
PEDIATRIC HEALTH HISTORY
NAME ___________________________________________________ DATE ____________________________________________

DATE OF BIRTH __________________________________________

Please complete all sections.

Brief description of reason for visit to this office:   Allergies:  Medications, Foods, Environmental (ex. Latex)

Medical and/or Surgical Hospitalization History

List:  Medications, Vitamins and Herbs you are presently taking 

Past Medical History
Have you ever had the following:  (Circle “no” or “yes”)

Measles no  yes Blood Transfusions no yes Bronchitis no  yes

Mumps no yes Migraine headaches no yes Mitral Valve Prolapse no  yes

Chickenpox no yes Tuberculosis no yes Stroke no yes

Whooping Cough no yes Diabetes no yes Hepatitis no yes

Scarlet Fever no yes Cancer no yes Ulcer no yes

Diphtheria no yes Polio no yes Kidney Disease no yes

Smallpox no yes Glaucoma no yes Thyroid Disease no yes

Pneumonia no yes Hernia no yes Bleeding tendency no yes

Rheumatic Fever no yes Back trouble no yes Infectious Mono no yes

Heart Disease no yes High blood pressure no yes Any other disease no yes

Arthritis no  yes Low Blood pressure no yes (Please list)

Venereal Disease no yes Hemorrhoids no yes 

Anemia no yes Hives or Eczema no yes

Bladder Infections no yes Asthma no yes

Epilepsy no yes Date of last chest x-ray no yes

Birth History:               Birth Weigth:                lb.  oz.
  Yes  No Condition    Please provide details
   Problems during pregnancy  Describe:
   Problems during delivery  Describe:
   Forceps delivery   
   Cesarean section   
   Delivered early    How many weeks?
   Delivered late    How many weeks?
   Baby kept in hospital due to illness Why and how long?
   Delayed development   Describe:



Family History
Has any blood relative had any of the following:  (Circle “no” or “yes”)

       Relationship       Relationship

Cancer no  yes Migraine Headaches no yes

Tuberculosis no  yes Leukemia no  yes

Diabetes no  yes Mental Illness no  yes

Heart Disease no  yes Obesity no  yes

High Blood pressure no  yes Thyroid Disease no  yes

Stroke no  yes Ulcer no  yes

Epilepsy no  yes Depression no  yes

Allergies no  yes High Cholesterol no  yes

Anemia no  yes Kidney Disease no  yes

Bleeding Tendency no  yes Glaucoma no  yes

Asthma no  yes Gout no  yes

Chronic Lung Disease no  yes 

 Present age & health status:  (good, fair, poor) If deceased:  age and cause of death

Father ________________________________________________________________________________________________________
Mother ________________________________________________________________________________________________________
Siblings _______________________________________________________________________________________________________

Signature of patient or parent/guardian if minor Date

Physician’s Signature  

This information is intended to provide general guidelines for risk management.  It is not intended and should not be constructed as legal advice.

History of Eye Problems:

  Yes  No Glasses/Contact Lenses/Prisms

   Glasses     How old is current pair?
   Contact Lenses    How old is current pair?
   Hard, Gas permeable, or Soft?  Contact Lens cleaning solutions:
   Prisms     How long?

  Yes  No Other eye symptoms     Age or How long?  Yes  No Other eye symptoms     Age or How long? 
   Eye exam by specialist     Eye injury
   Patching       Stye
   Eye exercises      Recurring “pink eye”
   Eye muscle surgery     Cataract
   Other eye surgery      Glaucoma
          Diabetic eye disease
  Diagnosed eye diseases not mentioned above:

Recent Eye Symptoms:

  Yes  No How Long?      Yes  No How Long?  
   Crossed or wandering eye _____________      Drooping eye lid  _____________
   Excessive squinting _____________      Tired eyes when reading  _____________
   Double Vision  _____________          Dry or gritty sensation  _____________
   Excessive eye rubbing _____________      Itching eyes  _____________
   Frequent tearing/discharge  _____________      Red eyes  _____________
   Blurred Vision  _____________          Flashing lights or floaters_____________
   Light sensitivity  _____________          Poor peripheral vision  _____________
Other eye symptoms not mentioned above:


