
Pediatric New Patient Questionnaire

Guardian Name(s):  _____________________________________________________________________
               Relationship to Patient: ___________________________________________________________
Parental Marital Status:  _________________________________________________________________
Who was your child’s last Pediatrician? _____________________________________________________
               Date of last physical: _____________________________________________________________
Please list any specialists your child sees regularly: ____________________________________________
_____________________________________________________________________________________


Does your child have any drug allergies? If so please list the medication and the reaction that occurred: _____________________________________________________________________________________ _____________________________________________________________________________________ 


[image: ]Patient Name: ___________________________
Date of Birth: ___________________________
Today’s Date: ___________________________


	Illnesses or Medical Problems Past & Present (Ex: ADD, congenital defects, allergies)
	
Date of Onset

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Operations or Injuries
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Current Medications (include over the counters, supplements, herbals, etc)
	

Dosage

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	








Was the patient adopted?  _______________________________________________________________

Please check each box that applies for family history

	
	Mother
	Father
	Grandparent
	Sibling

	Heart Attack
	
	
	
	

	Stroke
	
	
	
	

	High Cholesterol
	
	
	
	

	High Blood Pressure
	
	
	
	

	Diabetes
	
	
	
	

	Asthma or Breathing Problems
	
	
	
	

	Seizures or Epilepsy
	
	
	
	

	Mental Illness (Depression, Anxiety, ADHD)
	
	
	
	

	Birth Defects
	
	
	
	

	Alcoholism
	
	
	
	

	Bleeding or Clotting Problems
	
	
	
	

	Cancer
	
	
	
	



Other (Please list condition and family member affected):______________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

	

Does the child attend daycare? ___________________________________________________________
Are there any smokers in the household? ___________________________________________________
Are there any guns in the household? ______________________________________________________
Do you have a pool, spa or, pond on your property?  __________________________________________
Are there any pets in the house? __________________________________________________________
Do you regularly use a car seat, booster, and/or seatbelt for your child?  __________________________
Do you have any safety concerns? _________________________________________________________
[bookmark: _GoBack]Has there been any history of abuse or neglect? ______________________________________________
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