
PEDIATRIC HEALTH QUESTIONNAIRE 
 
Child’s Name:________________________________     Age:_______     Date of Birth:_________________ 
 
Sex:___M  ___F          Number of siblings:__________ 
 
Birth Weight:________    Birth Length:________    Present Weight:_______   Present Length:__________ 
 
Was the birth: Normal Vaginal   Forceps 
   Cesarean    Vacuum Extraction 
   Breech    Home Birth 
   Birthing Center   Hospital:_______________________________ 
 
Pregnancy problems with mother:____________________________________________________________ 
 
Labor or delivery problems:_______________________________________  APGAR Score:____________ 
 
Congenital Defects/Anomalies:_______________________________________________________________ 
 
Was there presence at birth of:           Meconium         Cyanosis (blue)       Jaundice (yellow) 
 
Pediatrician/Family MD:_____________________    Address:_____________________________________ 
 
Obstetrician/Midwife:_______________________     Address:_____________________________________ 
 
Immunization Dates: HEP B__________  OPV__________  MMR__________ 
    DTP____________  HIB___________  VAR___________ 
 
Date of Childhood Diseases:    Measles:_____________  Chickenpox:________________ 
       Whooping Cough:____________ Mumps:____________________ 
       Other:___________________________________________________ 
 
Date and purpose of last MD visit:____________________________________________________________ 
 
Has this child been treated for any emergency?   No   Yes    describe:__________________________ 
 
Surgeries:_________________________________________________________________________________ 
 
Medications:______________________________________________________________________________ 
 
Accidents:_________________________________________________________________________________ 
 
Conditions (past or present): 
 

Allergies   Colds/Flu   Hearing Trouble  Poor Appetite 
Anemia   Constipation  Hyperactivity  Rheumatic Fever 
Arm Problems  Convulsions  Hypertension  Ruptures/Hernias 
Arthritis   Diabetes   Joint Problems  Sinus Trouble 
Asthma   Diarrhea   Leg Problems  Sugar Levels 
Backaches   Digestion Problems Muscle Jerking  Tuberculosis 
Bed Wetting  Dizziness   Neck Problems  Walking Problem 
Behavior Problems Fainting   Neuritis   Broken Bones 
Growing Pains  Orthopedic Problem Chronic Earaches  Headaches 
Paralysis   Other:_____________________________ 

 



Is there anything else we should know about this child?:__________________________________________ 
 
Child’s diet:_______________________________________________________________________________ 
 
Environmental Factors (ie parents that smoke):_________________________________________________ 
 
 
Personal Injury Cases Only: 
 
Was your child injured in an automobile accident?  Yes    No 
 
If yes, please explain:  ______________________________________________________________________ 
 
Was the child riding in a car seat?       Yes     No 
 
Was the car seat in the:   Front   Rear        and was the car seat facing:     Forward   Backward 
 
Was the child struck by an airbag?   Yes    No 
 
Was the child in a booster seat?   Yes   No 
 
Was the vehicle struck from the:   Rear  Front    Left side    Right side 
 
List any visible bumps, bruises, cuts, etc. on the child that were caused by the accident: 
 
============================================================================== 
 

I CERTIFY THAT THE INFORMATION ON THIS FORM IS TRUE TO THE BEST OF MY 
KNOWLEDGE. 

 
 
 
__________________________________________________ 
Print PATIENT (child) Name 
 
 
__________________________________________________  ___________________________ 
Signature of parent or legal guardian      Date 


