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Who in your family has/had (indicate Mother, Father, Sibling or Grandparent)
heart disease ______________________________________             birth defects 	
diabetes or thyroid disease___________________________              cancer (type) _________________________________________
kidney or bladder disease ____________________________              blood disease 	
mental retardation/Autism ___________________________              bone/joint disorders	
eye/ear disorder____________________________________              asthma/chronic bronchitis 	
allergies __________________________________________               cerebral palsy 	
tuberculosis _______________________________________               muscular weakness/poop control	
psychiatric condition________________________________                 rheumatic fever ______________________________________
sexually transmitted disease__________________________                other (please explain)___________________________________
_____________________________________________________________________________________________________________

CHILD HEALTH ASSESSMENT (Please circle all that apply to patient)
Wears bike helmet	wears knee/elbow pads	wears seat belt regularly	exercises regularly 
Has healthy eating habits	is sexually active	uses drugs/alcohol 	smokes/smokers in house
Lives in a house built in 1978 or earlier	is appropriately concerned for personal safety

SOCIAL HISTORY
Patient/Child lives with:
____Parents       ____Parents and siblings    ___Mother only     ___Father only      ___other (__________________)
Child attends:_____ Day Care       ____School         Any pets in the home? (type)___________________________________

When was your last :
Tetanus shot___________             flu shot______________________   TB test__________________
Chest x-ray_____________           pneumonia shot_______________    hepatitis vaccine__________

Anything else? __________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

PARENT/GUARDIAN SIGNATURE:________________________________ DATE:_______________________________________
PHYSICIAN NOTES:________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
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