CHILD’S NAME: __________________________


DATE: ___________

BIRTH HISTORY
Hospital of birth: ____________________________
Number of weeks pregnant: ____________
Type of Delivery: Vaginal ________      Forceps ________      Cesarean ________
Problems or complications around birth: _______________________________________________
Birth weight: ______________
Feeding: Breast _____  Bottle _____  Both _____

Did the baby have problems at birth? __________________________________________________
Did the baby go home with you? ____________________

CHILD HISTORY
Are immunizations up to date? ______
Any known allergies ________________________________________
Has your child been hospitalized? _____
If so, what age and what for? _________________________________
_____________________________________________________________________________________________
Has the child ever had surgery? _______
If so, give age and type. _____________________________________
_____________________________________________________________________________________________
Is your child on any medications? __________________________________________________________________
FAMILY HISTORY
Mother’s Name: _____________________________

Father’s Name: _____________________________

Mother’s Date of Birth: ____________________  

Father’s Date of Birth: ____________________
Mother’s Height: _______________


Father’s Height: _______________
Names, sex, and ages of siblings of patient: __________________________________________________________
Health problems of parents: ______________________________________________________________________
Health problems of siblings: ______________________________________________________________________
List below any of the baby’s immediate relatives (mother, father, brothers, sisters, grandparents, aunts, uncles, cousins) who have had any of the following illnesses:

	Condition
	NO
	YES
	Family Members

	Allergies
	 
	 
	 

	Anemia
	 
	 
	 

	Arthritis
	 
	 
	 

	Asthma, Emphysema, TB
	 
	 
	 

	Birth Defects
	 
	 
	 

	Blood Disease
	 
	 
	 

	Cancer (specify)
	 
	 
	 

	Cystic Fibrosis
	 
	 
	 

	Diabetes: Adult/Juvenile
	 
	 
	 

	Drug/Alcohol Use
	 
	 
	 

	Eye/Ear Disorder
	 
	 
	 

	Heart Disease
	 
	 
	 

	High Blood Pressure
	 
	 
	 

	Infections (frequent or severe)
	 
	 
	 

	Kidney/Liver Disease
	 
	 
	 

	Learning Problems
	 
	 
	 

	Mental Illness/Retardation
	 
	 
	 

	Metabolic/Genetic Disease
	 
	 
	 

	Nerve Disorder (Epilepsy, C.P.)
	 
	 
	 

	Rheumatic Fever
	 
	 
	 

	Sickle Cell Trait/Disease
	 
	 
	 

	Thyroid Disease
	 
	 
	 

	Other
	 
	 
	 


