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4704 Whitesburg Drive. Suite 201. Huntsville, AL. 35802. 256.327.0888 Fax 327-0891
Elisa J. Haley, MD     David A. McMillion, MD
_____________________________________________________________
Pediatric Patient Health History

Name: ________________
      Date of Birth: ___________
          Today's Date: ___________

Last Doctor: ______________________ Reason For Leaving: _____________________________
Other Doctors (Specialists):________________________________________________________

Child's Dentist and last visit: _______________________________________________________

Current Symptoms: _____________________________________________________________
____________________________________________________________________________

Drug or Food Allergies (What happens to your child?):____________________________________
Past Medical History (Check or Write In)

Allergies (Seasonal)
□
Anemia


□
Asthma


□
Birth Defect

□

Bleeding Disorder
□

Blood Clots

□

Breast Lump

□
Bronchiolitis (RSV)
□

Cancer


□
Crohn's Disease

□
Depression

□
Diabetes


□
Ear Infections

□

Fractures

□

GERD (Reflux)

□
Heart Disease

□
High Blood Pressure
□
High Cholesterol

□
HIV


□

Liver Disease

□

Migraines

□
Psychiatric Disease
□

Seizure Disorder

□

Stroke


□

Thyroid Disease

□
Ulcerative Colitis

□
Urinary Tract Infections
□

Venereal Disease (STD)
□
Other


□

_______________________________________________________________

Surgeries

Surgery
____________________________________________________________

Date / Location

_________________________________________________________

Surgeon

_________________________________________________________

Birth History
Is this your child by birth? □
Adoption? □
Stepchild? □
Other? □__________________
Birth Weight: __________
APGAR's (if known): ______
 Method of delivery: __________
Born at ______ weeks of pregnancy?
Were there any complications with pregnancy or delivery? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medications

	Name
Dose
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_____________________________________________________________
Pediatric Patient Health History (Continued)

Name: _________________________

         Today's Date: ________________________
Development

At what age did your child:
Sit alone____ Walk alone____ Start talking____ Toilet Train____

Current School: ________________________

Current grade: ____________________
First menstrual period (girls): _______________

Nutrition
Was (is) your child breastfed(ing)? ____ If so for how long? ________________________________
Has you child had any feeding problems? ______________________________________________

How many ounces of milk per day? _____
How many ounces of juice per day? _____

Please describe your child's diet: ________________________________________________________________________________________________________________________________________________________

Family History

	In each box please write age of disease onset
	Arthritis
	Anxiety
	Bleeding Disorder
	Cancer (Type)
	Colitis
	Dementia
	Diabetes
	Eye Disease
	Gout
	Heart Attack
	Heart Disease
	High Cholesterol
	High Blood Pressure
	Kidney Disease
	Liver Disease
	Migraines
	Osteoporosis
	Psychiatric Disease
	Seizures
	Stroke
	Thyroid Disease

	Mother
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Father
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sister
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Brother
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Grandmother
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Grandfather
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Habits / Exposure

Who in the household smokes? _____________________________________________________
Any exposure to lead? (old house, peeling paint, etc)______________________________________

How many hours of TV per day? _______
Computer? _______      Video games? ________________
Does your child play any sports, and if so which sports? ____________________________________________________________________________


What does your child do for fun other than sports? ________________________________________________________________________________________________________________________________________________________
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Pediatric Patient Health History (Continued)

Name: _________________________

         Today's Date: ________________________
Symptoms (in the last 6 months)

General

Fever

□

Chills

□

Fatigue

□

Weight loss
□
Skin changes
□

EENT

Hearing changes
□

Vision changes
□
Double vision
□

Ringing in ears
□

Dizziness
□

Eye pain

□
Ear pain

□

Nose bleeds
□

Hoarseness
□

Cardiovascular
Chest pain
□

Chest tightness
□
Irregular beat
□
Rapid heartbeat
□

Ankle swelling
□

Varicose veins
□
Exercise intolerance
□

Pulmonary

Persistent cough
□

Wheeze

□

Blood in sputum
□ 

Short of breath
□

Painful breathing□
TB exposure
□

Gastrointestinal
Poor appetite
□

Swallowing problems
□

Heartburn
□

Vomiting
□

Constipation
□

Diarrhea
□

Gas

□

Bloating

□

Excessive thirst
□

Hemorrhoids
□

Nausea

□

Stomach pain
□

Blood in stools
□

Blood in vomit
□

Change in stools
□

Tarry stools
□
Musculoskeletal
Joint pain
□
Joint swelling
□

Joint stiffness
□
Joint deformity
□

Muscle pain
□

Weakness
□

Muscle cramps
□
Neurological

Weakness on one side

□

Headache
□

Fainting

□

Seizures

□

Loss of balance
□

Tremor

□
Genitourinary

Painful urination
□

Blood in urine
□

Can't hold urine
□

Can't urinate
□

Weak stream
□

Going too often
□

Increased night time urination
□

Discharge:

Penile / Vaginal 
□
Psychiatric
Change in mood
□

Loss of pleasure
□

Can't sleep
□
Too much energy
□

Health Maintenance / Immunizations
(Please check all that apply and bring immunization record to first appointment)

Hepatitis B (3)

□

□

□
DTaP (5)

□

□

□

□

□

Hib (4)


□

□

□

□
Prevnar (4)

□

□

□

□

Rotavirus (3)

□

□

□

Polio (IPV) (4)

□

□

□

□

MMR (2)

□

□

Varicella (2)

□

□



Had Chicken Pox
□

Hepatitis A (2)

□

□

Meningococcal (1)
□
Gardasil
(3) (females)
□

□

□
Reviewed By: ______________________


Date: ___________
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