Kim Medical Group

                                                         PEDIATRIC MEDICAL HISTORY               Date:____/____/____
	Patient Name___________________________   Dob____/____/_____  Chart# ___________

	PREGNANCY (Mother’s History)
Gravida_____ Para_____ Ab____ Living____
Children_____

Maternal Age ____

Prenatal Care:  Yes____No____Site________

Problem:  Yes____No____

If yes, Indicate below;

___Swelling of Extremities       ___High BP

___Convulsions                       ___Bleeding, Vaginal

___Anemia                               ___Diabetes

___Rubella                               ___PPD positive 

___STD                                    ___Surgery

___X-ray during pregnancy      ___Other

During pregnancy, any of the following?

___Smoking    ___Alcohol use   ___Prescription Meds

___Over the counter Meds   ___Drug use
	BIRTH
Date of Birth:_____/____/____

EDC: _____________________________________

Site of Delivery: _____________________________

Gestation (wks): ____________________________

Type of Delivery: ____C/Section     ____NSVD

Birth Weight: ________________

Birth Length: ________________

Nursery Problem: ___________________________

Comments: 

	NEONATAL PROBLEMS
Any problems in first month?  Yes____   No____

If yes, indicate below;

____Congenital Anomalies

____Jaundice

____Feeding

____Re-hospitalization

____Breathing problem

____Anemia

____Infection

____Other
	CHILHOOD PROBLEM
Has this child had any of following problem? 
____Drug Allergy                    ____Nervous System
____Other Allergy                   ____Psychological

____Asthma                            ____Respiratory

____Anemia/Blood Disease    ____Skin
____Convulsions                     ____Tuberculosis

____Developmental problem   ____Hospitalization

____Ear/Nose/Throat               ____Operation

____Endocrine                         ____Serious Injury

____Eye                                   ____Poisoning 

____Gastrointestinal                ____Other

____Genitourinary

____Heart

____Musculoskeletal



	FAMILY HISTORY
Present age of Mother __________, Father__________,

                                    Number of Siblings ___________

Family history of any serious illness/disease?

____Alcohol/Drugs                 ____Hypertension

____Asthma                           ____Mental Illness

____Birth Defects                   ____Tuberculosis

____Blood Diseases               ____Other (specify)

____Cancer

____Diabetes

____Developmental prob.

____Epilepsy

____Heart Disease

____HIV/AIDS

____Obesity


	SOCIAL HISTORY 
Child lives with 

____Both parents   _____Mother    _____Father

____Relatives    ____Other (specify) 
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