PAST MEDICAL HISTORY
Please fill out the following page concerning your child’s medical history

Child’s Name DOB Nickname

ALLERGIES TO FOOD OR MEDICATIONS

What was your child’s birth weight?
Was your baby born within 2 weeks of his/her due date: YES NO
If not, how early was your baby?
What hospital was your baby/child delivered?
Was your child born vaginally or c-section
Did your child receive a Hepatitis B shot in the hospital at Birth? YES NO
Did you have any medical problems during your pregnancy? YES NO
If yes, please explain:
Were any of your prenatal labs abnormal? (Hepatitis B, HIV, Syphilis, Chlamydia, Gonorrhea?) If yes, please explain:,

Were you told your GBS, Group B Strep, or Beta Strep was positive? YES NO
Did your child have any problems in the nursery after he/she was born? YES NO
If yes, please explain:

Does anything run in the mom or dad’s side of the family?
(asthma, seizures, blood, liver, or kidney problems, childhood diseases?) YES NO
If yes, please explain:

Does mom or dad have high cholesterol? YES NO
Has mom/dad or grandparents had a heart attack or heart surgery before the age of 55 years old? YES NO
Does child have siblings? YES NO

If yes, please list names and ages:

Does anyone smoke INSIDE or OUTSIDE of the house? YES NO
What day care or school does your child attend?
Who lives in the house with the baby/child?
Do you have city or well water? WELL CITY
Do you have pets in the house? YES  NO What type?
What is the occupation of the father of the child?
What is the occupation of the mother of the child?
Does your child have any medical problems ongoing other than what you are here for today? (including seeing a specialist)
Medical Problem/Specialist Treatment

Has your child ever been hospitalized or had surgeries (include ear tubes)
Date Reason for Length of Stay
Hospitalization/Surgery (if hospitalized)

Parent/Guardian Signature Date



