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Decerina Uy, M.D., FAAP

“Pediatrics and Adolescents




INITIAL HISTORY QUESTIONNAIRE

Patient Name: _______________________________________   Sex:  Male   Female      DOB: _____/_____/_____  

Form Completed By: __________________________________   Relationship: _______________  Date: __________
Family Information Check all that apply.
Are mother and father:   married    separated/divorced    other?

If separated/divorced, what is the patient’s custody status? _____________________________________________________

If one or both parents are not living in the home, how often does the child see that parent(s)? ______________________________

_____________________________________________________

Are there siblings living away from home?    Yes   No  

If yes, give name, age, and where they live: _____________________________________________________

_____________________________________________________
Family History  Check all that apply. Specify affected family/household member & *note if it is maternal or paternal side.

(M-Mother, F-Father, S-Sibling, *GM-Grandmother, *GF-Grandfather, *A-Aunt, *U-Uncle)

 Problems similar to patient  _______________________
 Birth defects ___________________________________
 Allergies / Asthma / Eczema ______________________
 Deafness / ENT problems ________________________
 Eye problems  _________________________________
 Mental illness / Mental retardation  _________________
 Learning problems / ADHD  _______________________
 Abuse / Alcohol / Drug / Smoking  __________________
 Cancer  _______________________________________
 Stroke / Heart attack / Sudden death _______________
 Hypertension / High Cholesterol ___________________
 Thyroid problems / Diabetes / Obesity ______________
 Seizures / Migraine headaches ____________________
 Anemia / Bleeding disorders ______________________
 Stomach / GI __________________________________
 Infectious disease (Ex. TB) _______________________
 Other: ________________________________________

_______________________________________________

Pre Natal History Check all that apply.
Complications: 
 Gestational Diabetes    Preeclampsia    Accident    Surgery

Exposure to: 
 Drugs / Prescription medications    Alcohol    Tobacco   Illness / Infection  
Birth History Check all that apply.
Was labor:   Complicated    Difficult    Prolonged  Explain: __________________________________________________

Was baby born at:   Term   Early    Late   
   Baby was delivered by:  Vaginal  C-section  Forceps

Apgar: ______________________  
Birth weight: _________________  
Discharge weight: ______________________

Mom blood type: A / B / O / + / -
Patient blood type: A / B / O / + / -
Coombs: + / -

Post Natal History Check all that apply.
Feedings:
 Breast  Formula Type: _______________________

Problems: 
 Slow weight gain   Bloody stools   Jaundice   Multiple formula changes   Recurring diarrhea / vomiting


 Other: ___________________________________________________________________________________

Past Medical History/Review of systems Check all that apply.
Allergies:   None   Medicine __________________    Environmental __________________    Food _________________

Immunizations:   Up to date     Not available to review      Adverse reactions      Refuse immunizations
Past Medical History/Review of systems (cont.) Check/circle all that apply & explain.
Does your child have or ever had: 
 a serious medical problem? _______________________________________________________________________
 been hospitalized or had surgery? __________________________________________________________________
 had a serious injury of accident? ___________________________________________________________________
 disabilities? ___________________________________________________________________________________
 chickenpox (Date: _________) or any other infectious disease? __________________________________________


 Pulmonary problems: allergies, asthma, bronchitis, respiratory infections ___________________________________


 ENT problems: repeated ear infections, tubes, difficulty with hearing _______________________________________


 Eye problems: problems with eyes or vision __________________________________________________________


 Cardiovascular problems: heart problems or a heart murmur _____________________________________________


 Hematologic problems: anemia, bleeding problems, or blood transfusion ___________________________________


 GI problems: abdominal pain, constipation, recurrent vomiting, diarrhea, bloody stools ________________________


 GU problems: bladder or kidney infections, bed-wetting after 5 yrs


 Gynecological problems: ________________________________ (if female, start of menstrual cycle: ____________ ) 


 Neurological problems: concussions, seizures ________________________________________________________


 Skin problems: acne, eczema, etc. _________________________________________________________________


 Endocrinology problems: diabetes, thyroid, etc. _______________________________________________________


 Other: _______________________________________________________________________________________

Current Medications:   Multivitamins     Prescription Medications ______________________________________________

___________________________________________________________________________________________________

Developmental History Check all that apply & explain.
Are you concerned about your child’s…
 Physical or sexual development? ________________________________________________________________
 Mental or emotional development? _______________________________________________________________
 Behavioral development? (sleep / eating / toileting / social) ____________________________________________
 Cognitive or learning development? ______________________________________________________________

Is your child:   in school    home-schooled
If your child is in school:
How is his/her behavior in school? _________________________________________________________________

Has he/she failed or repeated a grade in school? ______________________________________________________

How is he/she doing in academic subjects? __________________________________________________________

Is he/she in special or resources classes, or receiving tutoring? __________________________________________

Social History Check/Cirlce all that apply & explain.
 Smoke exposure ______________    Gun exposure ____________    Pets ____________    Violence _____________   
 Sports ______________    Media exposure (social media, TV, handheld/video games, computer) ___________________
Provider Comments
___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________History Reviewed by ___________________________________
List all family members living in patient’s home.


Name               Relation      DOB         Health Problems


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________











