Health History Form
Child’s Name: ________________________________________________________ Date of Birth: ______/______/______
Preferred Name: ____________________________________________Age: _____________ Gender: _________________
[image: Village Pediatrics at Vickery]
Your Name: ____________________________________________ Relationship to Child: __________________________

[image: ]

Birth History
Birth Hospital:_______________________________________________ City/State: _______________________________
Is the child yours by: Birth  Adoption  Stepchild  Foster  Other __________________________________________________
Length of Pregnancy: ____________ weeks    Pregnancy Complications: ________________________________________
Type of Delivery:  Vaginal  C-Section If C-Section, reason for C-Section: ______________________________________________
Birth Complications:  No  Yes If yes, what kind: ____________________________________________________________________
Time Spent in NICU  No  Yes If yes, how long: _____________________________________________________________________
Birth Weight: ________________________ Birth Length: ___________________________
Any Birth Defects or Diagnoses (ex: Down Syndrome, Murmurs, Extra Digits etc):  No  Yes If Yes, please explain below:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________

Developmental History
Does your child have (or had) any developmental delays:  No  Yes If Yes, please explain below:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does your child have any developmental/learning diagnoses (ex: Autism, Dyslexia, SPD etc)  No  Yes If Yes, please explain below:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Social History
Who lives in the home with the child:
                                    Name                                                          Age				Relationship to Child
______________________________________________     ___________     _________________________________________________
______________________________________________     ___________     _________________________________________________
______________________________________________     ___________     _________________________________________________
______________________________________________     ___________     _________________________________________________
Is your child exposed to any second-hand smoke in the house?  No  Yes
Does your child attend a daycare or school?  No  Yes If Yes, name of school: _____________________________________________
Grade (if applicable): _________________________ Any concerns at school: ________________________________________________
Allergies
Does your child have any allergies?  No  Yes If Yes, please list below:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medications
Does your child take any medications?  No  Yes If Yes, please list below:
                                        Name                                                       	        Indication/Reason for Medication
______________________________________________     ______________________________________________________________
______________________________________________     ______________________________________________________________
______________________________________________     ______________________________________________________________
Past Medical History
Has your child been diagnosed with any medical conditions?  No  Yes If Yes, please list below:
                                                                               Diagnosis                                                       	                        Age at Diagnosis
___________________________________________________________________________________        _______________________     
___________________________________________________________________________________        _______________________     
___________________________________________________________________________________        _______________________ Past Surgical History
Has your child ever had surgery?  No  Yes If Yes, please list below:
                                     Type of Surgery                                 Age at Surgery 	                    Complications (if any)
______________________________________________     ___________     _________________________________________________
______________________________________________     ___________     _________________________________________________
______________________________________________     ___________     _________________________________________________
Partners in Care
Does your child see any other specialists or therapists regularly?  No  Yes If Yes, please list below: 
                         Name of Provider                                          Name of Group                                               Reason for Care 
______________________________________     ___________________________     _________________________________________
______________________________________     ___________________________     _________________________________________
______________________________________     ___________________________     _________________________________________
Do we have your permission to communicate directly with those partners listed below to provide comprehensive care for your child?
 No  Yes If No, please explain:___________________________________________________________________________________
Family Medical History
Are there any significant medical diagnoses in your child’s family(parents/sibling/grandparents)?  No  Yes 
If Yes, please list below: 
                         Diagnosis                                                      Age at Onset                                                Relationship to Child 
______________________________________     ___________________________     _________________________________________
______________________________________     ___________________________     _________________________________________
______________________________________     ___________________________     _________________________________________

Name of Person Completing Form: __________________________________________________________________________________
[bookmark: _GoBack]Signature of Person Completing Form: _______________________________________________________________________________Date: ________/_______/________
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