ACEA

PEDIATRIC HISTORY FORM - CONFIDENTIAL
Patient’s Name Date
Age (yr & months) Sex M/F Patient’s Height Patient’s Weight
Father’s Name Mother’s Name
Patient’s Primary Physician Send letters: Y /N

Referring Physician (if different than above)

What is the reason you are being seen in clinic today?

If you are being seen due to injury please describe how and where injury happened?

Body Part(s) affected Right Left Both
Date of Onset: /I Other MDs involved:

The problem is BETTER / WORSE / SAME since you first noticed it. (please circle one)
Please explain all YES answers.

There is a family history of the problem No Yes
There is pain associated with the problem. No Yes
There is a history of trauma / accidents involving

the painful area. No Yes
There is a history of broken bones or fractures. No Yes
This problem has been previously treated. No Yes

Medical History
Major Ilinesses / Hospitalizations / Treatments Treating Doctor / Facility

Surgery or Other Procedures Treating Doctor / Facility

Current Medications (please list each medication and dosage)

Allergies (please include the medication and the reaction you experienced with each)

Please list all doctors patient is currently treated by and for what condition:

Please complete second page



Family / Birth / Development History
Dependent lives with:

_____ Father & Mother ____ Mother — Remarried Nearest Relative, other than Parents:
__ Mother Only ____ Father - Remarried
Father Only __ Legal Guardian City / State:
____ Grandparents ____ Other: Relationship:
Patient was born at hospital.
Early Late (By how many weeks? ) Full Term Circle one
Birth weight Birth length Days in hospital after delivery
Delivery position: Breech Head First Vaginal delivery C-section

List any problems before, after, or during the delivery:

Mother of Patient: Number of pregnancies Number of children
Does the patient have: Brothers? Ages? , , ,

Sisters? Ages? , , ,
Child sat up at months Child crawled at months Child walked at months
Child spoke at months  Child can walk up stairs: Y/N  Child can hop: Y/N Child can skip: Y/N
Member of Family Alive / Deceased Age Health status or cause of death

Grandmother (maternal)

Grandfather (maternal)

Grandmother (paternal)

Grandfather (paternal)

Mother

Father

Sister / Brother

Sister / Brother

Sister / Brother

Review of Systems
Mark all systems or disease that your child has had or is having problems with:

Circle Explain all Yes responses

Eyes No Yes

Ears, Nose, Throat No Yes

Lungs, Breathing No Yes
Digestion No Yes

Bowels No Yes

Bladder No Yes
Diabetes No Yes

High blood pressure No Yes
Bleeding problems No Yes

Balance problems No Yes
Numbness / Tingling No Yes
Blackout / Fainting No Yes
Psychological No Yes

HIV / AIDS No Yes

Cancer No Yes
Arthritis No Yes

Polio No Yes

B No Yes
Epilepsy No Yes
Hepatitis (B or C) No Yes
Currently Pregnant No Yes

Who completed this form? _ Parent __ Guardian ___ Other:
Signature: Date:

Physician has reviewed both pages of this form:
Date:
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