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\ Patient & Family Information

Name

Birthday

Gender

Primary Caregiver

Address

Phone

\ Birth Information

Birth History
(vaginal/C-section)
Hospital Born At
Birth Weight

Birth Length
Discharge Weight
Patient Blood Type
Coombs

Maternal Blood Type

Patient Medical History

(including hospitalizations, surgeries, specialists visits)
Issue/Presenting Problem Description Date

Patient Mental Health & Substance Abuse History

Issue/Presenting Problem Description Date

Family Member Current Issue/Presenting Problem Description Date
Age
Mother
Father

Sibling(s)
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Family Mental Health & Substance Abuse History

Member Current Issue/Presenting Problem Description Date
Age
Mother
Father
Sibling(s)

Patient Medications
Medication Reason for Prescription Date

Patient Allergies
Type of Allergy Typical Reaction Date

\ Family —Social-Cultural Information

Does the child live with his/her parents?

Does the child have and live with any siblings?
Please describe

Does the child live with any pets?

If so, which kind?

Does child attend Daycare?

If so, which one?

What school does child attend?

And what grade?

Does the child have any communication needs,
for example vision and/or hearing impairment
or cognitive issues? Please describe

Does the child have any issues with daily social
functioning, for example, experience social
anxiety, tends to isolate? Has trouble making
friends?

Does the child exhibit any risking behaviors that
could impact their health? For example,
smoking, drinking, drugs, risky sexual behavior,
tend to eat poorly, etc.

Does the child have any oral health issues? Does
child see a dentist? If so, who is their dentist?

Does the child have access to healthy foods?
Does the child have any food or housing
insecurity?




