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PATIENT INFORMATION
Child’s Full Name: ______________________________________________
Preferred Name: ___________________
Date of Birth: ____ / ____ / _______
Age: _______  Sex at Birth: ☐ Male ☐ Female 
Home Address: __________________________________________________
City: _________________________ State: ______ ZIP: _______
Primary Language Spoken at Home: ______________________________
PARENT / LEGAL GUARDIAN INFORMATION
Parent/Guardian #1 Name: ______________________________________
Relationship to Child: __________________________
Phone: ____________________ ☐ Mobile ☐ Home ☐ Work
Email: ___________________________________________________________
Parent/Guardian #2 Name: ______________________________________
Relationship to Child: __________________________
Phone: ____________________ ☐ Mobile ☐ Home ☐ Work
Email: ___________________________________________________________
EMERGENCY CONTACT (OTHER THAN PARENT/GUARDIAN)
Name: ___________________________________
Relationship: _____________________________
Phone: ___________________________________



PRIMARY CARE
Previous Pediatrician/Practice Name: ___________________________
Phone: _______________________
Reason for Changing Providers: ________________________________
Who referred you to our office? _______________________________
MEDICAL HISTORY
Birth History
· Birth Type: ☐ Vaginal ☐ C-Section
· Gestational Age: ______ weeks
· Birth Weight: ______ lbs ______ oz
· Complications during pregnancy or birth? ☐ Yes ☐ No
If yes, explain: _________________________________________________
Past Medical History
(Check all that apply)
☐ Asthma
☐ Allergies
☐ ADHD
☐ Autism
☐ Seizures
☐ Heart condition
☐ Diabetes
☐ Developmental delay
☐ Frequent ear infections
☐ Hospitalizations
☐ Surgeries
Other conditions: _____________________________________________




MEDICATIONS & ALLERGIES
Current Medications (include dose):


Medication Allergies: ☐ None ☐ Yes (list): _____________________
Food Allergies: ☐ None ☐ Yes (list): __________________________
Environmental Allergies: ☐ None ☐ Yes (list): __________________
Reaction Type: ________________________________________________

IMMUNIZATION HISTORY
☐ Up to date
☐ Not up to date
☐ Unsure
Last immunization date (if known): ___________________________

FAMILY MEDICAL HISTORY
(Check all that apply)
☐ Asthma
☐ Allergies
☐ Diabetes
☐ Heart disease
☐ High blood pressure
☐ Cancer
☐ Mental health conditions
☐ Genetic disorders
Relationship(s): _____________________________________________


SOCIAL & DEVELOPMENTAL HISTORY
School/Daycare Name: _________________________________________
Grade: ___________________
Any concerns about:
☐ Speech
☐ Learning
☐ Behavior
☐ Sleep
☐ Diet/Nutrition
☐ Social skills
Explain concerns: _______________________________________________
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