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Medical History QuestionnaireMedical History Questionnaire






Full Name:_______________________________________________     DOB: ___________________________________
Patient’s Pediatrician (circle one)  Rundquist   Kelley   Goodnight   Whitney   Vandervelde   Poull    Other: ___________
Gender (circle one) Female or Male     Gender Identity: _____________ Pronouns: ______________________________
Father: ________________________________ DOB: ____/____/____ 	Primary Contact (circle one):   Yes  or  No
Email: _________________________________ Occupation: ______________________ Health: __________________
Mother: _______________________________ DOB: ____/____/____ 	Primary Contact (circle one):   Yes  or  No
Email: _________________________________ Occupation: ______________________ Health: ___________________
Parents are (circle appropriate):  Married    Together    Divorced    Single - Step Mother involved - Step Father involved
Foster Parent? (circle one): Yes  or  No   If Yes, please complete the next line.
Foster Parents Name: _______________________________________ Foster Parent Phone #:_____________________
Siblings (Name, DOB): _______________________________________________________________________________
__________________________________________________________________________________________________
Lives with (circle all that apply): Mom   Dad   Stepmom   Stepdad   Grandparent   Guardian   Group Home Other:______
Birth Weight: ________________ Birth Length: _______________ Hospital: ___________________________________
When born: Mother’s Age ______ # Pregnancies: _____ # Deliveries: _____  # Miscarriages/Abortions:_____________
Estimated Due Date: __________ (Circle one) Vaginal Delivery or C-Section.  If C-Section, why: ____________________
Hep B Vaccine at birth? (circle one):  Yes  or  No   If Yes, date given: ________________________________
Problems During Pregnancy/Delivery/Newborn Period? (Oxygen Used, Antibiotics, Jaundice, Prolonged Stay) __________________________________________________________________________________________________
__________________________________________________________________________________________________
Patient’s Past Medical History: Major Illness, Recurrent Problems, Major Injuries (Ex: Diabetes diagnosed 1/2002, Ear Infection 6 times, Left Ankle Fracture 4/2003) __________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Hospitalizations: ______________________________________  Dates: _____________ Hospital:__________________
____________________________________________________  Dates: _____________  Hospital:__________________
____________________________________________________  Dates: _____________  Hospital:__________________
____________________________________________________  Dates: _____________  Hospital:__________________
CONTINUED ON NEXT PAGE                
Surgeries: (Ex: Ear Tubes, T&A, Appendix, Hernia, Others)
____________________________________________  Date: _____________  Hospital: __________________
____________________________________________  Date: _____________  Hospital: __________________
____________________________________________  Date: _____________  Hospital: __________________
____________________________________________  Date: _____________  Hospital: __________________

Current Medications: (Name and Dosage) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Family History: Anyone within 2 generations (M=Mother, F=Father, GM=Grandmother, GF=Grandfather, S=Sibling, O=Other (specify who)*

	Unknown: YES  Reason family history unknown:

	
	
	Mom’s Side
	Dad’s Side
	

	
	M
	F
	GM
	GF
	GM
	GF
	S
	O*

	Diabetes
	
	
	
	
	
	
	
	

	Obesity
	
	
	
	
	
	
	
	

	High Cholesterol/Lipid
	
	
	
	
	
	
	
	

	Heart Attack/Stroke
	
	
	
	
	
	
	
	

	Thyroid Disease
	
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	

	Migraines
	
	
	
	
	
	
	
	

	Mental Illness
	
	
	
	
	
	
	
	

	Drug/Alcohol Abuse
	
	
	
	
	
	
	
	

	Learning Disabilities
	
	
	
	
	
	
	
	

	Seizures/Epilepsy
	
	
	
	
	
	
	
	

	Inherited Disease
	
	
	
	
	
	
	
	

	Other Chronic Disease
	
	
	
	
	
	
	
	


Allergies:
__________________________________________________________________________________________

__________________________________________________________________________________________



  
	Development
	Yes
	No

	Has your child done things at the same time as other children?
	
	

	Do you have concerns about your child’s development?
	
	

	Do you have concerns about your child’s learning?
	
	



	Environment
	Yes
	No

	Do you have a smoke detector?
	
	

	Do you have a carbon monoxide detector?
	
	

	If your furnace checked yearly?
	
	

	
	Yes
	No

	Any guns in the home?
	
	

	Do you need any free gun locks?
	
	

	Do either parent smoke or vape?
	
	

	Was your home built before 1960?
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