Patients name:___________________

Medical History
1) Was your child premature?
⁫ Yes  ⁫ No

2) Were there any difficulties during pregnancy, delivery, or first year of life?
⁫Yes ⁫No


a) Explain _________________________________________________________

3) Is a physician treating your child now for specific illness?
⁫ Yes ⁫ No


a) Explain _________________________________________________________

4) Is your child taking any medications at this time?
⁫ Yes  ⁫ No

	Drug
	Dose
	Frequency
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


5) Has your child taken any medication in the past?
⁫ Yes   ⁫ No


a) Explain _________________________________________________________

6) Has your child had any allergies or unusual reactions to the following?


a) Medications
⁫ Yes ⁫ No   

b) Foods
⁫Yes  ⁫ No 
c) Latex
⁫Yes  ⁫ No
d) Other
⁫ Yes ⁫ No  Explain __________________________________

7) Has your child ever been hospitalized?
⁫ Yes  ⁫ No


a) Explain _________________________________________________________

8) Has your child ever had an operation?

⁫ Yes  ⁫ No


a) Explain _________________________________________________________


b) Was general anesthesia used?

⁫ Yes  ⁫ No



i) Any complications?

⁫ Yes  ⁫ No


ii) Explain___________________________________________________

9) Are your child’s immunizations up-to-date?
⁫ Yes  ⁫ No

10) Has your child ever been diagnosed with any of the following conditions? Please check Yes or No.

Y  N                                                 Y  N                                                      Y  N

⁫  ⁫ Anemia


⁫  ⁫ Congenital heart disease
⁫  ⁫ Kidney disease
⁫  ⁫ Asthma


⁫  ⁫ Convulsions/seizure

⁫  ⁫ Leukemia
⁫  ⁫ Autism


⁫  ⁫ Diabetes


⁫  ⁫ Mental retardation
⁫  ⁫ Bladder Conditions

⁫  ⁫ Emotional disturbances
⁫  ⁫ Nutritional deficiency
⁫  ⁫ Blood transfusions

⁫  ⁫ Epilepsy


⁫  ⁫ Oral ulcers
⁫  ⁫ Birth defects

⁫  ⁫ Eye problems

⁫  ⁫ Orthopedic
⁫  ⁫ Bone or joint problems
⁫  ⁫ Excessive bleeding problems
⁫  ⁫ Premature birth
⁫  ⁫ Brain injury


⁫  ⁫ Excessive gagging

⁫  ⁫ Rheumatic fever
⁫  ⁫ Bruising easily

⁫  ⁫ Fainting or dizziness

⁫  ⁫ Scoliosis
⁫  ⁫ Cancer or malignancies
⁫  ⁫ Growth and Dev. Problems
⁫  ⁫ Sickle cell anemia
⁫  ⁫ Cerebral palsy

⁫  ⁫ Hearing/speech problems
⁫  ⁫ Syndrome _____________
⁫  ⁫ Child abuse


⁫  ⁫ HIV


⁫  ⁫ Tuberculosis
⁫  ⁫ Chronic adenoid/tonsil
⁫  ⁫ Heart murmur

⁫  ⁫ Other _________________
⁫  ⁫ Chronic headaches

⁫  ⁫ Hemophilia                                        ______________________      
⁫  ⁫ Chronic ear infections
⁫  ⁫ Hepatitis or liver disease                  ______________________      
⁫  ⁫ Cleft lip/palate

⁫  ⁫ Hyperactivity                                    ______________________      
