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Medical History Form

Patient Name:_________________________      Age:___   Today’s Date__________________________

Sex: 

Height: 

Weight: 

Referring Doctor:  

Reason for Visit:

Did an injury occur:_________________  If so, how: _____________________________ When:______

Did you bring x-rays?

Where were they done: 

Normal Birth?
Yes (__)  No (__)
If no, describe weight at birth: 

Allergies/Side Effects

Is the patient allergic to:  

· Penicillin

· Aspirin

· Codeine

· Iodine or seafood

· Sulfa

· Latex

· Other

Medications

Is the patient taking any prescribed or over-the-counter medications:  (__) Yes  (__) No.  

If yes, please list:
Medication
Dose/time
Reason for medication













Can your child use aspirin (__) Yes  (__) No

General Medical History

· wound infection

· chronic skin infections

· AIDS or HIV positive

· Rheumatoid arthritis

· Fractures 

· menstrual periods

Date of first period ________________

HEENT
· cataracts

· hearing loss

· thyroid problems 

Chest

· asthma

· bronchitis

· pneumonia

· tuberculosis __ positive test

Cardiovascular

· stroke

· low blood pressure

· rheumatic fever

· heart problems; type 


· phlebitis

· blood clots: where? 


· Blood vessel disease

Gastrointestinal 

· hiatal hernia

· ulcers

· hepatitis

· gallbladder disease

· pancreatitis

· low blood sugar

· diabetes

· bowel disease 

· hemorrhoids

Genitourinary

· kidney failure

· kidney infections

· bladder infections

· kidney stones

Neuro

· back/neck problems

· head trauma

· seizures

· migraine

· blackout spells

· developmental delay 

· dependency (alcohol, drug)

· nicotine

· myelomeningocele

· cerebral palsy

· paralysis

Other conditions not listed above: 


Immunizations:  Up-to-date  (__) Yes (__) No


(Please turn over)

Has the patient had any of the following: 

· Measles

· 3-Day Measles

· Mumps

· Chicken Pox

· Positive TB Skin Test

· Cancer   

· Type: 

· chemotherapy

· radiation therapy

· surgery 

Describe: 

Surgeon: 

Name all doctors your child sees on a regular basis and why:

Doctor’s Name
Location (City, State)
Why seen

Pediatrician: 



Family doctor:



Other doctors:



Assistive Devices
· walks without assistance

· wheelchair

· walker

· other

· cane

· crutches

· brace

· splint

Surgical History
Surgery
Year Done


Brain 



Neck



Thyroid



Stomach



Bowel 



Appendix



Back

Please explain:



Hemorrhoids



Tonsillectomy



Open heart surgery



Gallbladder



Hernia

Where?:



Other surgeries not listed above: 

Social History

Does patient attend school?  (__) Yes (__) No


If yes, what grade? 


Is patient physically active? (__) Yes (__) No


If yes, what type of sports or exercise? 

Does patient use:

(
Alcohol
How much? 

· Tobacco



Cigarettes (__) Yes (__) No.  



Number smoked per day 
  For how long? 



Snuff or chew tobacco (__) Yes (__) No.

Family History: 

Family Member
If alive, state of health
Health problems
If deceased, cause of death

Mother




Father




Brothers (how many? ____)




Sisters (how many? ____)




Spouse




Children




