wh Group Health

e General Medical History Form: PEDIATRIC - Newborn through age 17
Please complete all sections that are APPROPRIATE FOR the current AGE of your child.

Name: Date: GHCH#:

Address: City: State: Zip Code:
Hm Ph: () DOB: Attends Daycare: ONo OYes: Name:

Child Lives With: OMother OFather [OStep Parent/Family OOther: OSiblings-ages:

Name of Parent/guardian(s): Home:( ) Work:( )

Name of Parent/guardian(s): Home:( ) Work:( )
Emergency Contact 1: Relation: Home:( ) Work:( )
Emergency Contact 2: Relation: Home:( ) Work:( )

Ethnic Group: OAfrican American COJAmerican Indian/Eskimo OAsian/Pacific Islander OCaucasian OHispanic/Latino OOMulti-Racial

Language Preference: Cultural Needs and Preferences:

Child’s Allergies (include date noted if known): Health concerns to be addressed at
appointment:

Child’s Medications (include dose if known):

Child’s Tobacco Use Status: OCurrent OFormer ONever

Does anyone in the household use tobacco? [OYes [ONo Comments:

OCigarette packs/day: #Years: Quit Date: Other types: OPipe OSnuff OCigar OChew
Child’s Alcohol use: ONo OYes oz/week: Comment:

Child’s Drug Use: OONo OYes times per week: OIV use Comment:

Girls: Age of first menstrual period: Date of last menstrual period:

Child’s Sexual Activity: Sexually Active: OONot Currently OYes [ONo Partners: OMale OFemale

Contraception Method: OCondom OPill ODiaphragm OIUD OSurgical OSpermicide Olmplant
ORhythm Olnjection OSponge Olnsert OAbstinence OOther:

Child’s Activities of Daily Living/Misc: OOCheck here if there has been no change in this area since form last completed

Blood Transfusion: .................. ONo OYes Weight Concern: ........... ONo OYes Caffeine Concern:
................... ONo OYes Follows Special Diet: .... ONo OYes Occupational Exposure: .......... ONo
OYes Practices Back Care: .... ONo OYes Hobby Hazards: ...................... ONo OYes Exercises
regularly: ...... CONo OYes Sleep Concern: ........ccoevevvvvvnns OONo OYes Wears Helmet on Bike: . CONo
OYes Stress Concern: ......ccccceeeeeeneee ONo OYes Wears Seat Belt: .......... ONo OYes

Child’s Immunization Dates: CCheck here if there has been no change in this area since form last completed

DPT/DTaP: Chicken Pox (or date of illness) Hib:
Tetanus Booster: Polio:
Influenza:
MMR: Pneumovax
Hepatitis B: Hepatitis A Prevnar:
Other:

OVER PLEASE NURO03-002-04(4/08) The use of this form is documented in CL.REC.ADM.041. (08/18)




OCheck here if there has been no change on this page since form was last completed

Child’s Long-Term/Chronic Medical Concerns

Child’s Surgery History

lliness

Date of Diagnosis

Surgical Procedure

Date of Surgery

Circle One:
Child M F
Child M F
Child M F

Spouse/Other M F

Is the child adopted? [JYes [ No Family history unknown [ Yes
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Mother
Father
Sister
Brother
Daughter
Son
MAunt
MUncle
PAunt
PUncle
MGMo
MGFa
PGMo
PGFa
Other
If Other, specify
Family History Alive Name Age at Cause of Death Child’s Birth History
' Death (if deceased) Birth Length
(if deceased) Birth Weight
Mother . .
Birth Head Circumference
Father ‘ .
Circle One: Discharge Weight
Sibling ™M F Gestational Age
Sibling M F Cesarean Section dyes [ no
Sibling M F Apgars:
Sibling M F 1 minute
Maternal Grandmother 5 minutes
Maternal Grandfather .10 mlnutes.
Paternal Grandmother Prlmag N°I"(‘"Shme"t
unknown
Paternal Grandfather
O bottle-fed

O breast-fed Comments:




