PATIENT QUESTIONNAIRE – CHILD
Today’s Date:   _______________________________

Name:   ______________________________________

DOB:   _________________
Age:   _____

Child is a    ⁭ new patient     ⁭ established patient-my regular physician is _______________________________​________________
If new, how did you hear about us?
⁭ Family/friend
⁭ Yellow pages
⁭ Internet
⁭Newspaper
⁭ Other

Drug Allergies: _______________________________________________________________________________________________

Please list any medications child is taking – prescription and over the counter:
_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

Reason for visit today: _________________________________________________________________________________________

Other concerns I want addressed today if time permits or at a future appointment:  __________________________________________

The following apply to today’s visit (mark all that apply):

⁭
need medication refills called in

⁭
need written refills to mail in

⁭
need an excuse from work/school

⁭
need a referral

⁭
need lab work done



⁭
have a form I need filled out

Medical History:

Birth weight: _______________________________
Birth Height: _____________________________________

Any prenatal problems or problems at birth?  If yes, please explain: _____________________________________________________

___________________________________________________________________________________________________________
Please check if any past history of:
⁭ Asthma
⁭ Allergies
⁭ Pneumonia
⁭ Anemia
⁭ Frequent ear infections
⁭ Urinary tract infection
Other medical problems not listed above: ___________________________________________________________________________

____________________________________________________________________________________________________________

Please list any surgical procedures you have had: _____________________________________________________________________

_____________________________________________________________________________________________________________

Please list any hospitalizations you have had with date and reason for hospitalization: ________________________________________

_____________________________________________________________________________________________________________

Is child up to date on immunizations?   Y   N    If no, explain: ___________________________________________________________
Family Medical History:
(Indicate who has problem:  P-Parent   GM-Grandmother   GF-Grandfather   B-Brother   S-Sister)

Allergies


__________
Heart disease/Stroke   __________
Seizures


__________
Arthritis


__________
High blood pressure   __________
Vision/Hearing Problems
__________
Blood disorder/Sickle cell
__________
Kidney/Liver disease  __________
Ulcers/Colitis

__________

Cancer


__________
Lung disease
    __________
Urinary/Bowel problems
__________

Diabetes


__________
Mental illness
    __________
Other


__________

Drug/alcohol abuse

__________
Obesity

    __________
(CONTINUED ON BACK)
Development

Do you have any concerns related to your child’s development? (speech, mental or physical)?   Y   N

If yes, please explain: ___________________________________________________________________________________

Has your child ever been diagnosed with developmental or speech problem?  Y   N  If yes, please explain:  _______________
_____________________________________________________________________________________________________

Any discipline problems at school or home?  Y  N  If yes, please explain:  _________________________________________

_____________________________________________________________________________________________________

Grade in school:  __________________   Average grades:  __________________  Does child miss school frequently?  Y   N

If yes, please explain:  __________________________________________________________________________________

Average hours of sleep ______________________   Any problems with sleep?  Y   N   Please explain: _________________

Social History

Who does child live with? _______________________________________________________________________________

Does anyone in home smoke?  Y    N   If yes, is it:   ⁭ outside only
⁭  both inside and outside

Is child in daycare?  Y   N   If yes, name:  __________________________________________________________________

Does child get any exercise?  Y   N   If yes, type: ____________________________________________________________
Is there a gun in the home?  Y   N   If yes, does it have a lock?   Y   N

Nutrition

Receiving Vitamin Supplement:  ⁭  Yes    ⁭  No

Enrolled in WIC:   ⁭  Yes    ⁭   No

Infants:  Breast or Bottle feeding? _____________
# of times breast feeding per 24 hours _____________________

If formula, what kind and how many ounces per day?  ________________________________________________________

Number of stools per 24 hours:  ______________

Number of wet diapers per 24 hours: ______________________

Children/Toddlers:  Number of servings of each:

Dairy (milk & milk products): ______​​​_____    Vegetables: ___________  Fruit: ___________  Bread/Cereals: ___________

Meats/Beans/Eggs:  ___________   Fats/Sweets/Sugars: ____________  Fluid intake (water, soda, juice, etc.) ___________

Any special diet or any dietary concerns: __________________________________________________________________

Vision/Dental/Hearing:
Date of last eye exam: _______________________

Date of last hearing screen: _____________________

Date of last dental exam: _____________________

Number of times teeth are brushed per day: ________

Blood Lead Screening:
1.  Does your child live in or visit a house or apartment built before 1960? (this could include a 
⁭ Yes
⁭ No


day care center, preschool, the home of a baby sitter or relative, etc).

2.  Does your child live in or regularly visit a house or apartment built before 1960 with

⁭ Yes
⁭ No


previous, ongoing, or planned renovation or remodeling?
3.  Does your child have a family member with an elevated blood lead level?


⁭ Yes
⁭ No

4.  Does your child interact with an adult whose job or hobby involves exposure to lead?

⁭ Yes
⁭ No


(Furniture refinishing, making stained glass, electronics, soldering, automotive repair,


making fishing weights and lures, reloading shotgun shells and bullets, firing guns at


shooting range, doing home repairs and remodeling, painting/stripping paint, 


antique/imported toys, and making pottery).

5.  Does your child live near a lead smelter, battery plant, or other lead industry?

⁭ Yes
⁭ No


(Ammunition/explosives, auto repair/auto body, cable/wire striping, splicing or


production, ceramics, firing range, leaded glass factory, industrial machinery 

equipment, jewelry manufacturer or repair, lead mine, paint/pigment manufacturer,


plumbing, radiator repair, salvage metal or batteries, steel metalwork, or molten 


metal (foundry work).

6.  Does your child use pottery, ceramic, or crystal wear for cooking, eating, or drinking?

⁭ Yes
⁭ No
