


Please list any allergies to medication or life threatening allergies and reaction

Family health habits:
How often does your child use a seatbelt (car seat)? Never Rarely Sometimes Often Always

Does your child ride a bicycle? How often does she/he use a helmet?

Never Rarely Sometimes Often Always
Does your home have smoke detectors? Yes No Does your home have a fire extinguisher? Yes No
Do you feel that you live in a safe place? Yes No
In the past year, have you felt threatened in your home? Yes No
What kinds of guns are in your house? Handgun Shotgun Rifle Other None
If you have a gun at home, is it locked up? N/A Yes No
Does anyone in your household smoke? Yes No If yes, who?
Do you currently smoke cigarettes? Yes No If yes, how many?

Do you follow any particular diet regimens or restrictions? If yes, please describe:

Past history: Please circle those that apply to child

Persistent Cough

[1  Frequent Ear Infections [ Vision Problems (1 Bed Wetting

(1 Allergies, Hay Fever [J  Kidney or Bladder Infections (1 Injury or Abuse

[l Eczema, Psoriasis [1  Seizures 1 Asthma

[0 Anemia [J  Broken Bones 01 Pneumonia, Bronchitis,
0 0

Heart Murmur Hearing Problems

Family Medical History:

Please check the ‘yes’ box next to each condition that applies to the child’s mother, father or other family members. Please note whether
the condition is in the past or currently by denoting a ‘P’ for past, or ‘C” for current. Indicate who had the condition in the ‘Relation’
column.

YES RELATION | DATE RESOLVED YE | RELATION | DATE RESOLVED
Past (P)/Current(C) S Past (P)/Current(C)
Alcoholism/ Headaches
Drug
Addiction
Allergies Heart Disease
Anemia Hepatitis
Acrthritis High Blood Pres
Asthma Kidney Disease
Cancer Mental 1llness
Depression Stroke
Diabetes Tuberculosis
Eczema Other
Epilepsy









