Patient Medical History
Patient Name ___________________________________________ Date of Birth ____________________ SSN__________________
	1. Is the patient allergic to or had any reactions               Yes    No
        to the following?
   Medications ….…………………………………………….⁪   ⁪

   Foods………………………………………………………⁪   ⁪

           Insect Bites…………………………………………………⁪   ⁪

   Bee Stings………………………………………………….

   Immunizations……………………………………………… ⁪

   If “Yes”, Please List………………………………………..

  _________________________________________________

⁪   
  Other (please list) 
  _________________________________________________
2. Are both parents and siblings in good health? ……….Yes   No
⁪If “No”, Please explain

__________________________________________________⁪

3. Do you use tobacco products in the home? ……….….Yes   No ⁪   
4. Do both parents live at home? ……………….……….Yes   No ⁪

5. If “No”, with whom does the patient live? ……………………..

__________________________________________________⁪   ⁪
Please check any diseases that the patients relatives have had:
	6. Any hospitalizations or serious injuries? ……..…....….Yes  No                         If yes, please explain __________________________________

7. Is the patient taking any medication(s) including non-prescription medicine? ………………….…………...……………...Yes  No   ⁪
Please list medications_________________________________

___________________________________________________
8. Was the patient born premature? ………….…………..Yes  No   ⁪

If “Yes”, at how many weeks was the baby born?  ___________⁪

9. What was the patient’s birth weight?  _____________________  ⁪

10. Mothers age at patients birth? ___________________________
11. Did mother have any illness during pregnancy?.............Yes  No
If “Yes”, please explain ________________________________

12. Did  mother take any medications other than vitamins?..Yes No

If “Yes:, which ones? __________________________________

13. Please List-

Mothers Name_________________  Date of Birth______________
Employer:_____________________ Employer Phone___________

Fathers Name__________________  Date of Birth______________
Employer:_____________________ Employer Phone___________

Emergency Contact______________ Phone Number____________

Relationship to Patient____________________________________

	                                                                                                                               
	

	High Blood Pressure………..…___⁪   ⁪
Heart Attack……………………___⁪   ⁪
Rheumatic Fever………….……___⁪   ⁪
Swollen Ankles………………...___⁪   ⁪
Fainting / Seizures….……......…___   ⁪
Asthma…………………….....…___
Low Blood Pressure………….…___   ⁪
 Epilepsy / Convulsions….…..…___
Leukemia ………………………___
Diabetes..…………………...…...___⁪   ⁪
Kidney Diseases ………………..___⁪   ⁪
AIDS or HIV Infections …………___⁪   ⁪
Thyroid Problem …………………___⁪   ⁪
	Heart Disease………....…..…….___⁪   ⁪
Cardiac Pacemaker …….….……___⁪   ⁪
Heart Murmur………...…………___⁪   ⁪
Angina ……………......…..…….___⁪
Frequently Tired….……….….…___          ⁪
Anemia………...…..................…___⁪    ⁪
Emphysema ………...….....….…___⁪   ⁪
Cancer..………………….………___⁪   ⁪
Arthritis….………………..….…___⁪   ⁪
Joint Replacement or Implant..…___⁪   ⁪
Hepatitis / Jaundice……..………___⁪   ⁪
Sexually Transmitted Disease…..___ ⁪   
Stomach Troubles / Ulcers ……...___
	Chest Pains ……………………___⁪   ⁪
Easily Winded …………………___⁪   ⁪
Stroke….…………….…….…...___  
Hay Fever / Allergies..…………___⁪   ⁪
Tuberculosis ………….………..___⁪   ⁪
Radiation Therapy………..…….___⁪   ⁪
Glaucoma ………………..…….___⁪   ⁪
Recent Weight Loss….…........…___⁪   ⁪
Liver Disease……...…….………___⁪   ⁪
Heart Trouble ……………..…….___⁪   ⁪
Respiratory Problems…..………..___  ⁪
   ⁪
Other ____________________________


	Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately 

Answered. I understand that providing incorrect information can be dangerous to my health. I also certify that information provided pertaining to my health insurance coverage is true and correct. I authorize that payment for services rendered should be made payable to Baldwin Pediatrics. I authorize release of medical information necessary to process this (these) claim(s). I have read all the terms and conditions contained in this agreement and agree to be bound by these terms and conditions. 


X____________________________________________

X________________________________________
Signature of Parent/Guardian 





Date
