Cape Cod Pediatrics
Boston Children’s
Primary Care Alliance

Personal Health History 5084775508 | fo 508-477-0297

Last name: Please indicate whether or not your child currently
has, or has previously had, the following conditions:
First name: MI:
ADD/ ADHD ..ot OYes ONo
Date of birth: Today'sdate: _____________ ALEIGIES ..o O Yes O No
ANEIMIA. ... OYes ONo
Please answer the following questions regarding your Anxiety DISOIAETS ............coomeerrrrrveeeeemsesneeeseeeeeeessnee OYes ONo
child’s birth history: AVEAFIEES - OYes ONo
Birth hospital: ASTNMA ..o O Yes O No
Mom's age at birth: BedWEtiNg. ..o OYes ONo
Bladder or Kidney Problems .........cccccooiiiiiiicniene O Yes O No
Gestational age at birth:  __________ weeks Blood DiSases...........cccccviiiiiicciiciiccice e OYes ONo
CANCEL .o O Yes O No
Birth weight: ————————— Discharge weight: ———————————— ChICKEN POX ..o OYes ONo
Type of birth: O Vaginal birth O C-Section Concussion/Head INjury ... OYes ONo
Congenital Anomalies ..o OYes ONo
Please answer the following questions about your CONSHPALION ..o OYes ONo
child’s birth and first days of life DEPIESSION...eevveeereereesseesreseseeesesssnesssesssssssesssnseenes OYes ONo
Pregnancy Complications ..., OYes ONo Developmental/ Behavioral Disorders..................... OYes ONo
Vacuum-Assisted Birth ... OYes ONo Diabetes/ Endocrine Problems ... ONo
NICU @dmMiSSION ... OYes ONo Ear/ Hearing Problems.............ccooovvviiiiiiiiiiins ONo
Preterm Labor ..., OYes ONo Eczema/ Hives / Skin Problems ... ONo
SCALP DIUISE ..o OYes ONo GERD/REFIUX.c..is ONo
Neonatal Abstinence Syndrome ..................... OYes ONo Headaches/Migraines............ccccoocvviiviiciiisisi, O No
Premature Rupture of Membranes...................... OYes ONo Heart Disease/Heart Problems.............cccccoovevevevenennn. O No
MECONIUM ... OYes ONo High Blood Pressure ... ONo
JAUNGICE ..o OYes ONo High Cholesterol ... ONo
Fetal DIStrESs ..o OYes ONo Hospital Admission (other than birth) ONo
Intubation/ Breathing Problems............c..cccccocniinane. OYes ONo Kidney Disease/ Kidney Stones ..., O No
Passed Hearng TeSt.......ooooorrooorooooeoeeeeeeeeeeveeeeeeeeens OYes ONo Liver DiS€ase.........ccoooviieiciicicecc O No
Maternal or Child INfection .........cccooivevviceiceeeie OYes ONo Muscle/ Joint/ Bone Problems.................ns ONo
Clavicle FraCture ... OYes ONo SeiZUres/ EpIlepsy. ..o ONo
Received Hep B VACCINE ....... oo, OYes ONo Serious IlNess Or INJUIES ..o O No
SUPGEIIES .ottt O No
For YES answers, please provide additional details:
Thyroid Problems...........cccoiiiiiiiiiccee O No
TUDEICULOSIS. ... O No
Vision/ Eye Problems...........ccooeiiiviiiiiiieeen O No

For YES answers, please provide additional details:
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