


LOUETTA PEDIATRICS, PLLC
PATIENT HEALTH HISTORY

Child’s Name: ____________________________________________
DOB: ___________________________________________________
Allergies (medication, food, insects):__________________________
_______________________________________________________

Date: _______________________________________________________
CurrentMedications:___________________________________________
____________________________________________________________
____________________________________________________________

A. PREGNANCY & BIRTH:
1. Mother’s age at birth __________________________________
2. Did the mother have any illnesses during the pregnancy?        Y / N

List: __________________________________________________
______________________________________________________

3. Any use of medications (other than vitamins & iron) or substances
like drugs, marijuana, alcohol, vape or cigarettes Y / N

List: __________________________________________________
4. What was the baby Full term or Preterm? Y / N

Weeks or Months of Pregnancy____________________________
Vaginal birth Forceps C-Section-

reason?__________
5. What was the birth weight? ______________________________
6. Did your baby pass the Newborn Hearing Screen? Y / N
7. Did the baby have issues while in the hospital:

Breathing, jaundice, heart problems, infections, feeding,
urinating, stooling, etc Y / N
List: __________________________________________________

B. PAST MEDICAL HISTORY:
1. Date of last check up ___________________________________
2. Date of last dental check up ______________________________
3. Any allergic reactions to medications, food, or insect bites?

_____________________________________________________
4. Any reactions to immunizations? Y / N

Which ones? __________________________________________
5. Any hospitalizations other than for birth? Y / N
6. Any serious injuries/surgeries/illness? Y / N

Explain _______________________________________________
7. Over the counter medications taken regularly? Y / N

_____________________________________________________
C. FAMILY HISTORY

1. Are the child’s parents both in good health? Y / N
2. Circle any diseases that the child’s parents, grandparents,

brothers, aunts, uncles have had (Indicate affected person):
anemia, asthma, allergies, diabetes, high blood pressure, SIDS
high cholesterol/triglyceride, tuberculosis, mental illness, COVID
obesity, AIDS/HIV, Bleeding/Bruising, blood transfusion, sickle
cell, hemoglobinopathy, sudden death while exercising or while
sleeping, irregular heart beat, pacemaker use, thyroid  disorder,
Cancer of ____________________________________________
other genetic disorders_________________________________
____________________________________________________

3. List age, sex, and general health of siblings:__________________
____________________________________________________
____________________________________________________

D. FEEDING & NUTRITION
1. Does your child have appetite issues? Y / N
2. Was there severe colic, spitting up or any unusual feeding

problem during the first 3 months? Y / N
3. Any food intolerance/idiosyncrasy? Y / N
4. Was the child breastfed, bottle fed (formula) or both? _________

How many months was breast milk given?__________________
5. If still on formula, list what kind & how a many oz in 24 hrs

_____________________________________________________
6. Is your child on whole milk, 1% or 2% milk: __________________

How many times does your child drink milk in a day?
______________________________________________________

E. REVIEW OF THE SYSTEMS:
1. Has your child had frequent ear infections? Y / N
2. Any eye problems? Y / N
3. Has he/she had any problems with her teeth? Y / N
4. Does he/she get frequent sore throat/ strep? Y / N
5. Is there any pneumonia, recurrent cough asthma, allergies? Y / N
6. Does he/she have a heart murmur or any heart problems? Y / N
7. Any problems with urination? Y / N
8. Any problems with diarrhea or constipation? Y / N
9. Have there been any seizures or other problems

with the nervous system? Y / N
10. Any eczema, hives, or any other skin conditions? Y / N
11. Has your child even been anemic? Y / N
12. Any history of bleeding or frequent bruising? Y / N
13. Was there muscle/ bone disorder or fracture? Y / N

Fractured body part: ___________________________________
____________________________________________________

14. Please list any other medical problems:
____________________________________________________
____________________________________________________

F. DEVELOPMENT/BEHAVIOR:
1. At what age did your child sit up without support? ____________
2. At what age did he/she learn how to walk? __________________
3. Was able to say any words at 1 1/2 yrs of age? Y / N
4. How does your child compare to others his/her age?

______________________________________________________
5. Does he/she have any trouble sleeping? Y / N
6. What grade is he/she in? _________________________________
7. Has he/she had any trouble in school? Y / N
8. Does he/she get along with other children? Y / N
9. Circle if your child has had any of the following:

Nail biting, thumb sucking, bed wetting, bad temper, problems
with toilet training, hyperactivity inattention, nightmares,
speech problems, problems with discipline, others
______________________________________________________
______________________________________________________
______________________________________________________

10. Has there been use of cigarettes/vape, marijuana, alcohol, drugs?
______________________________________________________

G. ENVIRONMENT
1. Circle what applies: private house, apartment, mobile home,

pets (___________________), carpeting, peeling paint, mold,
roaches, rats, insects

2. Do you know the hottest water temp in your house? Y / N
3. Is there a working smoke alarm on each floor of the house? Y / N
4. Does your child always use a car seat/ seat belt when in the car? Y/ N
5. Is there anybody in the house who smokes (including use of vape),

uses drugs, marijuana or has alcohol problems? Y / N
6. Does your child wear a helmet when riding bike? Y / N
7. Does your child attend daycare and/ or school? Y / N
8. History of travel outside of USA _________________ Date_________

H. IMMUNIZATION
Up to date Y / N
Do you have the record? Y / N

I. LAST PEDIATRICIAN/ADDRESS/PHONE
_________________________________________________________
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