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Demographics and Medical History Questionnaire

PATIENTS FULL NAME: ______________________________________ DATE OF BIRTH:__________ SEX: ____

RESPONSIBLE PARTY: _______________________________________ 

MOTHER’S NAME: ____________________________________ AGE: _____ DATE OF BIRTH: ______
ADDRESS: ___________________________________________ CITY, STATE & ZIP: ______________
HOME OR CELL PHONE: _______________________________ ALTERNATE: ___________________________
OCCUPATION: ____________________________ PLACE OF EMPLOYEMENT: __________________________ 

FATHER’S NAME: ____________________________________ AGE: _____ DATE OF BIRTH: ______
ADDRESS: ___________________________________________ CITY, STATE & ZIP: ______________
HOME OR CELL PHONE: _______________________________ ALTERNATE: ___________________________
OCCUPATION: ____________________________ PLACE OF EMPLOYEMENT: __________________________ 

Who lives in the home with the child? Number of Adults: ____   Number of Children: ____
List name and ages of patients’ brother(s) and sister(s);
Name: _______________________________ Age: ___	Name: ___________________________ Age: ___
Name: _______________________________ Age: ___	Name: ___________________________ Age: ___

TYPE OF HOME:      HOUSE   APARTMENT HOME   MOBILE HOME    
Water Source (Please circle one):  City    County     Well   or    Bottles
Any smokers in Household: YES   NO	Who?:  _____________________________________________
PETS: ______________________________
Insurance: __________________________ ID #: __________________________________ __________________________________________________________________________________________
MEDICAL HISTORY

Has your child gone to the emergency room this Year?  YES  NO  If Yes;  reason: __________________________________________________________________________________________

Are your child’s immunization up to date?	Yes	No 	Don’t Know
Has your child ever been hospitalized overnight?  Yes    No		
Any surgeries? _____________________________________________________________________________

HAS YOUR CHILD EVER HAD? 
Heart Problems:  		Yes     No					Chickenpox:		Yes     No	
Urinary Tract Infection(s):	Yes     No					Wheezing:		Yes     No
Pneumonia:			Yes     No					Any Major Illness:	Yes     No
Frequent Ear Infections:	Yes     No   How many in the last year: ____
More than two (2) cases of Strep Throat:  Yes     No

Does your child have any allergies including Medications (known drug allergies)? __________________________________________________________________________________________
Preferred Pharmacy: _______________________________________

Reaction to any immunizations/Medications: Please List: ___________________________________________
__________________________________________________________________________________________

Does your child take regular medications? Please List:  _____________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________
FAMILY MEDICAL HISTORY: Close blood relatives only indicate which relative.

Asthma: ____________________________		Heart Attack: ____________________________________
Sickle Cell Disease: ____________________		Eczema: _________________________________________
Cystic Fibrosis:	 _______________________		Hay Fever/Seasonal Allergies: _______________________
Kidney Abnormalities:	 _________________		High Blood Pressure: ______________________________
Urinary Tract Infections: _______________		Anemia/Blood Problems: ___________________________
Diabetes: ___________________________		Seizures: ________________________________________
Mental Retardation: __________________		Emotional Problems: ______________________________
Learning Problems: ___________________		Born with Heart Problems: __________________________
Birth Defects:	_______________________		
Sudden Death/Death Shortly after Birth: _________________________________________________________	  __________________________________________________________________________________________	

PREGNANCY AND BIRTH HISTORY
Medications mother while pregnant. Please List:  __________________________________________________
__________________________________________________________________________________________
Did patient’s mother use any substances (street drugs) during pregnancy? Please List: ____________________
__________________________________________________________________________________________
Alcohol:  YES   NO   If yes, how many times during week? _____   Smoke:   YES   NO If yes, how many pack/week? _____   
Did mother have any Vaginal Infections:	GC	Chlamydia	Herpes	       Other: __________________
Group B Strep Infection: YES    NO	Antibiotics prior to delivery: YES   NO   Don’t Know
Other Problems/Complications while pregnant: ___________________________________________________________

How long was the Pregnancy: ______ weeks	Delivery:  Vaginal  or  C Section

Birth Weight: _____lbs. ___oz.	How long did baby stay in hospital?: ____________________________________

Name of OB: ______________________________________ Hospital: ___________________________________
Any complications:__________________________________ Prenatal Care: YES   NO

Did baby pass hearing test:  YES   NO		Received Hepatitis B Vaccine:  YES  NO
__________________________________________________________________________________________
SCHOOL/DAYCARE
Name of child’s school or daycare: __________________________________________________ Grade: _____________

Name of child’s previous doctor: _______________________________________________________________________
Address: _________________________________________________ Phone: ___________________________________
__________________________________________________________________________________________

SIGNATURE OF PERSON COMPLETING THIS FORM: _________________________________________________________
Today’s Date: _____________________________

Notes for Provider: ________________________________________________________ Reviewed By: __________
