Pediatric Associates of Livingston, PLLC Pediatric Health History Birth-10 years

Tatents Namwe:

Birth date: Current age: Gender: M F

Previous doctor: City & State:

Reason for changing doctors:

Person whuo is filling out this form: Relation to patient:

SOCIAL HISTORY

Whao lives in the home with this child?
Full Name Age Relation o patient

Are there any pets at home (inside or owside)? O No O Yes:

Does anvone smoke (inside or outside)? O No O Yes (who):
W recemmend thae vouwr babw/child 1s NOT around auy tobacco saoke. Exposiire to tobaceo smobe or oven the smell of smoke can increase vour
habw s olidd s resk for Ccolds. " ear infections, bronchetls, and asthoere, I also can increase vour baby s risk of Siddden Infanr Death Svmcdrome

Does [ will vour baby/child go 10 daycare? DONo O Yes  If yes, where & hrjweek:

Dioes your child go o preschool? O Mo O Yes If yes, where & hriweek:

Whant are the parents’ occupations?
Muotlver parmier: Father/Partner:

What is the parent’s education? Please indicate the highest level of education:
Mosther parimer; Father! Partner:

11 this child or the parents or was/were NOT born in the US, which country are you from?

GROWTH

I available, please note your child's length, height, and weight an the following ages:

2 mos 4 mos fr mos Y mos 1 vear I8mos | 2w

s
I
£
@

3 vears | 4 vears | 5 vears

Height

Weight

Head Cire.

LAE WORK OR DIAGNOSTIC TESTING

I viour child has had any special lab work or diagnostic tests done, please note them (for example, blood resis, x-rays, CT scan. ulirasound,
endoscopy., EEG, EKG, ele.)

Dhate Place Tesis Were Done Test Reason Kisulis




SPECIALISTS OR CLINICS

Does vour child see any other specialists or elimics: (Not only physicians, but please include psychologists, counselors, physical,
occupational, or speech (herapisis, Meningomyelocele Clinic, Developmenial Assessment Clinic, etc. )

Mame

Aalddress

Reason Seen

Idane Last Seen

FAMILY MEDICAL HISTORY:

Please note if present in family members (parents, siblings, grandparents, others related by blood):

O Asthma:

O Colitis {Crohn’s or uleerative colitis):

O Allergies:

O Irrinable bowel syndrome:

O Diabetes mellitus:

O Kidney stones:

O Thyroid problems:

O Bladder or Kidney problems:

O sickle cell anemia:

O Cancer:

O (her ancmia:

O Seizures:

O Migraines:

O Heart attack or problems (before 50 years old);

O Depression:

0O Other heart problems:

O Anxicty:

O High cholesteral:

O Avtention delicit/hyperactivity:

O Death of child or voung aduli:

O Aleohol / drug abuse:

O Other medical problems:

O Bleeding disorder:

PREVIOUS MEDICAL PROBLEMS
Pregnancy: during pregnancy with THIS child, did the mother...

Have any iliness or medical condition during pregnancy? O No O Yes:

MNeed to take any medication during pregnancy”? O No O Yes:

Use any tobacco? O o
Drink aloohil? O No
Use any drug? O HNo

Labor and delivery:

Was the baby born on the due-date?

Type of delivery: O vaginal

O forceps 0O wvacuum O C-section (reason)

Any problems during labor or delivery?

O Yes DOMNe  How early or late?

O Yes:
O Yes:
O Yes:

ONe 0O Yes:

(3 min)

Baby s birth weight: Irirth length: Apgar scores: (1 min)
Did this baby have any problems during the hospital stay? O Yes 0O No O Jaundice
Breathing: Feeding:

Oither:

Did mother and baby go home from the hospital wgether? O Yes O No Why not?

Number of days in the hospital:

Haospital/Facility of Birth:

muther haby

Ciry/Siane:

Infant feeding:

Did vou breastfeed vour baby! O No

I vou are s1ill breastfeeding. how long do you plan to breastfeed?

If vou formula-fed vour baby, what kind of formula is / was your baby on?

O Yes  For how long?




Pediatric Associates of Livingston, PLLC piige 3

Paticnt Name: DOB

Has patient had any of these problems since birth?

