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Santa Cruz Women’s Health Center

Pediatric Initial History

6 to 20 Years

Child’s Name:_____________________________________________
(   Male     (   Female

Guardian’s Name(s):________________________________________
Child’s DOB:________________

Allergies? (List):_______________________________________________________________________

Current Medications? (List):______________________________________________________________

Taking Vitamins?      ( Y     ( N

Taking Fluoride?      ( Y     ( N

Birth History

Any serious problems with mother’s pregnancy or child’s birth?      ( Y     ( N

Explain:______________________________________________________________________________

School History

Year in school:___________________
School name:_________________________________________

School problems?:______________________________________________________________________

Discipline or behavior problems?:__________________________________________________________

Ever seen a Psychologist, speech therapist or special teacher?           ( Y     ( N

Regular attendance?           ( Y      ( N

Medical History

Has the child been hospitalized?
  ( Yes    ( No 
If yes, explain________________________________

Has your child had any surgery?
  ( Yes    ( No 
If yes, explain________________________________

Has your child ever had: 

anemia

( Yes    ( No 


eczema/hives

( Yes    ( No 


asthma

( Yes    ( No 


hay fever/allergies
( Yes    ( No 


constipation 
( Yes    ( No 


hearing problems
( Yes    ( No 


convulsions
( Yes    ( No 


heart murmur

( Yes    ( No 


diabetes
( Yes    ( No 


pneumonia

( Yes    ( No 


diarrhea 
( Yes    ( No 


ear infections

( Yes    ( No

broken bones 
( Yes    ( No 


tonsillitis

( Yes    ( No

urinary tract infection

( Yes    ( No

reaction to immunization
( Yes    ( No 
   Explain____________________________________________

other medical problems

( Yes    ( No 
   Explain____________________________________________

serious injuries


( Yes    ( No 
   Explain____________________________________________

Other medical problems?________________________________________________________________

PLEASE COMPLETE BACK OF FORM ALSO
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Dental

Date of last visit:_______________________________________________________________________

Family History

Has this child’s parents, brothers, or sisters had (( if yes)


(   alcohol drug abuse?



(   high blood pressure?


(   anemia (severe)?



(   high cholesterol?


(   arthritis?




(   kidney problems?


(   asthma?




(   mental illness/retardation?


(   cancer? (Type:_______________)

(   seizures?


(   cystic fibrosis?



(   Tay-Sachs?


(   diabetes?




(   thyroid disorder?


(   eczema?




(   tuberculosis/other lung disease?


(   heart disease?



(   other_______________________________

Names and ages of brothers & sisters (start with the oldest):

Name:________________________
Age:________
Heath Problem(s)?________________________

Name:________________________
Age:________
Heath Problem(s)?________________________

Name:________________________
Age:________
Heath Problem(s)?________________________

(   Are both parents of this child in good health?

(   Are both parents of this child involved with the family?

Your last doctor was____________________________________________________________________
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Client Education
Age when period began:____________



Would you like more information 

Periods are:






about:

( Regular
( Painful
( Moderate


Smoking?

( Y
( N

( Irregular
( Light

( Heavy


Alcohol?

( Y
( N

Periods come every________days and lasts________days.
Drugs?


( Y
( N

Is there bleeding between periods?



Sex?


( Y
( N

( Yes

( No

( Sometimes


Contraception

( Y
( N

When was the 1st day of the girl’s last period?___________
HIV/AIDS?

( Y
( N

Was it normal?
( Yes

( No



Sexually transmitted infections? 
( Y
( N

Signature of Parent/Guardian:________________________________________________

Name of Child:______________________________________________  Date:_________

History reviewed by:_________________________________________   Date:_________
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