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Name of Child: ______________________________________________________________
Name of Parent/Guardian: ______________________________________________________
Address: _____________________________________________________________________
Telephone Number: (H)______________  (W) ______________ (C)__________________
Name of pediatrician ________________________  phone number ________________

Address______________________________________________________________________
Date of Birth: _______________
Age: _________________
Birth weight:
 _______________
Current weight: _______________
Birth height:
________________
Current height: ________________

Please describe the current concern:

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

How long was your child breast fed? _________________
What formula do you/did you feed your child? ___________________
What solid foods does your child eat? _________________________________________

______________________________________________________________________________

How often does your child urinate each day? ____________________
How often does your child pass stool in a day? ___________________
What color is the stool? _______________  

Does the stool tend toward diarrhea or constipation? (please circle one)

Medications:

Please list any medications/supplements used while pregnant  

_________________________________________________________________________________

Please list any medication/supplements used/using while breastfeeding

_________________________________________________________________________________

Please list any medications/antibiotics your child has taken

_________________________________________________________________________________

Age of:

Holding up head? ________1st teeth? ________1st word?________1st crawling?________
Which immunizations has your child had? (please circle)
Hepatitis B (HBV): 
at birth
1-4 months

6-18 months

DTaP: 2 months
4 months
6 months

15-18 months

Hib: 
2 months
4 months
6 months

12-15 months

Polio (IPV): 

2 months
4 months

6-18 months

(4-6 years)
Pneumococcal: 
2 months
4 months

6 months

12-15 months
MMR:  12-15 months
(4-6 years)

Varicella: 12-18 months

If you are breastfeeding, how often do you eat the following foods (daily, weekly)?:

Coffee 





Soda

Chocolate





Concentrated fruit juices

Dairy products




Pasta

Wheat





Baked goods

Nuts






Sweets

Birth: C-section or vaginal (please circle) 

Is this child a twin? __________  Fraternal or identical (please circle)

Please list the names and ages of siblings:
Name




Age
______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

Please list any family pets:

______________________________________________________
______________________________________________________

______________________________________________________

How often has your child had:

Colic

Ear infection

Fever

Thrush

Cold/Flu 
Constipation

Diarrhea

Cradle Cap
Croup

Roseola

Urinary Tract Infection

Please list any other major illnesses your child has had since birth:

_______________________________________________________________________________
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