FAMILY MEDICINE OF PAWLING, PLLC

PEDIATRIC HISTORY
Name: ________________________________________________   Date of Birth: ________________

Place of Birth (Circle One):     Home     Hospital

Born at _________ weeks of Gestation.

Any complications? (jaundice, need of oxygen, meconium, etc.):

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Were any medications taken regularly during pregnancy? If so, please list:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

IMMUNIZATION HISTORY (List dates and any adverse reactions):
DTP (Diphtheria, Tetanus, Pertussis)
_________________________________________________________

DT




_________________________________________________________

Polio




_________________________________________________________

MMR (Measles, Mumps, Rubella)

_________________________________________________________

Hib (Haemophilus)


_________________________________________________________

Hepatitis



_________________________________________________________

TB test




_________________________________________________________

CHILDHOOD ILLNESSES (Check and Date):
(  Date





(  Date
__  _____  Chicken Pox



__  _____  Anemia
__  _____  Rheumatic or Scarlet Fever

__  _____  Hernia
__  _____  Frequent Ear Infections

__  _____  Asthma
__  _____  Frequent Diarrhea


__  _____  German Measles
__  _____  Bronchiolitis



__  _____  Hives
__  _____  Croup



__  _____  Seizures
__  _____  Breast Fed or Bottle Fed

__  _____  Scarlet Fever
__  _____  Measles



__  _____  Eye Disorders
__  _____  Roseola



__  _____  Urinary Tract Infections
__  _____  Fifth Disease



__  _____  Colic
__  _____  Moles on skin


__  _____  Pneumonia
__  _____  Meningitis



__  _____  Heart Murmur
__  _____  Hearing Difficulty


__  _____  Cong. Heart Disease
__  _____  Speech Delay
Any food intolerances? If so, please describe:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do any family members smoke?    


YES
NO
Do you use appropriate car seats for your child?      
YES
NO
MAJOR HOSPITILIZATIONS

If your child has ever been hospitalized for any operations or major medical illnesses, write in their most recent hospitalizations below.

YEAR

HOSPTIAL


OPERATIONS OR ILLNESS




List all medicines and/or vitamins your child takes:
____________________________________________________________________________________________________________________________________________________________

Allergies:  List anything your child is allergic to (meds or foods or pets or anything) and what their reaction is to it: _________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

FAMILY HISTORY:  For each member of the family, please indicate their present state of health.

	
	Print Names
	Ages
	Excellent
	Good
	Poor
	List Significant Illnesses

	Father:
	
	
	
	
	
	

	Mother:
	
	
	
	
	
	

	Brothers/Sisters:
	
	
	
	
	
	

	        
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


ILLNESSES:  (if your child has or ever had the following.


          (if a close blood relative has or had (including aunts, uncles, grandparents, parents,     



siblings).

(  (





(  (
__  __  Heart Disease



__  __  Anemia

__  __  Stroke




__  __  Eczema, Hives, Rashes

__  __  High Blood Pressure


__  __  Hepatitis, Jaundice,Liver Disease

__  __  Diabetes




__  __  Venereal Disease

__  __  Cancer, Tumor



__  __  Stomach problems, Ulcers

__  __  Bleeding Tendencies


__  __  Kidney Disease

__  __  Alcoholism



__  __  Gallbladder Disease

__  __  Drug Abuse



__  __  Rheumatic/Scarlet Fever

__  __  Anxiety




__  __  TB

__  __  Depression



__  __  Thyroid Disease, Goiter

__  __  Mental Illness



__  __  Glaucoma, Cataracts

__  __  Seizures




__  __  Suicide Attempt

__  __  Asthma




__  __  Broken Bone, Fractures

__  __  Frequent Bronchitis


__  __  Phlebitis

__  __  Pneumonia



__  __  Arthritis

__  __  Child Abuse



__  __  Moles on skin

__  __  Sudden Death



__  __  Loss of consciousness

__  __  Cystic Fibrosis



__  __  Eating Disorder

__  __  Attention Deficit Disorder


__  __  Migraine Headaches

