
Step by Step Pediatrics

Please list all those living in the child's home.

Birth weight

Was the baby born at ternr? Early?_Late?
lf early, how many weeks' gestati on?

Did mother have any illness or problem with her pregna ncy?
_Yes _No Explain

During pregnancy, did mother
Smoke _Yes _ No Drink Alcohol

Are there siblings not listed? rf so, prease rist their names and
ages and where they
live.

lf mother and father are not living together or if child does nor
live with parents, what is the chiE's iustody status?

Was the delivery _ Vaginal? _Cesarean?lf cesarean, why? _
Did your baby have

Yes _ No
any problems right after birth?

Explain

Was initial feeding Breast? Bottte?

Did your baby go home with mother from the hospitat?
_ Yes _ No yes _ _ No ExplainYes No Yes

lf one or both parenrs are not riving in the home, how often does
he/she see the parenuparents notln the home?

Use drugs or medications yes NoWhat \,Aftren 

-

NAME

rttmmn-.-

Do you consider your child to be in good health?

Does your child have any serious illness or medical condition?

Has your child had serious injuries or accidenls?

Has your child had any surgery?

Has your child ever been hospitalized?

ls your child allergic to any medicine or drugs?

Yes

_ yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

Explain

Explain

Explain

Explain

Explain

Explain

Are you concemed about your child's physicar development?

Are you concerned about your child's rnental or emotional development?

Are you concemed about your child's attention span?

lf your child is ln school:

How is hisrher behavior in school?

Yes _ No

Yes _ No

Yes No

Explain

Explain

Explain

Has he/she hiled ar repeated a grade in school?

How is hdshe doing in academic subjects?

ls he/she in special or resource classes?



Have any famlly members had the lollowlng:

Deafness

Nasal allergies

Asthma

Tuberculosis

Heart disease (before 5O years old)

HQn bloott prossure (before 5O years old)

High cholesterol

Anemia

Bleedhg disorder

Livor disease

Kldnoy disease

Diabeles (before 50 Years old)

Bed-welting (afler 10 Years old)

Epilepsy or conwlsions

Alcohol abuse

Drug abuse

Mentel illness

Montal retaroatlon

lmmune problems. HlV. or AIDS

- 

Yes 

- 

No tayrro

__ Yes .- No \Atrro

Yos No Who

_ Yes -._..-.- No lAfio

Yes No Who

- 

Yes 

- 

No vvho

Yes No Who

Comments -----
Comments

Comments

Conrments

C.olnments

Commonls

Comrnents

Comments

Comrnents

Commenls

Commenls

Commcnts

Comrnenls

Cornrnenls

Comments

Conrnenls

Commonts

Cornmenls

Comrnenls

_ Yes

Yes

_ No \rltro

No Who

-- 
Yes -- No wlro

_ Yos _ No \nutro

- 

Yes _* No wtro

_ Yes _ No \&tro

- 

Yes 

- 

No vlfio

_ Yos _ No Wtto

_ Yes 

- 

No lgro

- 

Yes 

- 

No wtro

_ Yes _ No !\rho #

- 

Yes 

- 

No Vlfio

Addilionat lamilY hislory

Does your chlld h.ve. or has he/she ovor had:
Chickenpox

Frequent ear inlections

Problems wilh ears or hearing

Nasal allergies

Problems with eYes or vision

Asthrna. brmchitis, bronchiolitls, or pneurnonia

Any heart Problem or hearl mutTnur

Anemia or bleeding p'roblem

Blood translusion

Frequenl aMominal Pain

Cmstipation requiring doctor visits

Bladder or kidneY inlectjon

Bed-waltlng (after 5 Years old)

(For girls) Has shs slarled hor menslrual periods?

(For glrls) Are thera poblems with her periods?

Any chronic or recurrenl skln problerns (acne, eceerna, etc,)

Frequent headachos

Convulsions or other neurologlc problerns

Diabetes

Thyroid or other endocrine problem

Any other signi{icant Problem

Uso ol alcohol or drugs

Yes

Yes

Ves

Yes

Yos

Yes

- Yos

Yas

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

_ Yes

__ Yes

Yes

Yes
e

NO

No

No

NO

No

No

No

No

No

No

No

No

No

NO

No

No

No

No

No

No

No

No

When

When

Explain

Explain

Explaln

Explain

Explaln

Explain

Explaln

Explain

Explain

Explaln

Explaln

Explain

Explain

Explain

Explain

Explaln

ExPlain

Explain

Explain

Explain


