~URIZON

PEDIATRIC PATIENT HEALTH HISTORY H E A LT H

PATIENT INFORMATION Please print.

Patient Name:

Date of Birth (mm/dd/yyyy):

MEDICATIONS List all prescription medications, over-the-counter medications, vitamin supplements, and herbal remedies.

Medication Dosage

Route Frequency

ALLERGIES List any allergies you have to medications, foods, or environmental factors.

Allergen

Reaction

SURGERIES List any surgeries you have had, including the month and year they were performed.

Surgery

Date Completed

BIRTH HISTORY
Type of Delivery

[ Vaginal [J C-Section
Single or Multiple Birth
Was the child born prematurely?

L] Yes L1 No
Gestational Age at Birth: weeks
Birth Weight: grams / pounds

Did the child experience any complications during birth?
] Yes L1 No
If yes, please explain:

Did the child have any of the following complications at or
after birth? (Check all that apply)

[1 Respiratory Conditions
[ Transient Tachypnea
L1 Neonatal Jaundice

[ Group B Strep Exposure

MATERNAL HISTORY
Were there any pregnancy complications?
O Yes 1 No
If yes, please explain:

Gestational Diabetes?
[ Yes [1 No
Tobacco use during pregnancy?
[J Yes LI No
Alcohol or drug use during pregnancy?
[J Yes LI No
If yes, please explain:

Pre-existing maternal conditions?
[ Yes [1 No
If yes, please explain:

Were prenatal labs normal?
[ Yes L1 No

Mother HIV positive?
[ Yes L1 No



FAMILY HEALTH HISTORY If you or a family member have had any of the following, please mark Y (Yes) or N (No) and specify
whether it applies to you or which family member, when applicable.

Condition Y/N |Self or Family Member | |Condition Y/N |Self or Family Member
(e.g., mother, father, (e.g., mother, father,
sibling) sibling)

ADD/ADHD Liver Disease

Anemia Mental Iliness

Allergies/Hay Fever

Neurological Disease

Asthma Osteoporosis

Arthritis Respiratory Disease
Anxiety/Depression Skin Disease

Blood Clots Stomach/Colon Disease
Diabetes Stroke

Fractures Seizure Disorder

Gynecological Disease

Thyroid Disorder

High Blood Pressure

Sexually Transmitted Disease

High Cholesterol

Other

Heart Disease

Cancer

Kidney Disease

Cancer Type ‘

FAMILY STATUS

Is your mother still living? [ Yes [ No
Current Age (or age at death):

SOCIAL HISTORY
Who does the child live with?

Is the child exposed to cigarette smoke? [1 Yes [1 No

Are pets present in the home? [ Yes [1 No

Has the child been to the dentist in the last year?
[dYes OO0 No If yes, month/year:

Has the child been to the eye doctor in the last year?
L] Yes L1 No

OTHER

If yes, month/year:

Is your father still living? (1 Yes (1 No

Current Age (or age at death):

CARE SETTINGS

Does the child attend daycare? [ Yes [1 No

Setting: L1 In-home [ Daycare Center [1 Family

Does the child attend school? [ Yes [ No

Current Grade:

Does the child participate in activities? [1 Yes [1 No

List Activities:

Do you have concerns about the safety of the child? [ Yes [1 No

OTHER PROVIDERS List any other providers you see for your care, include their name and facilities.

PROVIDER NAME

FACILITY
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