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Health History Assessment

Date:_____________________  Physician:__________________________________________________
Name:___________________________________ Nickname/Preferred Name: _____________________ 

Birthdate:__________________ Birth Weight: _______________ Birth Length: ____________________
List Allergies (Medicine, Food, Asthma, Hayfever, Latex, etc.) __________________________________
_____________________________________________________________________________________
______________________________________________________________________________
Current Medications (List any that he/she may be taking)
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	FREQUENCY TAKEN

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	













Yes    No
Comments

1.  Any problems with pregnancy?  

   
 ٱ     ٱ
________________________
     Length of pregnancy _______    ٱ Early   ٱOn time   ٱLate   ٱC-section   ٱInduced
2.  Any problems with labor? 


  
 ٱ     ٱ
________________________
3.  Any problems during delivery? 

 
 ٱ     ٱ
________________________
4.  Any problems in first month of life? 
 

 ٱ     ٱ
________________________
5.  Has he/she been hospitalized?

 
 ٱ     ٱ
________________________
6.  Has he/she had any surgery/operations?

 ٱ     ٱ
________________________
7.  Has he/she had a serious accident?
 

 ٱ     ٱ
________________________
8.  Has he/she had any broken bones?


 ٱ     ٱ
________________________
9.  Has he/she failed any grades?


 ٱ     ٱ
________________________
10. Has he/she experienced any problems in school?
 ٱ     ٱ
________________________
11. Any firearms in house?



 ٱ     ٱ
________________________
12. Does he/she drink well water?


 ٱ     ٱ
________________________
13. Any exposure to lead?



 ٱ     ٱ
________________________
14. Smokers in the home?



 ٱ     ٱ
________________________
15. Pets in the home?


 

 ٱ     ٱ
________________________
NUTRITION 

Diet type: ​​​​​​​​​​​__________________________    Special formula/Diet needs 
ٱFeeds self    ٱNeeds assistance with meals    ٱNeeds to be fed    ٱTable foods    ٱBaby foods   ٱCup     ٱBottle     ٱBreast feeding     Comments: _________________________________________________

Any problems with:  Eating/Drinking in recent weeks?   ٱNo   ٱYes      With swallowing?  ٱNo    ٱYes
Comments: __________________________________________________________________________

ACTIVITY/EXERCISE
ٱWalks alone  ٱWalks with assistance   ٱStands alone  ٱ Sits alone  ٱAssistive Devices ___________
Limitations      ٱNone    ٱ Yes: __________________________________________________________

Weakness        ٱNone    ٱYes:  __________________________________________________________
Joint problems ٱNone    ٱYes: __________________________________________________________

SLEEP/REST
ٱSleeps alone    ٱSleeps through night     Naptime ___________   Bedtime __________
Any sleep pattern changes   ٱNo    ٱYes

COGNITIVE/PERCEPTUAL

Developmental Level:    Normal for age     ٱYes     ٱNo       Primary Language ___________________

ٱRight handed     ٱLeft handed           ٱReads          ٱWrites

Difficulty with
Speech:    ٱNo  ٱYes: _________________________________________________



Hearing:   ٱNo  ٱYes: _________    ٱAids   ٱRt   ٱLt   ٱSigns ٱCued  ٱReads Lips



Vision:     ٱNo  ٱYes: __________________________      ٱGlasses     ٱContacts

If communication is difficult, how do we best communicate?  ________________________________

How do you (parent) learn best?     ٱReading     ٱTV/Video    ٱDemonstration    ٱListening     ٱDoing

ROLE/RELATIONSHIP

Legal Guardian _______________________________  Lives with: _____________________________

Mother’s Last Name ___________________________  Father’s Last Name: ______________________

Stays at home    Daycare     School/Grade      ______# of siblings in household

Parents:  ٱMarried     ٱSingle   ٱSingle Divorced    ٱSeparated

COPING/STRESS TOLERANCE

Major changes in last 1-2 years:      ٱNo     ٱYes ___________________________________________

Reaction to new situations ______________________________________________________________

Reaction to discomfort/pain _____________________________________________________________

What comforts your child _______________________________________________________________

Child’s habits        ٱPacifier   ٱThumbsucking   ٱSecurity blanket/object ٱFavorite Toy ____________

ٱBed wetting       ٱNightmares      ٱTemper Tantrums

VALUES/BELIEFS

Religion _____________________________________________________________________________

Special request due to religious practices/values:    ٱNone      ٱSpecial diet          ٱBlood transfusion  ٱBaptism      ٱAnointing of sick    ٱCircumcision     ٱJewish Sabbath basket 

SELF CONCEPT

Child is usually:      ٱHappy       ٱFussy       ٱActive       ٱTalkative     ٱQuiet 
Complete by: __________________________________  Relationship to child: ____________________
Family History: (Relative)    Childhood Illness:				         Current Immunization Reaction:


ٱAllergies 		     ٱMeasles		ٱAsthma			            Yes     No   N/A   Yes*   No


ٱAsthma		     ٱWhooping Cough	ٱFrequent ear infections	        DPT	ٱ      ٱ     ٱ    ٱ     ٱ	


ٱTB 			     ٱMumps		ٱMental Illness		        OPV	ٱ      ٱ     ٱ    ٱ     ٱ


ٱ Cancer		     ٱChicken Pox		ٱCongenital Abnormalities       MMR	ٱ      ٱ     ٱ    ٱ     ٱ


ٱDiabetes		     ٱBroken Bones	ٱKnown Inheritable 	        HIB 	ٱ      ٱ     ٱ    ٱ     ٱ


ٱHeart Disease		     ٱHeadaches 		   Conditions/Diseases  	        Hep	ٱ      ٱ     ٱ    ٱ     ٱ


ٱSickle Cell		     ٱSeizures		ٱSuicide attempt		       *If yes, describe: _________________


ٱMental Illness		     ٱPneumonia		ٱAlcoholism		         _______________________________


			     ٱHospitalization: ___________________________


			         ________________________________________								


























																				














	





Developmental: Please complete this section for children 6 years of age and under.


List approximate ages at which your child first accomplished the following:


Rolled over ________	Crawled          ________  Said First Sentences  ________  Climbed Stairs  ________ 


Sat up 	       ________	Walked alone  ________  Said Sentences          ________  Toilet Trained   ________








