
New Patient Health History Form

(Pediatric)

AGE

RELATIONSHIP TO CHILD DATE OF BIRTH HEALTH PROBLEMS

FORM COMPLETED BY RELATIONSHIP TO PATIENT

HOUSEHOLD (LIST ALL THOSE LIVING IN THE CHILD'S HOME)

REASON FOR VISIT TODAY'S DATE

LAST NAME FIRST DATE OF BIRTH

DURING PREGNANCY, DID MOTHER

LBS OZBIRTH WEIGHT?

GENDER AT BIRTH                       M            F
PRIMARY CARE PROVIDER

NAME

WHAT IS THE CHILD'S LIVING SITUATION, IF NOT WITH BOTH BIOLOGICAL PARENTS?

ARE THERE ANY SIBLINGS NOT LISTED?                            YES                    NO              (If yes, please list below)

NAME DATE OF BIRTH / AGE HEALTH PROBLEMS WHERE THEY LIVE

      CESAREAN

IF CESAREAN, EXPLAIN WHY

WERE THERE ANY PRENATAL OR 

NEONATAL COMPLICATIONS?

      YES IF YES EXPLAIN 

      NO

IF ONE OR BOTH PARENTS ARE NOT LIVING IN THE HOME, HOW 

OFTEN DOES THE CHILD SEE THE PARENT(S) NOT IN THE HOME?

BIRTH HISTORY

         CHECK IF YOU DON'T KNOW BIRTH HISTORY

          LIVES WITH ADOPTIVE PARENTS

          LIVES WITH FOSTER FAMILY

          JOINT CUSTODY

          SINGLE CUSTODY

          OTHER:

WAS A NICU STAY REQUIRED?
      YES IF YES EXPLAIN 

      NO

      USE PRENATAL VITAMINS?

HOW MUCH?

HOW MUCH?

      USE DRUGS OR MEDICATIONS? WHAT? WHEN?

      DRINK ALCOHOL?

      USE TOBACCO?

WAS THE BABY BORN AT TERM?
      YES HOW MANY WEEKS

      NO

DID THE BABY GO HOME WITH MOTHER 

FROM THE HOSPITAL?

      YES IF NO, EXPLAIN 

      NO

WAS THE DELIVERY

WAS THE INITIAL FEEDING
      FORMULA HOW LONG BREAST FED?

      BREAST MILK

      VAGINAL
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New Patient Health History Form

(Pediatric)

MEDICATION HISTORY

MEDICATION PHARMACYDOSAGE HOW OFTEN?

GENERAL HEALTH

NO DON'T KNOW
EXPLAINDO YOU CONSIDER YOUR CHILD TO BE 

IN GOOD HEALTH?
YES

HEART DISEASE (BEFORE AGE 55) YES

CHILDHOOD HEARING LOSS YES

HAS YOUR CHILD EVER BEEN 

HOSPITALIZED?
YES NO DON'T KNOW

EXPLAIN

IS YOUR CHILD ALLERGIC TO MEDICINE 

OR DRUGS?
YES NO DON'T KNOW

EXPLAIN

DOES YOUR CHILD HAVE ANY SERIOUS 

ILLNESS OR MEDICAL CONDITIONS?
YES NO DON'T KNOW

EXPLAIN

HAS YOUR CHILD HAD ANY SURGERY? YES NO DON'T KNOW
EXPLAIN

NO DON'T KNOW
WHO

NASAL ALLERGIES YES NO DON'T KNOW
WHO

DO YOU FEEL YOUR FAMILY HAS 

ENOUGH TO EAT?
YES NO DON'T KNOW

EXPLAIN

BIOLOGICAL FAMILY HISTORY

HAVE ANY FAMILY MEMBERS HAD THE FOLLOWING?

ANEMIA YES NO DON'T KNOW
WHO

NO DON'T KNOW
WHO

HIGH CHOLESTEROL/TAKES 

CHOLESTEROL MEDICATION
YES NO DON'T KNOW

WHO

ASTHMA YES NO DON'T KNOW
WHO

TUBERCULOSIS YES NO DON'T KNOW
WHO

BLEEDING DISORDER YES NO DON'T KNOW
WHO

DENTAL DECAY YES NO DON'T KNOW
WHO

CANCER (BEFORE AGE 55) YES NO DON'T KNOW
WHO

LIVER DISEASE YES NO DON'T KNOW
WHO

KIDNEY DISEASE YES NO DON'T KNOW
WHO

DIABETES (BEFORE AGE 55) YES NO DON'T KNOW
WHO

BED-WETTING (AFTER AGE 10) YES NO DON'T KNOW
WHO
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New Patient Health History Form

(Pediatric)

BIOLOGICAL FAMILY HISTORY (continued)

CONSTIPATION REQUIRING DOCTOR 

VISITS

RECURRENT URINARY TRACT 

INFECTIONS
YES NO DON'T KNOW

EXPLAIN

CHEMOTHERAPY 

FREQUENT ABDOMINAL PAIN

YES NO DON'T KNOW
EXPLAIN

MALIGNANCY/BONE MARROW 

TRANSPLANT
YES NO DON'T KNOW

EXPLAIN

HIV

ANY HEART PROBLEM OR HEART 

MURMUR

CONGENITAL 

CATARACTS/RETINOBLASTOMA
YES NO DON'T KNOW

EXPLAIN

OBESITY YES NO DON'T KNOW
WHO

EPILEPSY OR CONVULSIONS YES NO DON'T KNOW
WHO

ALCOHOL ABUSE YES NO DON'T KNOW
WHO

DRUG ABUSE YES NO DON'T KNOW
WHO

MENTAL ILLNESS/DEPRESSION YES NO DON'T KNOW
WHO

DEVELOPMENTAL DISABILITY YES NO DON'T KNOW
WHO

IMMUNE PROBLEMS, HIV OR AIDS YES NO DON'T KNOW
WHO

PAST HISTORY

DOES YOUR CHILD HAVE, OR HAS YOUR CHILD EVER HAD THE FOLLOWING?

CHICKENPOX YES NO DON'T KNOW
WHEN

TOBACCO USE YES NO DON'T KNOW
WHO

ADDITIONAL HISTORY NOT LISTED

FREQUENT EAR INFECTIONS YES NO DON'T KNOW
EXPLAIN

PROBLEMS WITH EARS OR HEARING YES NO DON'T KNOW
EXPLAIN

ASTHMA, BRONCHITIS, BRONCHIOLITIS 

OR PNEUMONIA
YES NO DON'T KNOW

EXPLAIN

DON'T KNOW
EXPLAIN

NASAL ALLERGIES YES NO DON'T KNOW
EXPLAIN

PROBLEMS WITH EYES OR VISION YES NO DON'T KNOW
EXPLAIN

YES NO

YES NO DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN

ANEMIA OR BLEEDING PROBLEM YES NO DON'T KNOW
EXPLAIN

BLOOD TRANSFUSION YES NO DON'T KNOW
EXPLAIN

ORGAN TRANSPLANT

YES NO DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN
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New Patient Health History Form

(Pediatric)

PAST HISTORY (continued)

DATE

DATE

YES

METABOLIC/GENETIC DISORDERS YES NO DON'T KNOW
EXPLAIN

PSHC PROVIDER SIGNATURE

CONVULSIONS OR OTHER NEUROLOGIC 

PROBLEMS

OBESITY

DIABETES (BEFORE AGE 55)

YES NO DON'T KNOW
EXPLAIN

SLEEP PROBLEMS/SNORING

CHRONIC OR RECURRENT SKIN 

PROBLEMS (ACNE, ECZEMA)

FREQUENT HEADACHES

YES NO

TOBACCO USE

CANCER (BEFORE AGE 55)

KIDNEY DISEASE OR UROLOGIC 

MALFORMATIONS

BED-WETTING (AFTER AGE 5)

