s \“} M A D D E R N Pediatric Medical History Form

il SIMONSEN

Today's Date: / /

PATIENT NAME: Please Print

(First Name) {M) {Last Name}

DATE OF BIRTH: / / Name of patient’s physician:

Name of doctor that sent you here {if different than above)

l. Reason for Visit:

Il. Medication History

Pharmacy:

Prescription drugs your child takes now: [J None Qwer the counter medications your child takes now:
] None
T Aspirin ] tbuprofen

[3 Other pain medicine, Name;

] Nasal spray, Name:

£ Allergy pili, Name:

] Antacid pift, Name:

O others:

. Medical History: [T None
(] Congenital heart gisease (] Easy bleeding or bruising problems {J Prematurity
[} Anesthesia problermns [ Asthma [0 Sleep apnea
[J Reflux or easy vomiting [ Did not pass newborn hearing screening
[ piagnosed syndrome:
O Other health conditions:
IV: Allergies:

i. Does your child have any allergies to drugs or medications: [ ] Yes O Ne
if yes, list medication and reaction:

i. Does your child have any environmental, food or latex allergies: [ ] Yes 3 No

if yes, list allergy and reaction: S



V. Surgical Higtory: Has your child undergorne any surgery?

1f yes, lisi:

] Yes M Ne

Data:

Date: .

Date: .

VI. Family History: Has anyone in your famify have or had any of the Jisted problerms? [ Nene ] Family History Hinknown

O Anesthesia problems

[ Easy bleeding or bruising problems

71 History of frequent ear infections

T Hearing loss

U7 Envirenmental allergies

Vil Social History:

1. Parentai tobacco use: Do the pareris or primary care givers smoke? [ Yes

if yes,

i Who smokes?
ii. is tobacco use inside or outside the home? [ Insice
iii. s tohacco used around children?
2. is the child in daycare?

3. Are there any pets with hair or dander at home?

If yes, list

77 Mother

[1VYes ]No

7} Father

Whao:

Wh:

Who: - P

Who:

Who

i} Both parentis
1 Outside

1 Yes [ Nc

MYes [} No

[[] Ne

1 Other
[ Both

Vil Review of Symptoms: Check box for problems your child has now. If no problerns in that area now, check "no probiems”.

Ear Nose Throat [(ENT)
1 NG PROBLEMS
"1 Ear pain

] Hearing loss

1 Snoring

1 Mouth breathing
] Nasal congesticn
5 Sore throat

[ Hoarseness

T Lump in neck

[T Weak cry

Genitourinary
M NO PROBLEMS
{1 Kidney problems

Constitutional

T NO PROBLEMS
[1 Fever
L) Fatigue

Endocrine
NG PROBLEMS
} Digbsetes

Lungs

NGO PROBLEMS

! Bhortness of breath
1 Whesezing

] Noisy breathing

Heart
{71 $0 PROBLEMS
1 Murrnur

7] Congenital heart dissase

Neurglogic

I NO PROBLEMS

i} Seizures

{1 Weakness

] Develoomental delay

Digestive

[ NO PROBLEMS

] Swaltowing problems
[} Choking

Eves

1 MO PROBLENMS
[ Blindness

[ Double visiorn
] Eye pain

Blood

[1 NO PROBLEMS

] Anemig

1 Bleading or bruising
easily

Skin

1 NO PROBLEMS
T 1 Hives

O #ching



