Form 06003: New Patient Registration and Medical Health History Questionnaire


NAME: _____________________________________________________ AGE: ________ DATE: _______________

PHYSICIANS you have seen in the past: 



Child’s Birth History:(to be completed for patients one year of age or less, if long-term medical problems are present)

How long was your pregnancy? _____ (weeks)   Baby’s weight at birth? ____ lb____oz____    length____ inches___

How was the baby born?_____Nayural/Vaginal  ____C-Section   If C-Section, reason: __________________________

Name of hospital where baby was born:________________________________ Condition at birth?________________

During your pregnancy did you:

Have German measles?                                           Yes____        No____
Have high blood pressure?                                      Yes____       No____

Have protein in your urine?                                    Yes____       No____
Have sugar in your urine?                                        Yes____       No____
Have a urinary tract infection?                                Yes____      No____
Frequently smoke?                                                    Yes____      No____
Have a sexually transmitted disease?                    Yes____      No____
Use drugs?                                                                   Yes____      No____
Take prescription drugs?                                           Yes____     No____
Drink alcohol?                                                             Yes____      No____
Have any other problems during pregnancy?       Yes____      No____
If yes to any of the above please explain:

List all CURRENT MEDICATIONS: 


ALLERGIES: 

SENSITIVITIES: 











TAPE/LATEX allergy?      Yes_____ No____

List SURGERIES/HOSPITALIZATIONS:





IMMUNIZATIONS: Up to date____   Delayed/not given____
Has your child ever had (circle): 
                      birth defects                  delayed development/growth                                             attention problems

depression                           aggression
                      vision 
          sinus problems                       hay fever                                allergies 
caner                                    frequent nosebleeds     cough                              asthma                                     seizures                                 heart problems

eating problems                  diarrhea                          weight problems          headaches                               hepatitis                                teeth/gum problems

bruise/bleed easily             skin problems                difficulty sleeping         constipation                            diabetes                                 kidney problems

anemia                                 bladder problems          bedwetting                   frequent infections                 mono 

joint/muscle problems      broken bones                 thyroid problems         pain (where______________________________)

Other:_________________________________________________________________________________________________________
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