OakLeaf Pediatrics Clinic Health History

Child’s Name:_________________________________Today’s Date:__________

Child’s Birthdate:________Female/Male  Name of School & Grade _____________
Name of Parent/Guardian____________________________________________
Address_________________________________________________________Phone:__________________________Cell:_____________________________

Primary Physician______________________Dentist______________________
Family History

Father’s Name:__________________________________Date of Birth________

Occupation:_______________Place of Employment________________________

Home phone:______________________Work phone:______________________

Mother’s Name:_________________________________Date of Birth________

Occupation:_______________Place of Employment________________________

Home phone:______________________Work phone:______________________



General Health





Are there other children in the family? (Please give names & birthdates)


__________________________________________________________________________________________________________________________


Has the family moved in the last 5 years?  Yes □ No □ If yes, how many times?______________


Are parents divorced? Yes □  No □  If yes, has either parent remarried?___________________


Is anyone else involved in the care of the child? Yes □  No □  If yes, please specify who?_____________________________________________________________________


In case of an emergency, please notify:  Name____________________________________


Relationship____________________________Phone________________________________





Are there any health problems that tend to run in the family? (please circle Yes/No)


Heart Disease Y/N High Blood Pressure Y/N    Alcoholism Y/N  Allergies Y/N


Depression Y/N  Diabetes Y/N  Thyroid Y/N  Cancer Y/N  Asthma Y/N  


Cholesterol Y/N                Other ________________If yes, please explain ________________


_________________________________________________________________________








NewBorn Information (for children less than 5 years)





Birth Weight________________Method of Delivery: vaginal/c-sect/forceps or vacuum


Breast or Bottle Fed (circle)         Length of Pregnancy__________Weeks


Were there any problems during pregnancy or delivery?  If yes, please explain. _____________ ________________________________________________________________________


While in hospital, if the child had problems with any of the following, please circle.





Jaundice       Infections      Poor Feeding	Breathing Concerns         Other (Please describe)


	                                                                                                                                                            


Did Mother & Child leave hospital together? Yes □ No □  If no, please explain. ______________


_________________________________________________________________________
































Has it been more than 12 months since this person last had a well-child checkup?  Yes □ No □


Has it been more than 12 months since this person had a general checkup by a dentist? Yes □ No □


Does this person always use a seatbelt/car seat/booster seat when riding in vehicles? Yes □ No □


Does this person always use a helmet when riding a bicycle? Yes □ No □





Answer for all ages.  Did this person have or does this person now have any of the following? 


(If yes, give date)


                                           Yes/No     Date                                                         Yes/No     Date


Frequent Colds/Infections    Y/N        ______	         	 Chronic Cough        Y/N       ______


Many Bruises/Bleeding         Y/N        ______                 	 Wheezing/Asthma   Y/N      ______


Loss of Consciousness           Y/N       ______                 	  Poor Appetite         Y/N      _______


Head Injury                          Y/N       ______		 	 Loss of Weight       Y/N     ________


Seizure/convulsion                Y/N      ______	          		 Heart Murmur        Y/N     _______


Frequent Headaches              Y/N    ______                     	  Bloody Stool             Y/N    _______


Eye problems/glasses          Y/N      ______			  Blood in Urine           Y/N    _______


Recurrent Ear infections      Y/N     _____			  Swollen Joints          Y/N     ______


Hearing Problems                 Y/N   ______		              Frequent Falling       Y/N      ______


Constipation                        Y/N    ______		              Dental Cavities        Y/N        _____


Vomiting/Diarrhea              Y/N   _______			  Skin Problems          Y/N      _____


Frequent Stomach Aches    Y/N    _______			  Ingestion of Poison   Y/N     ______


Bladder/Kidney Problems     Y/N   ������ _______                       	  Other    ____________________





Has this person had any of the following illness? 


Chicken Pox  Y/N  Date______   Meningitis  Y/N  Date______  Whooping Cough  Y/N  Date____





Did or does this person have allergies (food, medication, etc)?  If yes, please describe. __________________________________________________________________________


Has this person had any serious accidents? If yes, describe & give date(s).





Has this person had any hospitalizations, operations, major illness? If yes, describe.





Has this person taken prescription medications in the last 12 months?  For what?








Immunization History:


Has your child been immunized? _________  If so what clinic? _____________________








