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Dr. B’s Kids

Child’s Name:






DOB:




PREGNANCY & BIRTH

Birth Weight


 Length


Delivery:
Vaginal
C-section

Mother treated for infection




Y
N

Infant treated for infection




Y
N

Any antibiotics given to mother



Y
N

Any antibiotics given to infant



Y
N

Jaundice






Y
N

Low birth weight





Y
N

Any trouble at birth





Y
N

Prematurely






Y
N
Explain any “yes” answers:



















NUTRITIONAL ASSESSMENT
a. Newborn:
Formula

Breast

If formula, which one? 


 How many ounces? 


How often does the baby eat? 





b. Infants:
Have you started cereal?



Y
N

Have you started juices?




Y
N

Have you started solids?




Y
N

c. Toddlers:
Any food allergies?




Y
N

If yes, what foods?







Other concerns: 

















d. All patients: Are there any concerns/questions regarding feeding/eating habits?












DENTAL

If your child is over three years, have you seen a dentist? 



Does your child brush his/her teeth?




Y
N

Is there fluoride in your water supply?




Y
N

VISION/HEARING
Any concerns with your child’s vision or hearing?


Y
N

Has your child been evaluated by any eye doctor?


Y
N

DEVELOPMENT
Do you have concerns with your child’s growth or development?

Y
N

Have you been told that your child is developmentally delayed?

Y
N

HEALTH HISTORY QUESTIONNAIRE
Name:_________________________________    
  M / F                DOB_________________               

School/daycare_________________________________                     Grade________________
Who lives at home with the child?_________________________________________________
City or Well water?___________________________
   



 PATIENT HEALTH HISTORY

Has your child ever had, or now has, any of the following?

___Asthma                          ___Allergies                      ___ADHD                              ___Seizures                
___Born Prematurely        ___ Skin Problems           ___Anemia                             ___ Diabetes
___ Heart Disease               ___AIDS/HIV+                 ___Kidney Disease                ___Cancer

Other_______________________________
HOSPITALIZATION___________________________________________________________________
SURGERIES __________________________________________________________________________


MAJOR INJURIES_____________________________________________________________________

MEDICATIONS_______________________________________________________________________

ALLERGIES TO MEDICATIONS________________________________________________________
PATIENT HEALTH HABITS AND PERSONAL SAFETY

1)  Caffeine: ___None     ___Coffee     ___Tea     ___Cola             #of cups per day______

2)  Do any adults smoke in the home?  Y / N

3)  Exposure To: ___Alcohol   ___Drugs    ___Physical Abuse   ___Sexual Abuse

 Please Explain: ________________________________________________________________________

 FAMILY HEALTH HISTORY


Please describe your child’s immediate family’s history.


                    Father           Mother       Grandfather   Grandmother     Siblings        Other
	Asthma
	
	
	
	
	
	

	Bleeding Disorder
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	Glaucoma
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	

	Hypertension
	
	
	
	
	
	

	Strokes
	
	
	
	
	
	

	Anemia
	
	
	
	
	
	

	AIDS or HIV +
	
	
	
	
	
	

	Hepatitis
	
	
	
	
	
	

	Kidney Disease
	
	
	
	
	
	

	Epilepsy
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	


OTHER:________________________________________________________________
Patient Psychological Health History

Has you child ever had, or now has, any of the following?

___Depression


___Schizophrenia

___Adjustment Disorder

___Chemical Imbalance 

___Anger Disorder

___Posttraumatic Stress Disorder

___Bipolar Disorder

___Somatoform Disorder
___Conduct Disorder

___Anxiety/panic Disorder
___Substance Abuse

___Other; Please explain:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family Psychological Health History
 Please describe your child’s immediate family’s history.
                                               Father             Mother       Grandfather   Grandmother     Siblings   
          Other
	Depression
	
	
	
	
	
	

	Bipolar disorder
	
	
	
	
	
	

	Schizophrenia
	
	
	
	
	
	

	Substance Abuse
	
	
	
	
	
	

	Adjustment Disorder
	
	
	
	
	
	

	Post Traumatic Stress Disorder
	
	
	
	
	
	

	Somatoform Disorder
	
	
	
	
	
	

	Anger Disorder
	
	
	
	
	
	

	Conduct Disorder
	
	
	
	
	
	

	Anxiety Disorder
	
	
	
	
	
	


OTHER:________________________________________________________________
*By signing below, you agree that the above information is correct and accurate to the best of your knowledge
________________________________                                       ____________________

                     Signature                                                                                Date









