
Name ________________________________ DOB _________________ Today’s Date ____________ 
 
 
BIRTH HISTORY:  (please circle all that apply) 
 
vaginal                    caesarean                              Pre-term ___________weeks                       full term 
 
weight _____________                breast                                     bottle 
 
Complications: ___________________________________________________ 
 
 
 
FAMILY HISTORY: (please circle all that apply) 
 
Diabetes                                                Bleeding Problems                                    Cancer 
 
Heart Disease                                       Mental Illness                                            High Cholesterol 
 
Seizures / Epilepsy                               Allergies 
 
Maternal Height ________      Paternal Height _______ 
 
 
PAST MEDICAL HISTORY: (please circle all that apply) 
 
Chickenpox                                          Pneumonia                                                Wheezing 
 
Seizure / Loss of consciousness           Eczema                                                     Vision problems 
 
Broken bones                                       Bedwetting                                                Kidney / bladder problems 
 
Development / Behavior problems 
 
 
SURGICAL HISTORY:  (please list all previous procedures) 
______________________________________ 
______________________________________ 
 
 
SOCIAL HISTORY: (please circle all that apply) 
  Patient lives with: 
     Mother                                              Father                                     Siblings ___________ 
     Other:                                                                                                             ___________ 
 
  Pets                                                      smoke exposure                    Attends daycare / school 
 
  Guns in home 
 
 
DAILY MEDICATIONS / HERBS / SUPPLEMENTS: (if so, please list) 
_____________________________________________ 
_____________________________________________ 
_____________________________________________ 