HIGH BLOOD PRESSURE

HISTORY OF SERIOUS 

INJURY/FRACTURES/CONCUSSIONS

USE OF ALCOHOL OR DRUGS

PATIENT/GUARDIAN SIGNATURE

YES NO

THYROID OR OTHER ENDOCRINE 

PROBLEMS
YES NO DON'T KNOW

EXPLAIN

YES NO DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN

NO DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN

DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN

DON'T KNOW
EXPLAIN

YES NO DON'T KNOW
EXPLAIN

ADHD/ANXIETY/DEPRESSION YES NO DON'T KNOW
EXPLAIN

DEVELOPMENTAL DELAY YES NO DON'T KNOW
EXPLAIN

DENTAL DECAY YES NO DON'T KNOW
EXPLAIN

HISTORY OF FAMILY VIOLENCE YES NO DON'T KNOW
EXPLAIN

HAS HAD FIRST PERIOD YES NO DON'T KNOW
AGE OF FIRST PERIOD

SEXUALLY TRANSMITTED INFECTIONS YES NO DON'T KNOW
EXPLAIN

PREGNANCY YES NO DON'T KNOW
EXPLAIN

FOR GIRLS

ADDITIONAL HISTORY NOT LISTED

PROBLEMS WITH PERIODS YES NO DON'T KNOW
WHO

NPHX-041718PEDS


	REASON FOR VISIT: 
	AGE: 
	PRIMARY CARE PROVIDER: 
	FORM COMPLETED BY: 
	RELATIONSHIP TO PATIENT: 
	NAMERow1: 
	RELATIONSHIP TO CHILDRow1: 
	DATE OF BIRTHRow1: 
	HEALTH PROBLEMSRow1: 
	NAMERow2: 
	RELATIONSHIP TO CHILDRow2: 
	DATE OF BIRTHRow2: 
	HEALTH PROBLEMSRow2: 
	NAMERow3: 
	RELATIONSHIP TO CHILDRow3: 
	DATE OF BIRTHRow3: 
	HEALTH PROBLEMSRow3: 
	NAMERow4: 
	RELATIONSHIP TO CHILDRow4: 
	DATE OF BIRTHRow4: 
	HEALTH PROBLEMSRow4: 
	NAMERow5: 
	RELATIONSHIP TO CHILDRow5: 
	DATE OF BIRTHRow5: 
	HEALTH PROBLEMSRow5: 
	NAMERow6: 
	RELATIONSHIP TO CHILDRow6: 
	DATE OF BIRTHRow6: 
	HEALTH PROBLEMSRow6: 
	NAMERow1_2: 
	DATE OF BIRTH  AGERow1: 
	HEALTH PROBLEMSRow1_2: 
	WHERE THEY LIVERow1: 
	NAMERow2_2: 
	DATE OF BIRTH  AGERow2: 
	HEALTH PROBLEMSRow2_2: 
	WHERE THEY LIVERow2: 
	IF ONE OR BOTH PARENTS ARE NOT LIVING IN THE HOME HOW OFTEN DOES THE CHILD SEE THE PARENTS NOT IN THE HOMELIVES WITH ADOPTIVE PARENTS LIVES WITH FOSTER FAMILY JOINT CUSTODY SINGLE CUSTODY OTHER: 
	LBS OZ BIRTH WEIGHT: 
	HOW MANY WEEKS: 
	IF YES EXPLAIN: 
	IF YES EXPLAIN_2: 
	IF CESAREAN EXPLAIN WHY: 
	HOW LONG BREAST FED: 
	IF NO EXPLAIN: 
	MEDICATIONRow1: 
	DOSAGERow1: 
	HOW OFTENRow1: 
	PHARMACYRow1: 
	MEDICATIONRow2: 
	DOSAGERow2: 
	HOW OFTENRow2: 
	PHARMACYRow2: 
	MEDICATIONRow3: 
	DOSAGERow3: 
	HOW OFTENRow3: 
	PHARMACYRow3: 
	MEDICATIONRow4: 
	DOSAGERow4: 
	HOW OFTENRow4: 
	PHARMACYRow4: 
	MEDICATIONRow5: 
	DOSAGERow5: 
	HOW OFTENRow5: 
	PHARMACYRow5: 
	EXPLAIN: 
	EXPLAIN_2: 
	EXPLAIN_3: 
	EXPLAIN_4: 
	EXPLAIN_5: 
	EXPLAIN_6: 
	WHO: 
	WHO_2: 
	WHO_3: 
	WHO_4: 
	WHO_5: 
	WHO_6: 
	WHO_7: 
	WHO_8: 
	WHO_9: 
	WHO_10: 
	WHO_11: 
	WHO_12: 
	WHO_13: 
	WHO_14: 
	WHO_15: 
	WHO_16: 
	WHO_17: 
	WHO_18: 
	WHO_19: 
	WHO_20: 
	WHO_21: 
	WHO_22: 
	ADDITIONAL HISTORY NOT LISTED: 
	WHEN: 
	EXPLAIN_7: 
	EXPLAIN_8: 
	EXPLAIN_9: 
	EXPLAIN_10: 
	EXPLAIN_11: 
	EXPLAIN_12: 
	EXPLAIN_13: 
	EXPLAIN_14: 
	EXPLAIN_15: 
	EXPLAIN_16: 
	EXPLAIN_17: 
	EXPLAIN_18: 
	EXPLAIN_19: 
	EXPLAIN_20: 
	EXPLAIN_21: 
	EXPLAIN_22: 
	EXPLAIN_23: 
	EXPLAIN_24: 
	EXPLAIN_25: 
	EXPLAIN_26: 
	EXPLAIN_27: 
	EXPLAIN_28: 
	EXPLAIN_29: 
	EXPLAIN_30: 
	EXPLAIN_31: 
	EXPLAIN_32: 
	EXPLAIN_33: 
	EXPLAIN_34: 
	EXPLAIN_35: 
	EXPLAIN_36: 
	EXPLAIN_37: 
	EXPLAIN_38: 
	EXPLAIN_39: 
	EXPLAIN_40: 
	EXPLAIN_41: 
	EXPLAIN_42: 
	EXPLAIN_43: 
	ADDITIONAL HISTORY NOT LISTED_2: 
	WHO_23: 
	AGE OF FIRST PERIOD: 
	DATE_2: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	LAST NAME: 
	DATE OF BIRTH: 
	FIRST: 
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	TODAYS DATE: 


