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PediatricInformation Sheet

Stephen P. Weiss, M.D. Last Updated 12-10-08

Name of Patient ____________________________  Sex  M   F
  DOB _______________________

Parent/Guardian Name  ______________________ Relationship to child______________________

Day Telephone _________________________Work Telephone _____________________________

Emergency Contact ______________________Street Address ______________________________

City _____________________ State _____________    Zip ______________

Email Address ____________________________________________________________________

How did you hear about us?? _________________________________________________________

Medical History

(Circle one)

Has your child ever used homeopathy?   Y    N
If so what remedies? ________________________________________________________________________________

Has your child ever seen a Naturopathic physician, Chiropractor, Acupuncturist or other alternative healthcare provider?       Y   N
     If yes, which/who________________________________________
Are vaccinations up to date?   Y    N
    If no, explain: ______________________________________

(If possible provide vaccination schedule)

Any reactions to vaccinations?   Y   N   If yes, explain: _____________________________________

Does your child have food sensitivities?  Y  N    To what foods? ______________________________

Is your child receiving dental care?  Y  N    Date of last exam? _______________________________

Is/was your child breast fed?  Y  N
For how long? _______________________________________

Is/was your child formula fed?  Y  N
What Brand? ________________________________________

Any known allergies to drugs, animals, herbs or other substances?  Please list allergen and reaction ________________________________________________________________________________

________________________________________________________________________________

Does your child now, or in the past, experience(d) the following: (Circle all that apply)

Anemia
Hepatitis
Bladder infections
Hernia

Bleeding tendency
Blood clotting disorder

HIVor AIDS

Chickenpox
Asthma

Epilepsy
Ear infections

Blood transfusions

Thyroid disease

Hives or Eczema
Gastric reflux (GERD)

Thrush or Candida

Teething difficulties

Sleep disturbances
Behavioral issues

How would you describe your child’s overall health?
Excellent    Good    Average    Fair    Poor

                               (Circle one)

Pediatrician/Specialists _____________________________________________________________

Pregnancy/Delivery History

Was this birth a normal delivery?  Y  N    If not, explain _____________________________________

Duration of pregnancy: __________________  Birth weight: ______________________

Any drugs taken during pregnancy?  (Include over the counter medications please):

Any alcohol?  Y  N
If yes, how much? _______________________________________________

Any tobacco?  Y  N   If yes, how much? _________________________________________________

High blood pressure? _______________________________________________________________

Illness/Infections/Injuries during pregnancy? _____________________________________________

Delay in respiration or cry?  Y  N  Apgar score, if known? ___________________________________

Was oxygen administration necessary? _________________________________________________

Did your child have any of the following as a newborn? (Check all that apply)

___
Jaundice


___
Cyanosis

___
Infection


___
Seizures

___
Anemia


___
Other important conditions _______________________

                   






 (Please list)

Illnesses/Injuries

Hospitalizations/Surgeries


1. Age ______
Reason:_______________________________________________________


2. Age ______
Reason: ______________________________________________________


3. Age ______
Reason: ______________________________________________________

Any history of head injury?  Y  N   If yes, explain: _________________________________________

Has your child ever been unconscious? Y  N   If yes, explain: ________________________________

Has your child ever had seizures? Y  N   If yes, explain:____________________________________

Development

(Write age beside development)

Smile ____________________________

Crawled _________________________________

Laughed out loud ___________________

Pulled to stand ____________________________

First words ________________________

Walked around furniture ____________________

First put words together ______________

Walked unassisted_________________________

(“Daddy or bye-bye”)

Completed sentences ________________

Rolled over ______________________________

Toilet trained _______________________

Sat without support ________________________

Rode bicycle _______________________

Family History

(Any family history of, indicate if known which family member)

Mental retardation ___________________

Seizures____________________________

Migraines__________________________

Depression/Mental disorders ____________

Movement disorders _________________

Cerebral palsy _______________________

Paralysis __________________________

Headaches _________________________

Any other neurological condition__________________________________________________

School Assessment 

(According to parents)

Grade level_____________________

Reading level _____________________

Motivation___________________________

Behavior__________________________

Attention ____________________________

Relationship with teachers/peers __________________________________________________

Achievement __________________________________________________________________

Eyesight _________________________

Hearing _____________________________

Motor coordination__________________

Speech _____________________________

Any learning problems __________________________________________________________

Miscellaneous

What is the MAIN reason for seeing the doctor today? If there is a specific problem, please describe it in detail including the first time you noticed the condition. Please list any factors you suspect may have played a role in its onset and continuation: __________________________________________

________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Medications your child is currently on (please include all over the counter and prescription drugs, name, strength, dosage, and how long he/she has been taking the medication) 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Vitamins, herbs  or homeopathics (please include name, strength, dosage, and how long he/she has been taking the product) 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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