Pediatric History Form (age 5 and under)-Follow up
Name:_________________________
Age:______
Date of Birth:_________
Reason for Visit:__________________________________________________
Any new medical problems since last visit?
1.____________________________
2.____________________________

Any New Medications?
Name



Dose


How Often Given to Child

1.__________________
_________
________________________________
2.__________________
_________
________________________________
3.__________________
_________
________________________________
4.__________________
_________
________________________________
Any other new information the Doctor should know.
Drug



Reaction



How Long Ago

1._________________ 
______________________
________________

2._________________
______________________
________________
3.__________________
______________________
________________
Review of Symptoms-Please indicate if there are any of these experiences in the last week.
General:


□ poor energy

□ poor sleep
□ difficulty feeding 
□ poor growth

Eyes:



□ rubbing eyes
□ red eyes 
□ watery eyes



ENT:



□ runny nose

□ sneezing 
□ frequent ear infections





□ tubes in ears
□ sore throat 
□ sputum






Respiratory:


□ cough

□ wheeze
□ struggling to breathe

Cardiac:


□ lower activity than other children same age





□ history of congenital heart disease

GI:



□ vomiting
□ diarrhea
 □ bloody stool        □ constipation






□ spits out specific food consistently:______________

GU:



□ blood in urine

Skin:



□ itchy

□ red
□ hives

□ unusual lesions
□ history of eczema
Allergic/Immunologic:

□ swelling of lips
□ swelling of eyes
□ swelling of body part





□ frequent infections

Hematologic:


□ history of anemia
□ history of cancer
□ swelling of glands





□ swelling of lymph glands 
Neurologic
                    
 □ Headache

□ excessive crying

