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Medical History Review  Today’s date:

Pediatrician (please circle): Bram Gfeller Kumar Pandiscio Richardson Urban Vespole Zisblatt

Past Medical History

Does your child have any allergies?: ONo OYes If yes, to what?:

What medications does your child take on a regular basis?

Hospitalizations (when/where/why):

Surgeries (when/where):

Serious injuries (when/where):

Other significant past history? (i.e. asthma, seizures, diabetes, migraines):

Social History

Parents’ name and occupation: Parent 1:
Parent 2:
Parents: QSingle OMarried QOSeparated ODivorced OWidowed

Please list the people who live in your child’s household: if you live with your child’s other parent, please include
whether or not you and your co-parent are married, the name of any siblings and the relationship of each household
member to your child (e.g. “Mom+Dad/married”, “Mom+Mom’s significant other”, “Dad+Stepmother”, “Sara-older

VN4

sister”, “Bob-younger brother”, “maternal grandparents”, etc):

PLEASE COMPLETE SIDE 2



Family History

Biological Mother’s age: Mother’s health history:

Biological Father’s age: Father’s health history:

Sibling (name/age):

1) 3)
2) 4)

Please check any of the following if present in your family:

Relationship

Mother

Father

Sister

Brother

Mother's sister
Mother's brother
Father's sister
Father's brother
Maternal Grandmother
Maternal Grandfather
Paternal Grandmother
Paternal Grandfather
Other

Do any other medical problems/illnesses run in your family? OYes ONo
If yes, please describe:




