
TODAY’S DATE: ______/______/______
FIRST NAME: _______________________  LAST NAME: ___________________________   Date of Birth: _____/_____/_____

CHIEF COMPLAINT:
What is the reason for your child’s visit today?  _____________________________________________________________________

Where is this problem located? __________________________________________________________________________________

When did you (or the child) first notice this problem?______________________ How long does the problem last? _______________

Does anything make the problem worse? ¨No ¨Yes If yes, please explain: ______________________________________________

Does this interfere with your child’s normal functions? ¨No ¨Yes If yes, please explain: ___________________________________

MEDICAL HISTORY: Please check all illnesses that apply

Personal Illnesses (patient)                                                                           Family Illnesses (grandparents, parents, or siblings)

¨Asthma ¨Arthritis ¨Cancer ¨Diabetes                                                    ¨Asthma ¨Arthritis ¨Cancer ¨Diabetes

¨Heart Disease ¨High Blood Pressure                                                         ¨Heart Disease ¨High Blood Pressure

¨Kidney Stones ¨Thyroid Problems ¨Other:__________                         ¨Kidney Stones ¨Thyroid Problems ¨Other:__________

Please explain any illnesses:_____________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Please list all medications your child is currently taking: ____________________  _____________________  ___________________

__________________  ___________________  ____________________  ___________________  ___________________

Is your child on a special diet? ¨No ¨Yes If yes, please describe: ______________________________________________________

Does your child have allergies to any medications? _No _Yes If yes, please list:__________________________________________

Has your child had any surgeries? ¨No ¨Yes If yes, please explain what kind and when ____________________________________

___________________________________________________________________________________________________________

When you were pregnant with this child:  What was the length of the pregnancy? ________________________________________

Was the pregnancy ¨Normal or ¨Abnormal ?  If abnormal, describe: __________________________________________________

If you had a pregnancy ultrasound, was it ¨Normal or ¨Abnormal?



REVIEW OF SYSTEMS: To allow us to perform a thorough history please complete the following table.  Has your child ever
experienced any of the following problems. Check Yes or No.
To elaborate, please explain any Yes answers in the space provided or on the back.

Constitutional Symptoms Gastrointestinal Respiratory
Fever
Chills
Headache
Other_________

Y    N
Y    N
Y    N

Abdominal pain
Nausea/vomiting
Constipation
Other _______

Y    N
Y    N
Y    N

Wheezing
Frequent cough
Shortness of Breath
Other _________

Y    N
Y    N
Y    N

Eyes Cardiovascular Hematologic/lymphatic
Blurred Vision
Double Vision
Pain
Other _______

Y    N
Y    N
Y    N

Heart Murmur
Other ______

Y    N
Y    N

Swollen glands
Blood clotting problem
Other _______

Y    N
Y    N
Y    N

Allergic/Immunologic Integumentary Ear/Nose/Throat/Mouth
Hay Fever
Drug Allergies
Other _______

Y    N
Y    N
Y    N

Skin rash
Boils
Persistent itch
Other ________

Y    N
Y    N
Y    N

Ear infection
Sore throat
Sinus problems
Other _________

Y    N
Y    N
Y    N

Neurological Endocrine Genitourinary
Tremors
Dizzy Spells
Numbness tingling
Weakness

Y    N
Y    N
Y    N
Y    N

Excessive Thirst
Too hot/cold
Other _______

Y    N
Y    N
Y    N

Other ______ Musculoskeletal
Joint pain
Other ________

Y    N

Urine retention
Painful urination
Urinary frequency
Urinary tract Infection
Blood in urine
Difficulty voiding
Normal Stream
Other _____

Y    N
Y    N
Y    N
Y    N
Y    N
Y    N
Y    N
Y    N

** If needed, please utilize space on the back of this form.

Date Doc. Initials                                                                Date     Doc. Initials
____ __________   ¨Unchanged  ¨Change Noted                  ____    __________   ¨Unchanged  ¨Change Noted   
____ __________   ¨Unchanged  ¨Change Noted                  ____    __________   ¨Unchanged  ¨Change Noted   
____ __________   ¨Unchanged  ¨Change Noted                  ____    __________   ¨Unchanged  ¨Change Noted   
____ __________   ¨Unchanged  ¨Change Noted                  ____    __________   ¨Unchanged  ¨Change Noted   



PATIENT COMMENTS – Please comment on any issues/problems not covered in the above questions: ________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

NURSE COMMENTS/NOTES:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

PHYSICIAN COMMENTS/NOTES:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
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