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History Form
Name: _________________________________________________________   Date of Birth: _______________________   Sex: M    F
	
	Name
	Age
	Health
	

	Mother:
	____________________
	________
	_________________________
	Miscarriages:

	Father:
	____________________
	________
	_________________________
	Date: ________________ Weeks: ___________

	Sibling:
	____________________
	________
	_________________________
	Cause: ____________________________________

	
	____________________
	________
	_________________________
	

	
	____________________
	________
	_________________________
	Date: ________________ Weeks: ___________

	
	____________________
	________
	_________________________
	Cause: ____________________________________



	FAMILY HISTORY
	YES
	NO
	
	RELATION

	Asthma
	□
	□
	
	____________________________________________

	Allergies
	□
	□
	
	____________________________________________

	Tuberculosis
	□
	□
	
	____________________________________________

	Cystic Fibrosis
	□
	□
	
	____________________________________________

	Birth Defects
	□
	□
	
	____________________________________________

	SIDS
	□
	□
	
	____________________________________________

	Intellectual Disability
	□
	□
	
	____________________________________________

	High Blood Pressure
	□
	□
	
	____________________________________________

	High Cholesterol
	□
	□
	
	____________________________________________

	Heart Attack <55 Years Old
	□
	□
	
	____________________________________________

	Stroke
	□
	□
	
	____________________________________________

	Diabetes
	□
	□
	
	____________________________________________

	Cancer
	□
	□
	
	____________________________________________

	Migraine Headaches
	□
	□
	
	____________________________________________

	Thyroid Dysfunction
	□
	□
	
	____________________________________________

	Seizures
	□
	□
	
	____________________________________________

	Heart burn
	□
	□
	
	____________________________________________

	Gastric Ulcer
	□
	□
	
	____________________________________________

	Pyloric Stenosis
	□
	□
	
	____________________________________________

	Hip Dysplasia
	□
	□
	
	____________________________________________

	Scoliosis
	□
	□
	
	____________________________________________

	Other
	□
	□
	
	____________________________________________



	PREGNANCY AND BIRTH HISTORY
	NUTRITION HISTORY:

	Illness During Pregnancy: YES    NO
	Type: ________________________
	Feeding:  Breast    Formula

	Weeks Gestation: ____________________
	
	Type of Formula: ____________________

	Ob/Gyn: ______________________________
	Pediatrician: ________________
	Solids Started at __________ Months

	Birth Hospital: _______________________
	
	Food Intolerances:   YES     NO

	Birth Weight: ________________________
	
	Type of Intolerance: _________________

	Problems In Hospital: _________________________________________________
	Herbal Supplement/Vitamins: 

	Delivery Method: Vaginal        C-Section
	             YES       NO

	Breech:  YES    NO
	Type: _________________________________



Developmental History (Age):
Sat:____________ Stood:___________ Walked:__________ Short Sentences:___________ Toilet Training:____________
PAST MEDICAL HISTORY:
HOSPITALIZATION:
	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________



SURGERY:
	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________

	Date:_____________________
	Reason: ______________________________________
	Doctor: __________________________



	PAST MEDICAL HISTORY
	YES
	NO

	More Than 2 Ear Infections
	□
	□

	Wheezing
	□
	□

	Pneumonia
	□
	□

	Chicken Pox
	□
	□

	Measles
	□
	□

	Mumps
	□
	□

	Polio
	□
	□

	Urination Problems
	□
	□

	Vision Problems
	□
	□

	Hearing Problems 
	□
	□

	Trauma
	□
	□

	Other: ________________________________________
	□
	□

	Immunizations Up-to-date
	□
	□


PROBLEM LIST (CLINIC LIST ONLY):
1. _________________________________________________________________________________________________________________
2. _________________________________________________________________________________________________________________
3. _________________________________________________________________________________________________________________
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