
             

   

          Patient Medical History   
   
Child’s Name (First, Middle, Last)    
 
________________________________________________________________    
    
Date of Birth __________________ Gender ________     
   
  
Please list patient’s ongoing medical problems: _________________________________________   
  
_______________________________________________________________________________   

_______________________________________________________________________________  

_______________________________________________________________________________   

   

Please list any specialists patient has seen: ____________________________________________   

_______________________________________________________________________________   

_______________________________________________________________________________  

   

Please list patient’s surgical procedures, serious injuries and reasons for hospitalization: _________   

________________________________________________________________________________  

________________________________________________________________________________   

   

Please list all of patient’s allergies: ____________________________________________________   

________________________________________________________________________________   

   

Are patient’s vaccinations up-to-date:           ________yes           ________no                     