O Problems seeing or hearing: O Lead poisoning:
O Ear infections: O Any glandular problems (diabetes, thyroid, ele.):
O Strep throat:
O Nasal allergies: O Migraines:
O Wheesing: O Seizures:
O Asthma O Head injury:
O Intubated: O Other neurological problems:
O Croup:
O Poeumonia: O Bladder/kidney infection:
O Tuberculosis: O wiher bladder/kidney problem:
O Onher breathing or respiratory problem:
O Any stomach or digestive problems:
O Heart murmur:
O Oher problems with the heart: O Any broken bones;
O Any stitches:
O Anemia: O Any poisoning:
O Sickle Cell Anemia: O Any bums that needed a doctor’s care:
O Bleeding disorder: O Auention deficit / hyperactivily:
O Any other conditions:

O Blood ransfusion:

Has your child ever received counseling tor a behavieral problem or concern? 0 No O Yes:

Has your babyichild ever been in the Emergency Room? O No O Yes: (date and reason)

His vour baby/child ever had any surgery? ONo O Yes:

Dt Surpery Reason Hospital (Name & City) Dhoctor

Has vour baby/child ever stayed overnight in the hospital (except at birth)! ONe O Yes

1t Hespital {(Name & City) Redason Docior
Has vour haby/child ever had an allergic reaction o food? ONo 0O Yes
Fuood Reaction Is an Epi-pen (Jr.) required I 50, when does Epi-pen (11, expire

List all medications: including medications taken daily and those taken as needed (preseribed and over-the-counter) O None

Medication Duosage Reason for medication When started

Has vour babyichild ever had an allergic reaction o medications? ONo O Yes

Medication Reaction




Does your baby/child have any of these symptoms now? O None

O fever O wheere O constipation O pain with urination
O headache O fecling short of breath O rash O limping

O runny nose O chest pain O fwigue O joim or muscle pain
O swfiy nose O siomach ache O Iooks pale O joint swelling

O car pain O nausca O irritabiliny O loss of balance

O sore throat O vomiting O hehavior changes

O cough O diarrhea O wrinating more often

Tuherculosis screen: O Yes fo any of these questions O No o all of these guestions

Ihas vour chald:
« Bad any contact with any one who has confirmed or suspected infections luberculosis?
« had any contact with anvone who has been at any County Youth Center, or detained ina law-enlorcement
facilny (such as a jail or prison) within the last 3 years?
= visfied any countries for more than 3 weeks?
st Middfe East, Africa, Latin or South America, Eastern Ewrope
= fuwd il contact for more than 3 weeks wath any of the lollowing individuals: THY infected: hismeless: residents of nursing hsimes
o institutions: users of Blich drugs: migrant farm workers; foster children with exposure to suults in the above high-risk groups?
« had daily contact for more than 3 weeks with people who have iraveled o or lived i countnies i these aneas!
Asi i fea, Latin o Net i Y
Dises vour child have parents who have lived in any countries from these arcas? Asia, Middle Easi, Africa, Latin Ameriva, Eastern Europe

Cholesterol sereen:  Answer anly if your child is 5 years old or older.

Have the child's parents or grandparents had any of these problems when they were younger than 55 years old!
O heart attack O angina O stroke O hardening of the aneries 0 sudden death from a beart problem
O heart surgery (by-pass or balloon angioplasty) O cholesterol level more than 240

DEVELOPMENT

For children LESS THAN 5 YEARS OLD, please note the age at which your haby/child achieved this milestone:
Sat up well without support Walked Spoke in 3-5 word senences
Crowled Talked {first couple of words) Piressgd sell

For children AT LEAST 5 YEARS OLD. please describe their school progress:

Curremt grade level Current schoaol: B
Ever repeated a grade? O No O Yes: Ever advanced o grode? O No 0O Yes:
Has your child had any diffienlties in school (either socially or academically): O No O Yes:

What kind of grades or evaluation does vour child usually get? O Excellent 0 Good O0K OS5o-s O Poor

Any recent changes in grades either upwards or downwards? O No O Yes:
Hivw does vour child feel about their grades? O Very pleased O Satisfied O Unsaistied
How do vou teel about your child’s grades? O Very pleased O Satisfied O Unsatisficd

130 vou have any concerns about your child’s school progress? O No O Yes: .

SOCIAL LIFE
1s your child adopted?! ONo - O Yes: IFadopted, at what age did he/she come 1o live with you?
at what age was he/she adopred? Does your child know he/she is adopied? O No O Yes

What kind of hobbies, extra-curricular activities, or sports does vou child participate in?

What does your child wam o be when she/he grows up?

Does your child operate or ride on lawn or farm equipmemt? O No O Yes:

Does vour child ride an RY (recreational vehicle)? O Ne 0O Yes:

Is there anything else vou would like us to know about your child?

Parent Signature: Date:

Physician Signature: Date:
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