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CHILD NEW PATIENT EVALUATION
Name of Patient:  ______________________________________________________________
Today’s Date:  ________________

Birthdate:  _________/________/__________
Current Age:  _________

Sex:     FORMCHECKBOX 
  Male
 FORMCHECKBOX 
  Female

Referred By:  ____________________________________________________

Parents:   FORMCHECKBOX 
  Married
 FORMCHECKBOX 
  Divorced












  FORMCHECKBOX 
  Single
 FORMCHECKBOX 
  Widowed












  FORMCHECKBOX 
  Separated

Mother’s Name:  _________________________________________________

Age:  ____________

Father’s Name:  __________________________________________________

Age:  ____________

CHIEF COMPLAINT:  _______________________________________________________________________________________

____________________________________________________________________________________________________________

BIRTH HISTORY

Birth Weight:  _______ lbs.  _________ oz

Gestational Age (Weeks in Womb):  ___________________________________

Delivery:   FORMCHECKBOX 
  Normal
 FORMCHECKBOX 
  C-Section
 FORMCHECKBOX 
  Forceps
 FORMCHECKBOX 
  Anesthesia

Left Hospital on Day #  __________________________  of life.

Major Problems during the newborn period:  _______________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

MATERNAL HISTORY:

Use of Drugs:  ___________________________________________________________






Use of Alcohol:  __________________________________________________________

Use of Tobacco:  _________________________________________________________

Use of Medication during Pregnancy:  ________________________________________

_______________________________________________________________________

COMPLICATIONS:


Toxemia:  _________
Excessive Morning Sickness:  _________________________






Dehydration:  __________       Bleeding:  ___________
Diabetes:   ____________






High Fever or Fever with Rash:  _____________________________________________

DEVELOPMENTAL HISTORY

Social Smile:  ________________________________

Rolled Over:  ______________________________________

Sat without Support:  __________________________

Walked:  __________________________________________

Spoke 1st words other than “Mama” or “Dada”:  _____________________________________________________________________

Spoke short sentence:  _________________________________________________________________________________________
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PATIENT NAME:  ____________________________________    DATE:  _______/______/_______

SCHOOL HISTORY

Grade in School:  ___________
Type of grades made:     FORMCHECKBOX 
  A’s
 FORMCHECKBOX 
  B’s
 FORMCHECKBOX 
  C’s
 FORMCHECKBOX 
  D’s
 FORMCHECKBOX 
  F’s

Name & Address of School:  ____________________________________________________________________________________
____________________________________________________________________________________________________________

PAST MEDICAL HISTORY

Immunizations:
 FORMCHECKBOX 
  DPT
     FORMCHECKBOX 
  MMR     FORMCHECKBOX 
  OPV     FORMCHECKBOX 
  TD     FORMCHECKBOX 
  CHIC. POX     FORMCHECKBOX 
  HEP

Hospitalizations or surgeries:  ___________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________Serious Illnesses or Head Injury:  ________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________Seizures:
Onset:  ___________________________________________________



Characterized by:  __________________________________________



With/Without Fever:  ________________________________________



Current Medications:  ________________________________________



Allergies:  _________________________________________________

FAMILY HISTORY

 FORMCHECKBOX 
  Seizures



 FORMCHECKBOX 
  Mental Retardation



 FORMCHECKBOX 
  Migraines

 FORMCHECKBOX 
  Cerebral Palsy


 FORMCHECKBOX 
  Muscular Dystrophy



 FORMCHECKBOX 
  Depression

 FORMCHECKBOX 
  Other Psychiatric Disorders

NAME OF SIBLINGS









AGE

1.  _________________________________________________________________________________________________________

2.  _________________________________________________________________________________________________________

3.  _________________________________________________________________________________________________________

4.  _________________________________________________________________________________________________________

5.  _________________________________________________________________________________________________________

MISCARRIAGES:  _____________________________
STILLBIRTHS:  _________________________

SOCIAL HISTORY

Parents:

 FORMCHECKBOX 
  Natural
 FORMCHECKBOX 
  Adoptive
 FORMCHECKBOX 
  Foster
 FORMCHECKBOX 
  Guardian

Father’s Education:  ____________________________________
Type of Work:  _____________________________________

Mother’s Education:  ___________________________________
Type of Work:  _____________________________________

PHYSICAL EXAMINATION


Height:  ___________________________
%:  _____________________________



Weight:  ___________________________
%:  _____________________________



Head Circumference:  ________________
%:  _____________________________



Heart Rate:  ________________________
Blood Pressure:  __________________  
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