
o hepatitis

o infectious mono.

o frequent strep throats

o tuberculosis

______________________ Approx. date: _

Past History of Child

Patients Name _

1. Was this child carried a full nine months? . Ifnot,'

describe _

2. Was mother on any medication during pregnancy? . If so,

describe _

3. Was delivery vaginal or Ceaserean section? _

Any complications? . _

4. Birth weight Jaundice __ ~ _

5. Were there any problems with feeding during infancy? _

Describe _

6. Check any illnesses this child has had.

o chicken pox

o pneumonia

o frequent ear infections

o urinary tract infections

Other: Describe _

7. Hospitalizations:

Age:

Illness:

Hospital 8. Any fractures?

_____.. ___.._ Describe

Ever taken any poisonous substances? Describe _

Ever been knocked out or blacked out? Describe _

9. Allergies: Medications? _

Substances? _

10. List any meclications child is currently taking: _

List any medications taken within past month and why: _




