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NEW PATIENT MEDICAL HISTORY 
 

Patient Name: _________________________________   DOB: ___ / ___ / ___ 
   First       Last 
 

Primary Care Provider:__________________________________________________________ 

Phone: __________________________ City/State:___________________________________ 

BIRTH HISTORY     Circle one:       Full-term (at least 37 weeks)  /  Preterm ( ______ wks) 

Birth Weight: _______________________ Birth Length: _______________________________ 

Birth Hospital: _____________________________ City/State:___________________________ 

Pregnancy Complications:_______________________________________________________ 

Birth Complications:____________________________________________________________ 

Post-delivery Problems:_________________________________________________________ 

MEDICAL HISTORY  Check all that apply or circle:    NONE 
 
Has the patient ever been diagnosed with any of the following conditions? 
_____ ADHD/ADD 
_____ migraines 
_____ eczema 
_____ vision disorder 
_____ hearing disorder 
_____ heart murmur 
_____ gastric reflux 
_____ kidney disease 
_____ multiple dental cavities 
 

_____ seizures 
_____ asthma 
_____ pneumonia 
_____ anemia 
_____ hydrocephalus 
_____ high blood pressure 
_____ constipation 
_____ kidney stones 
 
 

_____ cleft lip/palate 
_____ seasonal allergies 
_____ food allergies 
_____ bleeding/clotting disorder 
_____ developmental delays 
_____ congenital heart disease 
_____ gastric reflux 
_____ feeding difficulties 
_____ frequent urinary infections 
_____ learning difficulties 

Other: _______________________________________________________________________ 

MEDICATIONS  Name all medications (prescription & over-the-counter), vitamins, and supplements. 

____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
ALLERGIES          List all food & medication allergies or circle: NONE 

____________________________________________________________________________

____________________________________________________________________________ 

Has the patient ever had a serious injury such as a broken bone or concussion? If yes, please 

explain: _____________________________________________________________________ 

________________________________________________________________Year: _______ 

Has the patient ever been in speech, occupational, or physical therapy?  Y  /  N 
Is the patient currently in speech, occupational, or physical therapy?   Y  /  N 

If yes, please explain: ____________________________________________________ 
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SURGICAL HISTORY        Check all that apply or circle: NONE 

Has the patient ever had any of the following procedures? 
_____ circumcision  _____ tonsil removal  _____ adenoid removal  
_____ ear tubes  _____ shunt placement  _____ gastrostomy tube  

Other surgeries not listed above: ___________________________________________ 

FAMILY HISTORY          Check all that apply or circle: NONE 

Relation Mom Dad Sibling Grand-
parent 

Aunt Uncle 

Heart attack       

Heart failure       

Stroke       

High blood pressure       

High cholesterol       

Diabetes       

Polycystic Ovary 
Syndrome 

      

Thyroid disorder       

Thyroid nodule       

Thyroid cancer       

Genetic disorder       

Lupus       

Rheumatoid Arthritis       

Crohn’s Disease       

Ulcerative Colitis       

Multiple Sclerosis       

Psoriasis       
 
Other:_______________________________________________________________________
_______ 
FAMILIAL STATURE    Mother’s Height: ___ ft___in    Father’s Height: ____ ft___in 

SOCIAL & HOUSEHOLD HISTORY 

Patient’s Grade Level: ___________ School: _________________________________ 

Patient’s parents are:  ◻ Single    ◻ Married    ◻ Separated    ◻ Divorced 
Patient lives with: _______________________________________________________ 


