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Pediatric Medical History Questionnaire
Child’s Name
_____________________________________________________________
Address   __________________________________________________________________

City   ______________________
State______________
      Zip   __________________

Home Phone #   _____________________             SSN #   _________________________

Date Of Birth   _____________________               Age        __________________________
Child lives at home with ______________________________________________________
Mother’s name   ____________________   Work #   _____________    Cell #____________
Father’s name  ____________________     Work#   _____________     Cell # ___________
In case of emergency, please contact   _________________________________________

Phone #   _______________________________
Relationship   __________________

Family Physician and/or Primary Health Care Provider:

Doctor/Other  ____________________________
Specialty   _____________________

Address   ________________________________           City    ______________________

State   ________________ 
Zip   _______________
Phone   _________________

Are your child’s immunizations up to date?         _______   Yes
______   No

Child’s Birth History:

Did the child’s mother have a normal pregnancy?           _____   Yes
     _____  No

Briefly describe complications before, during or after child’s birth,  if any_____________
______________________________________________________________________
______________________________________________________________________
Medical History Past & Present:

Past Surgeries   _____________________________________________________________
Hospitalizations (dates and reasons)  ____________________________________________
__________________________________________________________________________
Disabilities/Deformities/Congenital Diseases  ______________________________________
__________________________________________________________________________
Neurological/Orthopaedic Conditions ____________________________________________

Medications or dietary supplements  _____________________________________________
Current Weight   _____________________

Height   _______________________

Please indicate if your child has any of the following:

(  Heart  Murmur
(  Congenital Heart Abnormality     (   Headaches       (  Seizure disorder
(  Head Injury
           (  Ear Tubes                (  Nosebleeds 
           (  Recurrent Ear Infections
(  Tonsillectomy          (  Adenoidectomy       (  Asthma

(  Bronchitis
(  Pneumonia

(  Environmental/Food Allergies     (  Eczema            (  Difficulty Breathing
(  High Fevers

(  Measles

(  Mumps

(  Chicken Pox
(  Reflux 
             (  Bedwetting
           (  Anemia
           (  Thyroid Problems

(  Kidney Stones
(  Hernia
           (  Constipation

(  Diarrhea
(  Scarlet Fever
(  Meningitis
           (  Sleeping problems    (  Vision problems
(  Bedwetting                (  Emotional Problems
 (  Skin Problems        (  Thumb/finger sucking
Comments:  _____________________________________________________________

_______________________________________________________________________
Is your child currently or recently under a physician’s care?      (  No   ( Yes

Explain _________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
Developmental History:  Please List Age Your Child …….
(  Sat Alone
    (  Crawled    (  Walked
(  Said First Words     (   Spoke 2 Words       
(  Spoke in short sentences   (  Toilet Trained
(  Fed with a spoon     (   Rode a Tricycle       
Speech/ Language/Hearing:  (Please check all that apply to your child)

Your child communicates using:
( body language
 (   Sounds
(   Words
(   Phrases
( Sentences
Does your child:
(   follow simple directions  (   understand what you are saying
 (  respond correctly to yes/no questions

(   repeat sounds, words, phrases over and over    ( Retrieve or point to common objects upon request

 Briefly Describe Your Child’s Behavior Patterns:
 ________________________________________________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________
Do you feel your child has a speech problem?

 (  No   ( Yes

Describe  _________________________________________________________________________________
_________________________________________________________________________________________
Do you feel your child has a hearing problem

 (  No   ( Yes 
Describe  _________________________________________________________________________________
_________________________________________________________________________________________
Has your child received any other therapies in the past?

                   (  No   ( Yes

If Yes, please state when and for what length of time _______________________________________________
_________________________________________________________________________________________
__________________________________________________________________________

I acknowledge, to the best of my knowledge, that the above information is accurate:
________________________________
    ________________
__________________
    Signature
Of Parent/Guardian

    Date                                Relationship to patient
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