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Referring MD____________________
Ht
 
_____________Wt______________
HC______T________BP___________
Chief Complaint__________________
________________________________
Meds
:_
__________________________
)MR# ______   INTAKE HISTORY AND PHYSICAL FORM   AGE ______                                                       

Name	_________________________________________DOB: _____________
Date	_____________________________              Sex:  Male    Female
Mother’s name	_______________________________________Age__________
Occupation	____________________________________________________
Father’s name	_______________________________________Age__________
Occupation	____________________________________________________

PREGNANCY AND BIRTH                                                                                                                                                                                                           

 (
 
Physician Use Only
N
Abn
General
Pharynx
Ear/Nose
Lungs
CV
Abd
Neuro
Skin
Genital
Rectal
MD Signature
:_
_______________
                     
   
   
MD Signature
:_
_______________
)Did mother have any illness during pregnancy?___________________________________
Was baby on time?                 No   Yes 	Weeks of pregnancy: ___________________
What was the birthweight?	 ___________________________________________________
Did the baby have any problems while in the hospital?	_______________________
Did the baby have normal bowel movement after birth?	_______________________

PAST MEDICAL HISTORY
			
Any hospitalizations other than for birth?	_____________________________________
Any surgeries?	___________________________________________________________
Any allergic reactions to medications, food, insect bites?	_______________________
Any serious injuries?	____________________________________________________
Are any medications taken regularly?	______________________________________

REVIEW OF SYSTEMS

Has your child had frequent ear infections? 					No	Yes
Any eye problems?							No	Yes
Has he/she had any problems with teeth?					No	Yes
Does he/she have frequent colds or sore throats?     				No	Yes
Is there history of asthma, pneumonia, or recurrent cough? 			No	Yes
Does he/she have a heart murmur or any heart problems?			No	Yes
Any problems with kidney or urination?                                    			No	Yes
Any problems with diarrhea or constipation?            				No	Yes
Have there been any headaches /convulsions /nerve /muscle problems?    	No	Yes
Any eczema, hives, or other skin conditions?					No	Yes
 Is there history of  anemia or  Low Iron?	     				No	Yes
Please list any other medical problems: _____________________________________
_____________________________________________________________________

FAMILY HISTORY

Does anyone in the family have any of the following medical problems?
Reflux Disease/ Ulcers			No/Yes  Explain(If Yes)   ___________________
History of Gall Bladder Disease /Stones	No/Yes Explain(If Yes)   ___________________
Lactose intolerance/problem drinking milk	No/Yes Explain(If Yes)    ___________________
Food Allergies		                	No/Yes Explain(If Yes)   ____________________
Ulcerative Colitis/Crohn Disease /Colitis     	No/Yes Explain(If Yes)   ____________________
Spastic Colon/Irritable Bowel Syndrome	No/Yes Explain(If Yes)  ____________________
Polyps					No/Yes Explain(If Yes)   ____________________
Constipation                                                    No/Yes Explain(If Yes)  ____________________
Other medical problems:  ________________________________________________________

SAFETY/ENVIRONMENT

Where do you live? (Check one)  Pvt house: ___ Apt: ___ Mobile home: ___Other______
Are there any smokers in the household?				No	Yes
Are any problems with the condition of your home?(paint, insects, rats,)No	Yes
Do you have pets in your home?					No	Yes
Do you have city or well water? (Check one)         City: ______ Well: _______    
Foreign travel in the last 6 months?                                                                  No          Yes
Outdoor camping / swimming in freshwater /seawater < 6 months                 No           Yes                        
Please use other side if you need to add more information
image1.gif




