PEDIATRIC PATIENT INFORMATION SHEET

Patient__________________________________________________________________________________
		Last						First					MI		

Date of Birth______________________	

Race:	Native American			Language:  English
	Asian						        French
	Black or African American			        Chinese
	Native Hawaiian				        Italian
	White						        Vietnamese
	Hispanic					        Spanish
	Decline to Answer		                                Decline to Answer

BIRTH HISTORY

[bookmark: _GoBack]Birth Weight: _______________	Term Birth: _______   If No, lit weeks gestation: __________________
Complications: __________________________________________________________________________									
MEDICAL HISTORY
Please CIRCLE AND EXPLAIN if your child has ever been diagnosed with any of the following conditions.

Infectious illnesses (Chickenpox/ AIDS/ HIV/ Hepatitis) ____________________________________________
Frequent infections (ear infections, sinus infections, tonsillitis, strep, URI) _____________________________ ________________________________________________________________________________________
Allergies (food/ seasonal/ animals/ antibiotics) ___________________________________________________
Respiratory condition (asthma, CF) ___________________________________________________________
Heart condition (high blood pressure, congenital heart disease, Kawasaki) ____________________________
Gastrointestinal condition (GERD/ constipation/ Chrons/ UC/ IBS/ liver failure) __________________________ ________________________________________________________________________________________
Urinary tract infections/ reflux ________________________________________________________________
Kidney condition (glomerulonephritis, lupus) ____________________________________________________
Vision/ eye condition _______________________________________________________________________
Hearing/ ear condition ______________________________________________________________________
Skin conditions (eczema/ psoriasis) ___________________________________________________________
Anemia or bleeding condition (sickle cell disease) _______________________________________________
Neurologic condition (seizures/ migraines) ______________________________________________________
Mental health issue (ADHD/ depression/ bipolar/ PTSD/ anxiety) ____________________________________
Orthopedic problems _______________________________________________________________________
Endocrine problems (obesity, diabetes/ hypo/hyperthyroidism) ______________________________________
Developmental delay (autism) _______________________________________________________________
Genetic condition (Trisomy 21, Turners) _______________________________________________________
Sleep problems/ snoring ____________________________________________________________________
History of personal or family violence/ abuse ____________________________________________________ 
Girls only: Has patient had her first period? _______     Age of first period if applicable: ____________
Other:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FAMILY HISTORY
				Father		Mother	Grandparent		Brother	Sister
Bleeding Disorder		______	_______	___________		_______	______
Cancer				______	_______	___________		_______	______
Diabetes			______	_______	___________		_______	______
Heart Disease			______	_______	___________		_______	______
High Blood Pressure		______	_______	___________		_______	______
Kidney Disease		______	_______	___________		_______	______
Mental Illness (describe)	______	_______	___________		_______	______
Migraines			______	_______	___________		_______	______
Seizure Disorder		______	_______	___________		_______	______
Stroke				______	_______	___________		_______	______
Thyroid Disease		______	_______	___________		_______	______
Asthma			______	_______	___________		_______	______

SOCIAL HISTORY								

Family Dynamic:	Adopted (IS CHILD AWARE? _________)	Foster Care 		Parents Still Married
			Parents Divorced:	Dad with Custody	Parent Deceased:	Father
						Joint Custody					Mother
						Mom with Custody
			Lives with Grandparents

Does anyone in the home smoke? ________

PAST SURGICAL HISTORY
List ALL surgeries the patient has had, with approximate dates:
_______________________________________________________________________________________
_______________________________________________________________________________________
PREVIOUS HOSPITALIZATIONS

List ALL previous hospitalizations, with approximate date and reason for hospitalization:
_______________________________________________________________________________________
________________________________________________________________________________________
Medicines

List ALL medicines with dose and prescribing physician. Please also include daily OTC meds:
_______________________________________________________________________________________
________________________________________________________________________________________
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