Medical History Questionnaire

This information helps your doctor diagnose and treat your child.  It will be kept in your child’s confidential medical record.

	Please list the reason for your visit today:



	Please list if your child is allergic to any foods or medications:




Does your child have any diseases, problems, questions or concerns with these areas?
	
	Yes
	No
	If yes, please give more information:

	Eyes
	
	
	

	Ears, nose, throat
	
	
	

	Lungs
	
	
	

	Stomach/intestines
	
	
	

	Muscle or bone
	
	
	

	Convulsions, epilepsy or seizures
	
	
	

	Skin
	
	
	

	Pyschological or behavioral concerns
	
	
	

	Vision or hearing
	
	
	

	Speech
	
	
	

	Anything else
	
	
	


Please answer these questions:
	
	Yes  
	No
	If yes, please give more information:

	Has your child ever had to stay in the hospital overnight?
	
	
	

	Has your child ever had any surgery or operations?
	
	
	

	Has your child ever had any serious injuries or accidents?
	
	
	

	Did your child ever eat or drink anything poisonous?
	
	
	


Birth Information
	How much did your child weigh at birth?
	How long was the pregnancy?



	Were there any problems during the pregnancy?



	Was your child adopted?   ( No    ( Yes  

If yes, may we discuss this in front of your child?  ( No    ( Yes  


Development 
	Please list the age when your child first did these things.  If you don’t know, or if your child doesn’t do these yet, just leave it blank.


Spoke first words _______________


Used simple sentences ___________


Walked _____________


Became potty trained _____________

	Females only: Has your child started having menstrual periods?    ( Yes – at what age?_______  ( No


School  (Skip to Immunizations if your child does not go to school)
	What grade is your child in?

	What is the name of the school?

	What is your child’s average grade?

	Does your child have any problems or concerns in school?



Immunizations  
Are your child’s immunizations up to date?    ( Yes    ( No
Family history
Please fill out this information about your child’s family members.  
	
	
	Any medical problems?
	

	
	Age
	Yes
	No
	Don’t

Know
	If yes, explain:

	Child’s father
	
	
	
	
	

	Child’s mother
	
	
	
	
	

	Child’s brothers
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Child’s sisters
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Grandmother – mother’s side
	
	
	
	
	

	Grandfather – mother’s side
	
	
	
	
	

	Grandmother – Father’s side
	
	
	
	
	

	Grandfather – Father’s side
	
	
	
	
	


Does anyone in your family have any of these diseases?
	
	Yes
	No
	If yes, list the relation to your child, for example, “Aunt”

	Diabetes
	
	
	

	Bleeding problems
	
	
	

	Heart disease
	
	
	

	High blood pressure
	
	
	

	Stroke
	
	
	

	Kidney stone
	
	
	

	Kidney infections
	
	
	

	Bright’s disease
	
	
	

	Kidney failure
	
	
	

	Dialysis
	
	
	

	Kidney transplant
	
	
	

	Deafness
	
	
	

	Growth problems
	
	
	

	Other
	
	
	

	
	
	
	

	
	
	
	


Did anyone in your family have a heart attack or stroke before they were 50 years old?  ( No    ( Yes

Family information
	Who lives at home with you?


	Do you have any pets?

	Does anyone smoke in your home?

	Does anyone in your home abuse alcohol or take illegal drugs?

	Mother’s occupation:

	Father’s occupation:

	Parents’ marital status:  ( Married       ( Not married      ( Married, but separated  


	Please list any other concerns or things we should know about:




Thank you!

