












PEDIATRIC PATIENT INFORMATION 
 

WE STRIVE TO KEEP ALL INFORMATION IN CONFIDENCE AND WILL NOT RELEASE 
WITHOUT SIGNED CONSENT UNLESS REFERRED TO BY ONE OF THE PHYSICIANS IN 

THE CENTENNIAL FAMILY MEDICINE & WELLNESS OFFICE-PROSPER. 
 

CHILDS NAME:___________________________________ DATE: ___/_____/_______ 
  LAST            FIRST             MI 
 
DATE OF BIRTH (DOB): ____/______/_______ AGE:_______  GENDER:   M  /  F 
 
MOM’S NAME/D.O.B.:_________________ DAD’S NAME/D.O.B.:    
 
FREFERRED PHARMACY:           
                      NAME     PH. NUMBER 
 
PREVIOUS PHYSICAN:           
                      NAME     PH. NUMBER 
BIRTH HISTORY  
ILLNESSES/COMPLICATIONS DURING PREGNANCY:______________________________ 
SMOKING,ALCOHOL,DRUGS SURING PREGNANCY:   Y / N _______________________ 
TYPE OF DELIVERY (please check from list) 

o Vaginal Delivery 
o Vaginal Delivery with Vacuum  (reason:____________________) 
o Vaginal Delivery with Forceps (reason:____________________) 
o C-section  (reason:____________________) 

DELIVERY WAS ____________ HOURS LONG. 
PREGNANCY WAS____________ WEEKS LONG. 
BIRTH WEIGHT:_______ BIRTH LENGTH:_______  
 
PLEASE ANSWER YES OR NO TO THE FOLLOWING QUESTIONS.  
If the answer is yes, please provide additional information in the space 
provided.  
 
PRENATAL CARE: Y / N  ________________________________________________ 
ADOPTED: Y / N  ______________________________________________________ 
PASS HEARING TEST:  Y / N  ___________________________________________ 
JAUDICE BABY: Y / N  _________________________________________________ 
SEPSIS EVALUATION: Y / N  ____________________________________________ 
INFANT DISTRESS: Y / N  ______________________________________________ 
OXYGEN REQUIRED: Y / N  ______________________________________________ 
STAY IN NICU: Y / N  _________________________________________________ 
BIRTH DEFECTS: Y / N  ________________________________________________ 
STATE SCREENING CONDUCTED: Y / N  ____________________________________ 
MEDICATIONS REQUIRED: Y / N  _________________________________________ 
DATE OF DISCHARGE: Y / N  ____________________________________________ 
 
BREASTFED/FORMULA/BOTH?_______________ IF FORMULA, KIND?_______________ 
 
ALLERGIES: (Medications, Food, Insects)________________________________ 
MEDICATIONS: (Please include vitamins and herbals)_____________________ 
_______________________________________________________________________ 
 
MEDICAL CONDITION(S)/SURGERIES/ HOSPITALIZATIONS- 
Excluding hospitalization at birth. Example: Asthma, Pneumonia: 
             
             
             
HAD CHICKEN POX?  Y / N  DATE (or approximate): ____/____/_____ 
ARE YOU CONCERNED ABOUT YOUR CHILD’S WEIGHT?    Y / N 
 



PEDIATRIC PATIENT INFORMATION 
 

CHILD’S NAME:__________________________________ DATE: ____/_____/____ 
  LAST          FIRST              MI 
FAMILY HISTORY: (Please list medical conditions that run in your family. 
For example: Brother: Asthma, Dad: diabetes, Aunt: sickle cell, etc…) 
  
         CONDITION(S)                                     LIVING? 
DAD:_____________________________________________________  Y / N 
MOM:_____________________________________________________  Y / N 
BROTHER(S):______________________________________________  Y / N 
SISTER(S):_______________________________________________  Y / N 
                          GRANDPARENTS: 
DAD’S MOM:_______________  Y / N DAD’S DAD:_______________  Y / N 
MOM’S MOM:_______________  Y / N    MOM’S DAD:_______________  Y / N 
OTHER RELATIVES:_____________________________________________ 
 
SOCIAL HISTORY 
WHERE AND WHOM DOES PATIENT LIVE WITH: Please include names and ages of 
siblings. 
             
             
LIVES WITH A SMOKER: Y / N   HOME TYPE: house, apartment, condo ________ 
WATER SOURCE:___________________ 
ALWAYS WEARS HELMET WHEN BIKING/ROLLERBLADING/SKATEBORADING:  Y / N 
FOR CHILDREN, ALWAYS USES CAR SEAT OF BOOSTER SEAT:  Y / N 
FOR TEENS, ALWAYS WEARS SEATBELT:  Y / N 
CARBON MONOXIDE DETECTORS: Y / N 
SMOKE DETECTORS ON EACH FLOOR OF HOUSEHOLD?  Y / N 
POOL/SPA AT HOME: Y / N 
ANY PETS IN HOUSEHOLD? Y / N IF YES, WHAT KIND? _______________________ 
 
 
DEVELOPMENTAL HISTORY (if over 3 months of age) 
DAYCARE/SCHOOL 
ATTENDED:________________________GRADE:_______________________ 
ANY DEVELOPMENTAL CONCERNS OR DIFFICULTY WITH SCHOOL?  Y / N  
IF YES, SPECIFY:          
             
 
AGE CHILD SAT ALONE:_______BEGAN CRAWLING:_______ BEGAN WALKING: _______ 
SAID FIRST WORD:______ STOPPED NAPPING:_______ TOLIET TRAINED:_________ 
SLEPT THROUGH THE NIGHT:_______  
 
SPORTS/ACTIVITIES:______________________________________________________ 
HOW MANY HOURS A DAY DOES YOUR CHILD SPENDING: 
STUDY:_____ WATCH T.V.:______ VIDEO GAMES:_____ PHYSICALLY ACTIVE:______  
IN THE SUN:_____ WORKING:_____ WITH THE FAMILY:______ WITH FRIENDS:_____ 
 
ANY SPORTS RELATED INJURIES? Y / N IF YES, SPECIFY:_____________________ 
 

PLEASE PROVIDE A COPY OF IMMUNIZATION RECORDS TO THE MEDICAL ASSISTANT.  
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