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NAME: DATE:
SEX: MALE FEMALE AGE: . DATE OF BIRTH:
Family Doctor/Internist/Pediatrician: City/State

Referring Dr.: Chief Complaint: _

FAMILY HISTORY: (Circle those that apply) '
Muscle or Bone Disease (Inherited) Arthritis at a young age Scoliosis
Problems with Anesthesia or Anesthetic Bleeding Problems ' Other:

MEDICATION ALLERGIES:

Allergic To: ‘What Happens?
Allergic To: What Happens?
Allergic To: . ‘What Happens?

CURRENT MEDICATION: List all your current medications including over-the-counter such
as aspirin, heart meds, birth control pills, etc.

DO YOU HAVE ILLNESSES? (Circle those that apply)

High Blood Pressure Heart Disease ~ Seizures Lung Problems/Asthma
Rheumatoid Arthritis Sugar Diabetes Bleeding Problems Kidney Problems
Ulcer/Stomach Problems Gout ) Cancer Other:

PRIOR SURGERIES:

Do you drink alcohol? Y N How much?

Do you smoke? Y N How much?

When was your last Tetanus shot?

INFORMATION FOR CHILDREN LESS THAN 18 YEARS OF AGE

Whom does the child live with?
‘Who has legal custody of the child?

Birth History: ~ Vaginal birth C-Section If C-section, Why?
Birth Weight: Term  Premature ~ Areall shotsuptodate? Y N
Does child have:

Birth Defects Hydrocephalus or Shunt Braces, Wheelchair or other adaptive equipment




