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Your medical Jiqme. 

Personal Health History Form- Pediatric 

Name _______ ....,... ___________ _ DOB___} __ �! ___ _ 

Who was your previous Primary Care Provider/Health Clinic? ________________________ _ 
Address / Phone / Fax Number _______ ------'---------------------

Which pharmacy do you use? ___________________________________ _ 
Current Medication (Including over-the-counter and vitamins/suoolements): 
Medication Dose Times daily Medication Dose Times daily 

Allergies {Medicptions, Food, Environmental}: 

Allergy: ___________________ Type of reaction: _____________ _ 
Allergy: Type of reaction: _________ �----
Allergy: Type of reaction: _____________ _ 
Allergy: Type of reaction: _____________ _ 
□ No Known Medication Allergies □No Known Other Allergies

Past Medical History: Have you ever been diagnosed with any of the following? 

Cardiovascular 

□Heart Defect. ____________ _
□Heart Murmur ___________ _
□Other_. _____________ _
Genitourinary 

□Frequent UTl's __________ _
D lncontinence/Bedwettine

.,_ __ �----­
Dermatologic 
□Acne ___ ��----------
□Abnormal/Precancerous Moles ______ _
□Eczema
□Other ______________ _
Respiratory

□Chronic Cough. ___________ _
□Asthma ______________ _
□Seasonal Allergies __________ _
□Other: ______________ _
Endocrine 

□ Diabetes: Type 1/Type 2. ________ _
□Other ______________ _
ENT 
□ Recurrent Ear Infections ________ _
□Recurrent Strep

Gastrointestinal 
□GERD/Reflux ___________ _
□Hernia _____________ --
□ Irritable Bowel ___________ _
□Crohn's/Ulcerative Colitis _______ _
□Other _____________ _
Psychological 
□Anxiety/Panic Diso·rder ________ _
□Mood Disorder {Bipolar/Depression ) ___ �
□ADD/ADHD ___________ _
□Other ______________ _
Neurological/Musculoskeletal 

□Concussion ____________ _
□Headaches/Migraines _________ _
□Passing out/Syncope _________ _
□Other _____________ _
Female Patients 
□Last Menstrual Period ________ _
□Have you had an abnormal Pap Smear: Yes or No
□Heavy or Long Periods ________ _
□Using Birth Control ___________ _

Previous Surgeries (please list date) D No Previous Surgeries 

Previous Hospitalization (please list date) □No Previous Hospitalizations

Social History 

School _____________ _ Current Grade Level ___________ _ 
Extracurricular Activities ___________________________ _ 



Yes No Yes No
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