MEDICAL HISTORY

Patient’s current age:
Patient’s Primary Care Physician/Pediatrician:

Address:
Office Street Address City State Zip
Code
Other Physicians that you would like a report sent to:
Name: Phone Number: Address:
CURRENT VISIT
Why are you here today? :
PAST MEDICAL HISTORY
SURGICAL HISTORY
Date: Surgical Procedure
MEDICATIONS:
Medications: Dosage/mg/ml how often/when taken:

Is the patient ALLERIGIC to any Medications? YES NO

IF YES, PLEASE LIST ALL MEDICATION ALLERGIES:




YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
OTHER:

Nausea
Vomiting

REVIEW OF SYSTEMS:

Headaches
Regurgitation of food
Irritability
Hoarseness

YES
YES

YES NO

YES
YES

NO Numbness

NO Weakness

Cardiac Disease

NO Lung Disease

NO Breath holding spells

BIRTH HISTORY:

Gestational Age (weeks at birth):

Please list any and all birth complications:

Type of Delivery:

Please list all post-natal events:

Was the patient admitted to the ICU?
If YES, how long?

YES

NO

DEVELOPMENTAL HISTORY

Months Months Months
Rolled Babbled Regards own
over hand
Crawled One word Wave bye
Pulled up Two words Helps in house
together

Walked

Name a color

Puts on clothes




