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INITIAL HEALTH HISTORY INTERVIEW WITH FAMILY

Child's Name_________________________________________________________ DOB:_________________

INFORMATION PROVIDED BY: __________________________________________ Date:_________________

	CURRENT MEDICAL CONDITIONS 

	Current Medical Condition
	Physician Responsible
	Treatment/Medical Equipment 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


DOES THIS CHILD HAVE ANY DRUG ALLERGIES? (LIST)_____________________________________________________

DOES THIS CHILD HAVE ANY FOOD ALLERGIES? (LIST)_____________________________________________________

DOES THIS CHILD HAVE ANY ENVIRONMENTAL ALLERGIES (Poison Ivy, Bee Stings, etc)? _________________________

_____________________________________________________________________________________________________________
Where has this Child most recently received routine medical care? :_______________________________________________________

Date of most recent office visit and reason:__________________________________________________________________________

Are this child’s immunizations up to date:_____________________  (obtain copy of immunization record if available)

Is this child on any medication?  _____________ If yes please list

CURRENT MEDICATIONS:

	Medication
	Dose
	Reason
	Prescribed by

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Check, and describe if the child has any difficulties the following areas:

 FORMCHECKBOX 
 SKIN 





 FORMCHECKBOX 
 NUTRITIONAL (FOOD AND DIET)
 FORMCHECKBOX 
 NEUROLOGICAL 



 FORMCHECKBOX 
 GASTROINTESTINAL(STOMACH AND DIGESTION)
 FORMCHECKBOX 
 VISUAL (EYES AND VISION)

 FORMCHECKBOX 
 URINARY ( KIDNEYS AND URINE)

 FORMCHECKBOX 
 AUDITORY (EARS AND HEARING

 FORMCHECKBOX 
 ENDOCRINE (GLANDS AND HORMONES)

 FORMCHECKBOX 
 MOUTH, NOSE AND SINUSES


 FORMCHECKBOX 
 MUSCULOSKELETAL (MUSCLES AND BONES)

 FORMCHECKBOX 
 RESPIRATORY (BREATHING)


 FORMCHECKBOX 
 HEMATOLOGICAL (BLOOD):

 FORMCHECKBOX 
 CARDIOVASCULAR (HEART)


 FORMCHECKBOX 
 MENTAL HEALTH/SUBSTANCE ABUSE:

Describe:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
BIRTH HISTORY:    


Name(location)of hospital where child was born___________________________________________
Did this child have any prenatal complications? (Describe) ______________________________________________

At what gestational age was this child born? (Describe) _________________________Birth Weight ____________


Did this child have any complications of birth? (Describe)_______________________________________________

Was this child exposed to tobacco, alcohol or other drugs during pregnancy? (Describe)_______________________
_____________________________________________________________________________________________
 DEVELOPMENTAL HISTORY: 


Did/Does this child have any delays in reaching motor milestones such as sitting or walking?  (Describe)   _____
__________________________________________________________________________________________

Did/Does this child have any delays in learning to talk at appropriate ages? (Describe)_____________________


__________________________________________________________________________________________

HOSPITALIZATIONS:
	Date
	Reason 
	Hospital, Location
	Doctor(S)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


CURRENT MEDICAL PROVIDERS (Include Mental health care providers):

	Date Last Seen
	Condition Treated
	Doctor, Location
	Specialty (i.e. cardiology, ENT)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DOES THIS CHILD'S FAMILY (MATERNAL OR PATERNAL) HAVE ANY HISTORY OF SIGNIFICANT MEDICAL CONDITIONS THAT CAN BE HEREDITARY (LIKE SICKLE CELL, CYSTIC FIBROSIS, HEART DISEASE, ETC.): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PLEASE DESCRIBE ANY CONCERNS THAT YOU HAVE REGARDING THE HEALTH OF THIS CHILD:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
BLOOD TYPE:


 FORMCHECKBOX 
O+   FORMCHECKBOX 
A+   FORMCHECKBOX 
B+   FORMCHECKBOX 
AB   FORMCHECKBOX 
O−   FORMCHECKBOX 
A−  FORMCHECKBOX 
B−   FORMCHECKBOX 
AB−
	Signatures

                                                                                                                                  Relationship to Child:

	Family Member 
	Name:                                                             

	
	Signature:

	DCBS Staff
	Name:

	
	Signature:


File:  Original in Passport Folder

         Copy in Professional Section


