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if < 5 years old
Pregnancy

total number of living children:   Weight gain/loss:  
Mother’s age at birth:  
number of years between previous pregnancy and this child:  
trimester prenatal Care Began: 1    2    3   
prenatal Care provider:  
Vitamins:  Y    n        Iron:  Y    n   

Maternal coMPlications

 Vaginal bleeding  flu-like illness or high temp.
 Anemia  Kidney or bladder infection
 hypertension  stIs
 rh negative  hepatitis (A, B, or C)
 Diabetes  Exposure to tB or had tB
 premature labor  Exposure to lead/chemicals
 Dental disease  Injury/hospitalization/surgery

Maternal suBstance use

 otC meds:  
 prescription meds: 
 tobacco:  
 Alcohol:  
 street drugs:  
 Caffeine:  

Birth/delivery

place of birth: 
Birth attendant: 
hours of labor: 

 term        premature (weeks): 
 More than two weeks overdue

type of delivery:
 Vaginal    C-section    forceps   other/Explanation: 

Complications:
 Breech    Multiple birth    other:

nursery course

Birth Weight:  Birth length:  foC: 

 Difficulty with initial breathing  transfusion 
 Jaundice req. treatment  heart murmur 
 Infection  seizures   
 nICU:   days.  Age at discharge: 

newborn blood screening (date/location): 
1:  
2:  
newborn hearing test (in hospital):    Pass    Fail 
type of test:   ABr     oAE       Unknown 
referral made:  Y    n 
Critical congenital heart disease(in hospital):     Pass     Fail 
 

faMily Medical history

Abbreviations for relatives listed below.
M-Mother MGM-Maternal Grandmother pGM-paternal Grandmother
f-father MGf-Maternal Grandfather pGf-paternal Grandfather
s-sibling MA-Maternal Aunt pA-paternal Aunt

MU-Maternal Uncle pU-paternal Uncle 

 ___ Anemia/blood disorder  ___ hIV + individual in 
 ___ heart disease before             household (do not identify)     

            age 50  ___ other immunosuppression
 ___ Cholesterol  ___ Dental decay

           req. treatment  ___ Alcohol/drug abuse 
 ___ hypertension/stroke  ___ tobacco use
 ___ Asthma/allergy  ___ learning disorder
 ___ Cancer  ___ Mental retardation
 ___ Diabetes  ___ psychiatric disorder
 ___ Epilepsy/seizures  ___ physical/sexual/emotional
 ___ Kidney problems            abuse
 ___ Muscle/bone disease  ___ Domestic violence 
 ___ Genetic disease or  ___ Childhood hearing 

           major birth defects impairment
 ___ tuberculosis 
 ___ other/Explanation: 

Personal Medical history

Immunizations current:  Y    n   record unavailable 
Dental care current:  Y    n        sealants:  Y    n 

 trauma/injuries  Vision problems
 hospitalizations  hearing problems
 surgery  seizures
 Medications  Environmental toxin exposure
 Anemia    (lead, etc.)
 Early childhood caries  Allergies
 stIs  Cancer
 hepatitis  Asthma
 strep throat  Eczema 
 Ear infections  substance use
 Bladder/kidney infections     (alcohol, drug, tobacco)
 pneumonia  Developmental delays/ 
 physical/sexual/ learning disorder

    emotional abuse  Immune suppression
 Muscle/bone disease  psychiatric disorder
 other/Explanation:

nAME: 
DoB: 
AGE:  GEnDEr:

signature/title 

signature/title 

Date: 

if child over 5 years: uncomplicated pregnancy, labor, delivery and nursery course:  Y  *  n 
*If yes, proceed with “Family Medical History and Personal Medical History”

MALE FEMALE

G      P      AB

Comments:



Progress notes
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MEDICAID ID: 
DAtE: 

If UsED for DoCUMEntAtIon: 
pAtIEnt’s nAME: 
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