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HEALTH
Wo wart you well,
H ’
Patient’s Full Name:

Pediatric and Adolescent Medicine
Annual Health History Update

Today’s Date: /[ /

Primary pediatrician:

omale ofemale Birth Date:

S

Name of person completing this form:

Relationship to patient:

Please list any medicine/food/latex allergies: CINone

This patient has: (Please include details)
-been in a hospital overnight? [Jy

-gone to the emergency room? []y

-gone to an urgent care center? L1y

-had an allergic reaction? (medication, food, insect) 1Y
-had surgery? (an operation) [y

-seen a medical specialist or doctor elsewhere? [Jy
-traveled outside of the U.S.? [y

Today | have concerns about:

Headaches/Head INjury?........cccccevvuevereeevieeeeecenas ay
ViSiON/HEAMNG? - evveeererererierereieiicitiin e Oy
Dental? .ooee... (Brushes? Oy O N, Sees dentist?IYOIN) ......... Oy
Ears/Eyes/Nose/Throat? - .cccveevneeinncineinenens Oy
ANEIZIES? vttt eeene e ay
Cough/Wheeze/Trouble breathing? .........cccceuveeneee. Oy
CheSt PAIN? ..ottt ay
Abdominal Pain?- v Oy

StOO0IS OF UrNation - eeeeeeeeerreeeeerreeeeireeeeenreeeeeiseeeesesseeens Oy
(=Y AT = | L 2N ay
Muscles/JoiNts/BONES P vttt Oy
SN P eerreereerteete et et et e et e te e s esteeereeebe e b e etaeeteesteesaeesreenreenns Oy
Abnormal Bleeding or Bruising?« - --seeeesesseesereens woene Oy
Sleep?...(at least 10-12h preschool, 10h 5-12y, 9-10h teens,)...... Oy
DEVElOPMENT? vttt ay
Behavior/Mental Health?. ..o Oy
Learning/School Performance?.........cccoceeevvevreeenveennne. Oy
N IO o SR A1) o 1 2O Oy
Weight/GroWth?......c.ocueeieeiieeieiceeece e Oy
Substance UsSe/abuSe?.......iovcviieiivieieeeieeee e Oy
Sexual aCtiVity?....coeiccieei i Oy

Other? (Include details) ay

For girls: Has she started her period? CIN [V, at age
If yes, when did the last period start? /]
Is she having any problems? [CIN [v:

Please list patient’s current medical diagnoses: [None Parent/Guardian #1 Parent/Guardian #2
Name:
Preferred

Please list all medicines/vitamins/supplements: [CONonejcontact #:
Occupation:

Parents are: [dMarried [CIDivorced [dSeparated

[(dSingle  [Other:
Child lives with: [1Both parents [lOther:
OParent #1 % (Oremarried) [OParent #2 % (Oremarried)

|Others in the home: (name/age/relationship)

Recent family changes or stress? (1 N [1Y:

Patient attends:

ODaycare [ISitter _ days/week at

OPreschool _ days/week at

OSchool, in Grade: at

---Child’s school performance/grades/GPA:

Does your child receive any special services? COIN 1Y
CIEP 0504 OGifted OTherapy CIOther:

|Patient’s sports/activities/hobbies:

|Concerns about relationships w/ friends, family, others? CIN Oy

[Home Environment/Safety: What year was your home built?
OHouse OApartment OCondo OTrailer OOther:

Are there: Carbon monoxide detectors? [OY
Smoke detectors? [y
Fire extinguishers? Y
Locked?

What kind?
How are they stored?
Who smokes? Where?

Pool? Oy
--Pets/Animals? OY
Firearms? Y
-------- Smokers? OY

How?

IDoes your child:  -wear a helmet appropriately? OOy
-use sunscreen appropriately (SPF 15 or above)? 1Y
-know how to swim (or take lessons if 4 or older)? IY
When riding in a car, my child uses:
[CORear-facing car seat (<2y)
OFront-facing car seat (until weight exceeds seat specifications)
OBooster (belt positioning booster seat until 4'9")
[ISeat Belt in back seat [OSeat belt in front seat (>12y)




(Please complete other side) kkn 09/09/16
Patient Name: DOB: / / Today’s Date: / /

Please record your child’s Family Medical History below:

0 I have multiple children here TODAY and have completed this TODAY on the form of child:

[0 Patient adopted; No Biologic Family History available.

[0 Patient adopted; Limited Biologic Family History recorded below.

[0 Patient conceived by IVF with donor [JEgg [dSperm (only include details of blood relatives below)

Have any blood relatives of THIS PATIENT had these conditions? (parents, siblings, grandparents, aunts, uncles)
-Please include details for all YES answers including which relatives and whether on father’s or mother’s side.
ADD/ADHD......cooeeeteeeteeee e Oy:

AICONOLISM e Ovy:
AllEIGIES...vveveeeeeteceeeee e Ov:
ASENMA..cieiieiciecce e Ovy:
Birth Defects ....ccveveeievieece e Ovy:
Blood/Bleeding disorders............ccocevvnennns Ov:
Bowel DiSEase.......ccoeuvveveeeererirececveeennes Ovy:
(Ulcerative colitis, Crohn’s, Irritable Bowel)
CancCer (include tYPe) ...uecueeeveevveeveeseeseevsvenans Oy:
DEATNESS ..ottt Oy:
DEPrESSION.....cucieteeete ettt v Oy:
Developmental delays......cooeecveeevvicevrnnnnns Oy:
Diabetes (Type 1 or TYpe 2?)ucccuvevceveirerrrnenee Ov:
Early death/SIDS........cccooeeveeeeieee e Oy:
| o74=1 1 T- TOT O Ov:
Family or inherited diseases.........ccc.c........ Oy:
Heart attack before age 55........ccccvveveeuenes Oy:
Heart diSease.........cocooeeeveveeceeceeeeevvenene Oy:
High cholesterol/lipids/triglycerides......... Oy:
High blood pressure........cocoevevevveeecvevnene. Oy:
Hip dysplasia......cceeeeeevereeece e Oy:
Immune disorders..........oeeeveeeeeceeeeveneenenn Oy:
Intellectual Disability........ccccocevereeecreceeneneee. Oy:
Kidney DiSEase.......ccoeceeeevereveereeseerereneeerenens Oy:
Learning Disability.......cccoceveevveereevecreeierenneee. Oy:
LiVer DIiSEaSe....cuvecreeeeererieereeeenreeeeae v eennes Oy:
LUNG DiSEASE....cveeereceereererie e v Oy:
Mental Health (anxiety, Bipolar, Depression, etc.) .[1 Y:
Metabolic Disorders..........ccouevereeeeeerervenenne. Oy:
MIgIaiNES....cuveveeereeeeeiereee ettt Oy:
Neurologic disease.......cccceoeurervecreeecrerennenen. Oy:
ODBESItY...vcvieeeecteeerieree et e Oy:
SCOLIOSIS vttt e Oy:
Seizures/Epilepsy.....cceeeceeeecevineee e Oy:
Serious or fatal childhood illness................ Oy:
Strabismus (“Lazy €Ye”) ..cccveveeeveerveeeeennnns Oy:
Substance abuse........ccoceeeiereeieicniiene. Oy:
Thyroid diSease.......ccceeeuereeeereseeevereee e Oy:
TUBErcUlOSIS....cvieeevectcret e Oy:
(011 o 1= TS Oy

Thank you for completing this information.
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