Pediatric History Form (age 5 and under)

Name:_________________________
Age:______
Date of Birth:_________
Reason for Visit:__________________________________________________
Medical History
Tell us about the delivery:
□ normal vaginal delivery


□ vaginal delivery with complications

□ cesarean

□ Difficulty in pregnancy?____________________________________________

□ Premature? How much?___________________________________________
□ Medical problems in the nursery? ____________________________________

□ How long in the hospital after birth?_________ days

Past Medical Problems
1.____________________________
3.______________________________
2.____________________________
4.______________________________
Medications
Name



Dose


How Often Given to Child

1.__________________
_________
________________________________
2.__________________
_________
________________________________
3.__________________
_________
________________________________
4.__________________
_________
________________________________
Medication Allergy
Drug



Reaction



How Long Ago

1._________________ 
______________________
________________

2._________________
______________________
________________
3.__________________
______________________
________________
Home
Do you live in a
□ house



□ apartment

How old is your house/apartment?  __________

Is there any water damage to your house/apartment?  Yes / No

Child Care:

□ at home

□ home day care
□ day care center

Siblings:

Number:________
Age(s):___________
Pets:


□Cat


□ Dog


□ Other ___________

Diet:


□ Breastfeeding
□ Formula

□ Solids

If over 12 months of age, was child:
□ Breastfed

□ Bottle-fed
Review of Symptoms
General:


□ poor energy


□ poor sleep





□ difficulty feeding


□ poor growth

Eyes:



□ rubbing eyes


□ red eyes





□ watery eyes

ENT:



□ runny nose



□ sneezing




□ tubes in ears


□ sore throat




□ frequent ear infections

□ sputum

Respiratory:


□ cough



□ wheeze

□ struggling to breathe

Cardiac:


□ lower activity than other children same age





□ history of congenital heart disease

GI:



□ vomiting



□ diarrhea





□ bloody stools


□ 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

