Pinwheel Pediatrics

Medical History Summary for Children 6 to 12 Years Old

Date  ____________ 

Child’s Name ____________________________________ Account/Chart Number  __________ 

Age _____    Sex M/F
     Date of Birth _______  Country of Birth_______________​​__________

Biological Child Y/N

       

  Adopted  Y/N 

            Stepchild  Y/N

Background Information

Martial Status of Parent(s):   Single/Married/Divorced/Separated/Other_____________________

Who does child live with?  ________________________________________________________

Address  ______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Name of mother  _____________________

Occupation  _________________________

Birth country_________________________

Home phone _________________________ 

Work phone  _________________________

Cell phone  __________________________

Email  ______________________________ 

Name of father _______________________  Occupation __________________________

Birth country  ________________________ 

Home phone _________________________ 

Work phone  _________________________   Cell phone  __________________________  E-mail ______________________________ 

Names of sibling(s) and age(s)_____________________________________________________

____________________________________________________________________________________________________________________________________________________________

Medical History

1.  Current Medication(s) and Dose(s) 
__________________________________________







__________________________________________

2.  Current Herbal or Folk Remedies

__________________________________________

3.  Medication or Vaccine Allergies

__________________________________________

· What was the reaction?

__________________________________________

4.  Food Allergies (what foods?)

_____________________________​​_____________

· What was the reaction?

__________________________________________

5.  Are there any missing immunizations?  
Y/N
If yes, which ones? ____________________

     NOTE:  Please bring vaccine record or photocopy to appointment

6.  Travel to foreign destinations? ________________________   Last PPD ________________

7.  Hospitalizations or serious injuries? (Date & Description)  ____________________________

     ___________________________________________________________________________

8.  Routine dental care?  Y/N

9.  Environmental exposure to:  Lead (house older than 1950)? Y/N          Smokers at home? Y/N

10. Birth History:  Where born? ________  Premature Y/N    How long in ICU? _____________

Current chronic problems (check if any are positive): 

Anemia

Anxiety/fearful

Aggressive

Asthma

Autism/Asperger’s

        Syndrome

ADHD

Behavioral problems

Bed wetting 

Cancer during 

        childhood 

Celiac disease

Constipation 

Developmental 

       disabilities

Diabetes

Eating problems

Eczema

Epilepsy/Seizures

Eye problems

Fecal soiling of

        underpants

GERD

       (esophagitis/reflux)

Headaches (severe,

        including migraine)

Hearing or speech

        problems

Heart problems or

        Murmurs 

Indigestion/stomach

        Pain

Kidney/bladder 

        problems

Learning problems

        (ie. Dyslexia)

Mental retardation

Obesity/overweight

Out of control

        behaviors

Phobias

Sleep problems

Snoring regularly

Thyroid disease

Other:___________

Social History

1.  School: # missed days of school this year? _______  Gets along with peers? Y/N    

     Difficulty focusing in school? Y/N   Difficulty following directions? Y/N 

     Any other concerns? __________________________________________________________

     After school activities (sports, clubs, etc)?   ________________________________________

2.  Entertainment: # hours TV/day____ # hours computer/day____# hours video games/day ____

3.  Any guns at home?  Y/N
Are they locked and how are they stored? ____________________

Family history

Please check any positives:

ADHD

Anxiety disorders

Alcoholism

Anemia

Asthma

Bipolar illness

Bleeding problems (hemophilia or Von

       Willibrand disease)

Clotting problems (thrombosis)

Cancer

Chromosome problems

Cystic fibrosis

Diabetes

Depression

Immune diseases (lupus)

Genetic diseases

Eczema

Food allergies

Kidney disease

Hypertension as a young adult

Mental retardation

Learning disability

Speech or hearing problems

Tuberculosis

Thyroid diseases

Eating Disorder
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