CHILD HEALTH HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are confidential and will become part of your medical record.

	Patient Name (Last, First MI):
	DOB:

	Person completing form:
	Relationship to patient:

	Previous doctor:
	Date completed form:


Put a check in the box if the child has had the following problems and explain:
	Birth problems/ prematurity
	
	

	Arthritis
	
	

	Breathing Problems
	
	

	Bleeding Disorder / Blood Clots
	
	

	Cancer
	
	

	High / Low Blood Sugar / Diabetes
	
	

	Emotional / Anxiety / Mental Problems
	
	

	Glaucoma I Eye Problems
	
	

	Headaches/Migraines
	
	

	Heart Problems / Cholesterol
	
	

	Heart Murmur / Rheumatic Fever
	
	

	Hepatitis/Yellow Jaundice
	
	

	Blood Pressure Problems
	
	

	Kidney / Bladder Problems
	
	

	Seizures / Epilepsy
	
	

	Sexually Transmitted Disease
	
	

	Stomach / Intestinal Problems
	
	

	Stroke
	
	

	Thyroid Problems
	
	

	MRSA / VRE Infections
	
	

	Other
	
	


	Surgeries
	Year
	Reason
	Hospital

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Any complications of surgery?
	Other hospitalizations
	Year
	Reason
	Hospital

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Has the child ever had a blood transfusion?
	
	Yes
	
	No


Immunizations and dates (or bring copy of immunization record):
	DTAP/Tetanus:
	Influenza
	Herpes zoster

	Hepatitis A
	Pneumonia
	HPV

	Hepatitis B
	MMR Measles, Mumps, Rubella
	

	Meningitis
	Chickenpox
	


Allergies to medications
	Medication Name
	Reaction to the Medication

	
	

	
	

	
	


Please complete the back side of this form also.

List medications -  both prescribed and over-the-counter drugs, vitamins, herbs, supplements, etc.:
	Medication 
	Dose
	Frequency 
	Purpose
	
	Medication 
	Dose
	Frequency 
	Purpose

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Who else lives at home?

What are the custody and child care arrangements?

Are there any smokers in the home?                               Any un-secured firearms?

FAMILY HEALTH HISTORY

	
	
	Age
	Health Problems
	
	Age
	Health Problems

	Mother
	
	
	
	Grandfather

Maternal
	
	

	Father
	
	
	
	Grandmother

Maternal
	
	

	Siblings
	Male/

Female
	
	
	Grandfather

Paternal
	
	

	
	Male/

Female
	
	
	Grandmother

Paternal
	
	

	
	Male/

Female
	
	
	Other siblings
	
	

	
	Male/

Female
	
	
	Male/

Female
	
	

	
	Male/

Female
	
	
	Male/

Female
	
	


	
	Father
	Mother
	Siblings
	Grandparents
	Explain (who & what)

	Arthritis
	
	
	
	
	

	Breathing Problems
	
	
	
	
	

	Bleeding Disorder / Blood Clots
	
	
	
	
	

	Cancer
	
	
	
	
	

	High / Low Blood Sugar / Diabetes
	
	
	
	
	

	Emotional / Anxiety / Mental Problems
	
	
	
	
	

	Glaucoma I Eye Problems
	
	
	
	
	

	Headaches/Migraines
	
	
	
	
	

	Heart Problems / Cholesterol
	
	
	
	
	

	Heart Murmur / Rheumatic Fever
	
	
	
	
	

	Hepatitis/Yellow Jaundice
	
	
	
	
	

	Blood Pressure Problems
	
	
	
	
	

	Kidney / Bladder Problems
	
	
	
	
	

	Seizures / Epilepsy
	
	
	
	
	

	Stomach / Intestinal Problems
	
	
	
	
	

	Stroke
	
	
	
	
	

	Thyroid Problems
	
	
	
	
	

	Other
	
	
	
	
	


OTHER PROBLEMS

Check if the child has, or had, any symptoms in the following areas to a significant degree and explain.

	
	Skin
	
	Chest/Heart
	
	Recent changes:

	
	Head/Neck
	
	Back
	
	Weight

	
	Ears
	
	Intestinal
	
	Energy level

	
	Nose
	
	Bladder
	
	Ability to sleep

	
	Throat
	
	Bowel
	
	Other pain/discomfort

	
	Lungs
	
	Circulation
	
	



Name: _______________________ DOB:_____________

