GRUENE LAKE MEDICAL
PEDIATRIC HEALTH HISTORY

Chiid’s name: DOB: Age:

Child’s Previous Doctor/Primary Care Provider:

Present Health Concerns:

Allergies:
. Med Currently Taking:

Pregnancy/Birth:
Where was your child born:
Is the child yours by: ___Birth ___Adoption ___Stepchild Other:
Medical problems during pregnancy: '
Delivery method: ___Vaginal birth __C-Section/reason for this
Birth weight: Birth length: Apgar scores:imin___5min___
Gestational age at delivery: Circumcision done (boy):
Please indicate any medical problems during the baby’s newborn period:

Past Medical History: Please describe any méjor medical problems and the date of
onset:

Hospitalizations and dates:

Broken bones or fractures:

Education History:
Does your child attend school or preschool? NO Yes

Current grade: Current school:
Social History:
Who lives in the home?
Name Age Relationship Highest level of education
Are the child’s parents: Married ____Unmarried ___ Separated Divorced
If divorced or separated, who does the child reside with?
Mother’s occupation: Mother's employer:
Father’s occupation: Father’s employer:

Child care: Daycare Relatives Others (specify)

Any concerns about lead exposure? Yes No
Do any household members smoke: Yes ___No If yes, who?




FAMILY HISTORY:
Please indicate with a check (V) on the family member that has/had any of the

following: :
Condition Mom | Dad | Sister | Brother | Mom’s | Mom's | Dad’s | Dad’s { Other
Mom Dad Mom | Dad relative

(specify)

Anemia
Asthma
Autoimmune
Disorder
Bleeding
problems
Cancers:

Cancers:

Congenital
anomaly /
Birth

defect

Heart
attack/heart
disease
Depression
Diabetes
Food Allergy:

Med Allergy:

Genetic
Disorder
Hearing
Disorder
High
Cholesterol
High blood
pressure
Kidney
Disease
Stroke
Substance
abuse
Thyroid
disorders
Tobacco Use
Death before
age 56 for
reason not
listed above:

Other:







