
CHILD HEALTH HISTORY 

To help us meet your healthcare needs, please fill out this form completely in ink. This is a confidential record of your 

child's health history. 

Today's date: 

Child's name: (Last, First, M.1.): Date of birth: 

Ethnicity ( optional): Gender ( optional): 

Parents' names (Last, First M.I.): Phone: 

Phone: 

What is your goal for your child's visit? (If well child exam, please state): 

Are there any specific conditions that you are concerned about? 

What have you, the parent, already done to help your child be healthier? 

Name of primary care doctor: 

Serious illness, trauma, surgery or hospitalization that your child has experienced: 

Food allergies/ intolerances and reactions they cause: 

Drug allergies/ reactions: 

Environmental allergies: 

FAMILY BACKGROUND: 

Who does your child live with? Are parents divorced? 

If so, what type of arrangements (visitation, etc.) have been made? 

BIRTH IDSTORY: 

1. Did mother receive prenatal care? Take prenatal vitamins? 

2. State of mother's health during pregnancy

3. Did mother smoke cigarettes? Consume alcohol? Any drug use? 

4. What type of birth?

5. Carried to term?

6. Birth weight? Birth length? 

7. Any complications of labor or delivery?

How long was labor? 

If no, how premature? 

Apgar scores 

HEALTH IDSTORY: How often does your child experience: 

Colds/runny nose Sore throats 

Coughs Constipation 

Diaper rash Other rashes 

Others 

Has your child been immunized? DTaP 

PCV 

Polio 

Chickenpox 

Diarrhea 

Headaches 

Eczema 

HIB HepB 

Rota 

What medications has your child been on? (Include details: How often, how long) 

Age: 

Earaches 

Tummy aches 

Trouble sleeping 

MMR 
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