NEW PATIENT HEALTH HISTORY FORM 

(Pediatric)
In order to provide you the best possible wellness care, please complete this form and bring it to your first appointment. All information is strictly CONFIDENTIAL.
	Patient Data

	Name ____________________________________________________________ Date: __________________  

            (First)                                 (M.)                                   (Last)




	Contact Information

	Patient’s Birth Date: _______/______/_______    Patient’s Social Security #: ________-_______-________

Sex (circle one):   Male   or   Female       Current Weight: _____________    Current Height/Length: _________________

Name of Parent/Guardian: __________________________________________________________________

Address: _______________________________ City: ____________________ State: _______ Zip: _________

Telephone (cell): ___________________________   (home): _____________________________

Email: __________________________________________________________

Referred By: ______________________________________ Relationship: ___________________________


	Current Complaints

	Please describe major complaint (Be specific): __________________________________________________________
__________________________________________________________________________________________________

Other Doctors Seen for This Condition?    YES    or    NO       

If YES, Please List Doctors’ Names and Treatment: ________________________________________________________

Circle Any of the Following Conditions Your Child Has Suffered From During the Last Six Months:

Ear Infections                Scoliosis                      Seizures               Chronic Colds            Headaches                  Colic
Asthma / Allergies        Digestive Disorder     ADHD                  Recurring Fevers        “Growing” Pains       Back Pain
Bed Wetting                  Car Accident               Serious Fall          Temper Tantrums       Poor Appetite            Diabetes

Dizziness                    Blood Disorder        Joint Disorder    Stomach Aches        Other: ____________________


	Agreement

	Name of the Insured: _____________________________________________________________

(I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier and myself. I understand and agree that all services rendered to me and charged are my personal responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for professional services rendered to me will be immediately due and payable.)
Patient’s Name: ____________________________________________   Date: ________________  

Parent/Guardian Signature: _________________________________________________________

	Birth Information

	Birth Weight: __________________________ Birth Length: ____________________________

Duration of Pregnancy (in weeks): _______________________  Length of Delivery: ___________________________

Type of Birth (Circle all that apply):      Vaginal             Cesarean (Emergency)        Cesarean (Planned)         

                                              Birthing Center             Hospital with Doctor       Hospital with Midwife             Home     
Assisted Delivery (Circle all that apply)?     Forceps            Vacuum Extraction          Induced Labor           Epidural 

APGAR Scores: ________ (birth)   ________ (5 min)   Jaundice (yellow) at birth? ________ Cyanosis (blue)? _________

Congenital Anomalies / Defects: _______________________________________________________________________

Name of Obstetrician / Midwife: _______________________________________________________________________

Complications During Pregnancy and/or Labor?    YES    or    NO   Please List: __________________________________

__________________________________________________________________________________________________

Number of Ultrasounds During Pregnancy? _________________________

Were Medications Taken During Pregnancy / Delivery?   YES   or   NO    Please List: ____________________________
Cigarette / Alcohol Use During Pregnancy?   YES   or   NO   If Yes, Explain: ___________________________________

Please Circle any of the Following Which Apply to the Child After Birth:      Medication         Artificial Feeding     

Vitamin K Injection       Surgery        Erythromycin         Circumcision          Other: _______________________________


	Infant History 

	Breast Fed:   YES   or   NO     How Long? ________________________

Formula Fed:   YES   or   NO    How Long? __________________________   Type? _____________________________

Introduced to Solids at _____________ months.     Introduced to Cow’s Milk at _____________ months.

Food / Juice Allergies or Intolerances: ___________________________________________________________________

Number of Hours Child Sleeps Daily: ___________     Quality of Sleep:     GOOD        FAIR         POOR


	Developmental History

	According to the National Safety Council, approximately 50% of children fall head first from a high place during their first year of life (a bed, changing table, down stairs, etc). Was this the case with your child?    YES    or     NO

If YES, Please explain: ______________________________________________________________________________

Number of Antibiotics Taken:  During the Last 6 Months ________________ During Lifetime _____________________

Number of Other Prescription Medications Taken: During the Last 6 Months ___________ During Lifetime ___________

Vaccination History: ________________________________________________________________________________

Please List any High Impact or Contact Sports Your Child Has Been or Is Involved In: ____________________________
__________________________________________________________________________________________________

Has Your Child Ever Been Involved in a Vehicle Accident?  YES   or   NO   Explain: _____________________________

Has Your Child Been Seen on an Emergency Basis?   YES   or   NO   Explain: __________________________________
Childhood Diseases:  Chicken Pox  Age: _______              Rubella Age: _______                Measles Age: _________

                                    Mumps Age: ________                    Whooping Cough Age: _______            Other: _____________


What medications are you taking and for what conditions?

Please list dosages and amounts, ect.

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any known allergies to any medications?  No_______      Yes_________

If yes, please list.  ____________________________________________________

