabetes, other endocrine problems
metabolic diseases
heart disease, heart attack before age 50

. high blood pressure, high cholesterol

. asthma, allergies, eczema

. tuberculosis, cystic fibrosis, other lung disease

. liver disease, hepatitis

. kidney disease, urinary tract abnormalities

. Ulcers, colitis, other intestinal problems

. skin disorders

. cancer

. blood disorders, bleeding problems, sickle cell anemia

. birth defects, SIDS, early deaths

. immune disorders

. other:
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ESSE HEALTH PEDIATRIC AND ADOLESCENT MEDICINE HEALTH HISTORY
PATIENT NAME:
PATIENT BIRTHDATE: Today's date:

( THIS SIDE DOES NOT NEED TO BE COMPLETED FOR NEWBORNS)

PAST MEDICAL HISTORY Are immunizations up to date? OYes CONo

Does your child take any medications? CNo (please provide record of prior vaccines)

O Yes (please list): Other concerns you have?
1
2
3
4 I would like information on: Oschool problems
5 Ofamily/marital problems  Odrugs/alcohol/smoking
6 Osex education Oother:

Has your child ever had the following? Physician's comments:

Chicken pox disease [Yes

Eye or vision problems OYes

Ear or hearing problems  OYes

Dental problems OYes

Speech problems OYes

Recurrent sore throat or tonsillitis OYes

Bronchitis/pneumonia  OYes

Wheezing or asthma OYes

Allergies OYes

Frequent runny nose OYes

Recurrent nosebleeds [Yes

Recurrent skin rashes or eczema [OYes

Anemia or bleeding problems  OYes

Stomach or bowel problems OYes

Hernia OYes

Bedwetting/soiling OYes

Urine/kidney problems or infections OYes

Heart condition OYes

High blood pressure OYes

Fainting spells OYes

Joint pain or swelling OYes

Bone problems/fractures/scoliosis OYes

Headaches [Yes

Convulsions/seizures OYes

School problems  [OYes

ADD/Learning disbilites OYes

Mental health problems OYes

Discipline issues OYes

Trouble getting along with others  OYes

Restless, fidgety or destructive behavior OYes

Nervousness or unusual fears [Yes

Depression or extreme sadness [OYes

History of tobacco/drug/alcohol use  OYes

History of sexual activity OYes

History of sexual abuse OYes

History of physical abuse [OYes

Sleep problems  OYes

Has your daughter started her period? OYes

Age at onset:

Menstrual problems? OYes




