CENTER FOR WOMEN AND CHILDREN

PEDIATRIC HEALTH HISTORY QUESTIONNAIRE 

TO 18 YEARS OLD

Patient Name ___________________________Guardian Name _____________________  Date ______________

Date of Birth ________________________ 
 Age:  Yrs. ______   Mos. ______   
Male ____Female ____

1.  Are you allergic to any medication?          ___ YES  ___ NO

     If yes, please list ___________________________________________________________________________

2.  Are you currently taking any medication? ___ YES  ___ NO

     If yes, please list ___________________________________________________________________________

3.  Do you:  


Smoke?  


     ___ YES ___ NO
If yes, how many packs per day? ____________


Use Alcohol?


     ___ YES ___ NO
If yes, how much per day? _________________


Use Non-Prescription Drugs?
     ___ YES ___ NO
If yes, please list _________________________
SURGERIES AND HOSPITALIZATIONS

DATES   __________________    TYPE / ILLNESS   _________________________________________________

DATES   __________________    TYPE / ILLNESS   _________________________________________________

DATES   __________________    TYPE / ILLNESS   _________________________________________________

Please list all siblings that are seen or you are planning on having seen in our office.

1. __________________DOB_____________  2. _________________ DOB____________

3. __________________DOB _____________4. __________________DOB ____________

5. __________________DOB _____________6. __________________DOB ____________

PERSONAL AND FAMILY HISTORY

PLEASE CIRCLE THE APPROPRIATE ANSWER FOR EACH ITEM.  IF YOU ARE IN DOUBT ABOUT THE ANSWER, PLEASE ASK YOUR DOCTOR OR NURSE TO REVIEW THE ITEM WITH YOU.  

	
	Personal
	Family
	
	Personal
	Family

	ANEMIA
	YES
	NO
	YES
	NO
	BLEEDING PROBLEMS
	YES
	NO
	YES
	NO

	DIABETES
	YES
	NO
	YES
	NO
	BLOOD CLOTTING
	YES
	NO
	YES
	NO

	HIGH BLOOD PRESSURE
	YES
	NO
	YES
	NO
	LIVER DISEASE
	YES
	NO
	YES
	NO

	HEART DISEASE
	YES
	NO
	YES
	NO
	STOMACH DISORDERS
	YES
	NO
	YES
	NO

	CANCER
	YES
	NO
	YES
	NO
	BLOOD IN STOOL OR URINE
	YES
	NO
	YES
	NO

	CHRONIC COUGH
	YES
	NO
	YES
	NO
	DARK AND TARRY STOOLS
	YES
	NO
	YES
	NO

	TUBERCULOSIS
	YES
	NO
	YES
	NO
	BLADDER INFECTIONS
	YES
	NO
	YES
	NO

	KIDNEY PROBLEMS
	YES
	NO
	YES
	NO
	COUGH UP BLOOD
	YES
	NO
	YES
	NO

	EPILEPSY / CONVULSIONS
	YES
	NO
	YES
	NO
	SICKLE CELL ANEMIA
	YES
	NO
	YES
	NO

	RHEUMATIC FEVER
	YES
	NO
	YES
	NO
	RUBELLA (3 DAY MEASLES)
	YES
	NO
	YES
	NO

	CONTACT WITH PESTICIDES / 
  CHEMICALS
	YES
	NO
	YES
	NO
	SKIN DISORDERS

SEXUALLY TRANSMITTED DISEASES
	YES

YES
	NO

NO
	YES

YES
	NO

NO

	REACTION TO PESTICIDES /           

  CHEMICALS
	YES
	NO
	YES
	NO
	WAKE UP AT NIGHT SHORT OF BREATH / 

  NIGHT SWEATS
	YES
	NO
	YES
	NO

	VARICOSE VEINS
	YES
	NO
	YES
	NO
	SHORTNESS OF BREATH
	YES
	NO
	YES
	NO

	FAINTING
	YES
	NO
	YES
	NO
	CHEST PAINS
	YES
	NO
	YES
	NO

	SEVERE HEADACHES
	YES
	NO
	YES
	NO
	KNOWN ALLERGIES
	YES
	NO
	YES
	NO

	EYE PROBLEMS
	YES
	NO
	YES
	NO
	WEAR EYEGLASSES OR CONTACT LENSES
	YES
	NO
	YES
	NO


EXPLAIN ANY “YES” ANSWERS ________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Reviewed By ______________________________________          Date _________________________

 CENTER FOR WOMEN AND CHILDREN

PEDIATRIC HEALTH HISTORY QUESTIONNAIRE 

TO YOUNG ADULT

CHILD’S NAME __________________________________

TO BE ANSWERED FOR CHILD:  

   Length of this pregnancy _______________   Were there any complications? ____ YES  ____ NO

   Birth Weight _________________________   Birth Length _________________________

   Did baby have:


Jaundice

____ NO   ____ YES, Explain ___________________________________


Breathing Problems
____ NO   ____ YES, Explain ___________________________________


Need Oxygen

____ NO   ____ YES, Explain ___________________________________


Surgery

____ NO   ____ YES, Explain ___________________________________

FEEDING

How was baby fed? 
____Breast
____Bottle

Were there problems with feeding?
____ NO   ____ YES, Explain _____________________________

Began eating solid food at age?
_____________

Were there allergies to foods?  
____ NO   ____ YES, Explain _____________________________

DEVELOPMENT

At what age did child:  


Crawl
__________
    Walk
__________
    Become toilet trained __________


Sit Up
__________
    Say words
__________
    Use Sentences
   __________

Does child suck her/his thumb/fingers?
____ NO   ____ YES

Is there frequent bed wetting?
____ NO   ____ YES

ILLNESSES

Has child ever had:

Cold or Throat Infections
____ YES ____ NO

Rash with Fever in Past Year
____ YES ____ NO Frequent Diarrhea

____ YES ____ NO

Frequent Ear Infections

____ YES ____ NO

Trouble Sleeping

____ YES ____ NO

Constant Stuffy Nose

____ YES ____ NO

Frequent Sore Throat

____ YES ____ NO

Colic



____ YES ____ NO

Convulsions


____ YES ____ NO

Trouble with Urination

____ YES ____ NO

Trouble with Hearing

____ YES ____ NO

Trouble with Vision

____ YES ____ NO

Dental Problems

____ YES ____ NO


Frequent Skin Irritation

____ YES ____ NO

Learning Disorder


____ YES ____ NO

Behavior Disorder


____ YES ____ NO

Rubeola - Measles -10 Days
____ YES ____ NO

Rubella - German Measles-3 Days____ YES ____ NO

Mumps



____ YES ____ NO

Chicken Pox


____ YES ____ NO

Roseola



____ YES ____ NO

Pneumonia


____ YES ____ NO

A Serious Accident

____ YES ____ NO

A Broken Bone


____ YES ____ NO

A Reaction to Insect Bite/Sting
____ YES ____ NO

Explain “YES” answers:  _______________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Is there anything else that you would like to talk about or ask?  _________________________________

___________________________________________________________________________________

Reviewed By ______________________________________          Date _________________________
