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MEDICAL HISTORY

] CHECK every condition that you have ever had.

EYES
L] Failing vision Text
L] Double or blurred vision
] Squinting/'crossed” eyes/
Asymmetric gaze
] Eye pain
[_IEye infections
[]Lose place when reading
[_IPoor reading comprehension
[_]Eyestrain or fatigue from reading
[IHeadache from reading
[IGlasses or contacts
[ IMonovision/Progressive lenses
ENT
[ Decreased hearing
Loud voice
L] Snoring/Mouth breathing
LJ Ringing/Buzzing in ears
L] Ear infections
] Allergies/Hay fever/Runny nose
[Isinus problems
[INose bleeds
|:|Frequent sore throats
[IProlonged hoarseness
[[1Speech problems
CARD-PULM
Asthma
Emphysema
Chronic cough
Bronchitis
[_IPneumonia
[ Tuberculosis
[Ishortness of breath on exertion
[_1Shortness of breath on lying flat
[IChest pains
[CHeart murmurs
[CIPalpitations
[Iswollen ankles
|:|Fainting spells
Leg pain when walking
[IVaricose veins/Phlebitis
e]]
[Eating disorder
[IRecent loss of appetite
[IDifficulty swallowing
[IHeartburn
[Persistent nausea/vomiting
[uicers
[CIChronic abdominal pain
[CJRecent change in bowel habits
[CIpiarrhea

[CIConstipation
[(Black or tarry stools

[¥] CIRCLE conditions curren@

[IRed blood in stools

[CJHemorrhoids

[CJpiverticulosis

[]Gall bladder trouble

[CJvaundice/Hepatitis

[CHernia

ENDO

[ chronic fatigue
Recent weight loss
Excessive weight gain

DThyroid disease
Cancer

[[IDiabetes

NEUROQ

DConvuIsions/Seizure

[_IStroke

DTremors

[IMuscle weakness

DNumbnessfﬁngling sensation

DFrequent headaches

Clelumsiness

MS
[ Doint pain
ElScoIiosis/Kyphosis
[ Arthritis
Cleout
[old or numb feet
[involved in contact sports
DERM
[JRashes
[Psoriasis
[1Eczema
[IHives
[Junusual moles
PSYCH/EMOTIONAL
Difficulty Sleeping
Nightmares
Nervousness/Anxiety
Stress
Depression
Memory loss
] Moodiness
[]Phobias
[_INail biting/thumb sucking
[1Bad temper/breath holding/
Ddealousy
ILLNESSES
[J Mumps
[J Measles
[] German measles
[] Chicken pox
[] Polio

[ Scarlet fever

‘---———--__..

- -
(.[..Zl_.WE!TE the age of onset. 7 y/o

[_IRheumatic fever

(It

[CIMeningitis
HABITS

[]Alcoholism

CJAICONOL ..ot
[CCigarette ................... packs/day
[CICoffeelTea................... cups/day
HEME

[CJAnemia

[IMalaria

[IBruise easily/Bleeding
[CIMononucleosis

[Cunexplained lumps
[JFever/Chills/Excessive sweating

GU

[1Bed wetting

[IBladder infections

] Kidney infection

[IPain on urination

[1Poor control of urination

[CIDecreased force of urination

[CIBlood in urine

[CIKidney stones

[CIpischarge from penis or vagina
[]Sexually transmitted disease
FEMALE ONLY:
Number of pregnancies.............ccuouvrecnane
Number of live births.........cccoeveeeveeenrnnnen.
Number of miscarriages .........cceceeiesrerncnns
Method of birth control.........c.ccccoenennne.
Age of onset of menses.......ccccccevencirverinne
Flow[ _JLight [ IModerate [ JHeavy

[Period Not Regular

[ ILength of FIOW .......ovvveeeveeeeeeeeeeeer.

[ILength of CyCle.....ccvereereeceee e,
[CJPain/leeding with intercourse

[IPMS (medium to severe)

STRESS
Check any of the following that occurred
in your family the past year:

[CIMarriage[ |Births [ Serious illness
[IDivorce []Deaths[ JSeparation
[1Job loss [ JMove [ Other................
DENTAL

[]orthodontic treatment

[1Dental extractions

[Icrowns

[IRoot canal work

[IFillings

[ IBridgework

[ IRetainer/Night guard

[_]Gum problems



[]Grind teeth
TRAUMA
List all following with age of occurence

PEDIATRIC Pediatric section for patients under 18 years old only.

PREGNANCY (Mother) APGARs: 1 min............... 5Emin..ccvicnneen.
Mothers age when pregnant..................... [IHead asymmetrical/uneven at birth
What number pregnancy was this? ........... [ unusual cry at birth

Number of abortions/Miscarriages?........... NUTRITION

Number of live births?.............ccovvreevrnnnns Breast

[]Unplanned pregnancy FOMMUIA ...cevveveereiierieeiricienis s serseneens
[_JComplications L0 (1= RO
in vitro :IDid NOT nurse immediately after birth
[Artificial Insemination [ Difficulty nursing

[JAmniocentesis INFANT

Number of ultrasounds

[ Trauma during the pregnancy
linesses during pregnancy
LABOR
[ False labor
How long was active labor
L1 pifficult labor
Pitocin
Pain medication
Epidural or spinal anesthesia
DELIVERY
When was the baby born relative to the

(o TN o =1 U

Baby's position
[]C-section
[CJForceps
[CJEpisiotomy
[CJVacuum extraction
[CJCord wrapped around the neck
[ |Difficulttraumatic delivery

[Ispiting up
[IRigidly arches backwards
[IMuscle tone feel loose or floppy
[ IMuscle tone feel too tight or rigid
[ITorticollis (head and neck side-bent)
[lcolic
DAge of first illness
Helmet use for uneven head
BABY
Age first sleep through night
[Jused a walker or any similar device
[ ]Used a swing
[1Growth and development problems
What age did your child:
Situp
Crawl

SENSITIVITIES
[]Easily startled?
[]Food sensitivities
[C]Picky eater
O Difficulty wearing certain clothing
OTOR SKILLS

SCHOOL
[IPoor grades in school?
[ IHomework difficult
[IPoor concentration/short attention span
[IDoesn't get along with classmates
EXPOSURE/HABITS
[IPossible lead exposure
(old home/plumbing/peeling paint)
[]Smokers in household
[JTV = hours per day
[CJComputers — hours per day
[CIvideo games — hours per day
[ISuck finger/thumb/lip/pacifier
[CINail biting

Your relationship to child ..........cococviennee.
Location of birth ....c.ceceviccecie e,
Is the child yours by:

[IBirth [CJAdoption  [IMarriage
L0 (3 =T OSSR
Are both biolegical parents raising the
child [Yes [INo
Parents: [ Junmarried []Married

[Iseparated [ ]Divorced
Who lives in the home?

Father’s professions
Mother’s professions
Is your child:
[liritable  []Aggressive []Shy
SIBLINGS
List all siblings

Meconium staining CIUMSINGSS s ses e neneen
NEWBORN [_IDifficulty drawing a straight line, Gircle, ... oo
What was the birth weight ........................ square, complex figure (age appropriate)  .............coeiieoneeeeeeeeeneseeeeeseenns

OTHER MEDICAL TREATMENT: List all Physicians from whom you are currently receiving treatment along with the condition(s).
PHysican NAME ILLness(Es) TREATMENT PROGRAM



FAMILY HISTORY Please look down the list of diseases and check any listed family member that applies.

Relative
Medical Condition

M

o

m

Dad Sister Brother Mom's Mom's

Mom Dad

"

Dad's
Mom

Dad's Dad

Mom'’s
Sister

Mom’s
Brother

Dad's
Sister

Dad's
Brother

Alcoholism

[ O

O O

O O

Anemia

Asthma

Autolmmune Disorder

Bleeding Problem

Cancer

Congenital Anomaly/Birth defect

Heart Disease

Depression

Diabetes

Eczema

Psoriasis

Food allergy

Genetic disorder

Hay Fever

Hearing disorder

Kidney disease

High Cholesterol

High blood pressure

Immune disorder

Mental retardation/Learning
disorder

] (e} {m]{m] ] ) ]

Scoliosis/Kyphosis

Stroke

Substance abuse

Thryroid dusorder

Tobacco use

Tuberculosis

Death before age 56

Other

Other
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IMMUNIZATIONS Please list any type of immunization reaction or adverse effect.
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Immunization

Describe reaction including severity, length of time, and age.

DPT

Tetanus booster

Polio

MMR

Hib

Varicella

Prevnar

Hepatitis A

Hepatitis B

Other
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