MID COUNTY ORTHOPAEDIC SURGERY & SPORTS MEDICINE

A Division of Signature Health Services

(PEDIATRIC FORM)
(PLEASE FILL IN ALL SECTIONS)

Name Date of Birth Referring MD
Height Pediatrician
Male Female Weight

Please describe problem/ reason for visit:

Date of onset/injury

Have any x-rays or tests been performed? YES NO If yes, list name of test:

Date of test Location test performed

Birth History Developmental History
Weight 1bs. 0z Please note age at which:
O Premature How many weeks? Rolled over months
O C-section Sat independently months
O Full term Stood independently months
O Vaginal Cruised along furniture

Independently months
O Breech Walked independently months
O Complications (explain):
Immunizations up to date? YES NO Dominant hand: RIGHT LEFT
Tetanus up to date? YES NO UNKNOWN Date of first menstrual period:

(N/A if not applicable)
Reviewed

Past Medical History (patient only) Initials/Date
Q Mitral valve prolapse
O Heart disease O Stomach or intestinal ulcers Q Muscular Dystrophy
O Anemia Q Peptic Ulcer Disease O Neurofibromatosis
Q  Stroke O Crohn’s Disease/ Colitis Q Rickets
Q Bleeding disorder Q [Irritable Bowel Q Spina Bifida
Q Blood clots (DVT) O Rheumatoid Arthritis Q Cerebral Palsy
O Hemophilia O Hepatitis O Kyphosis/ Scoliosis
Q Cancer (Type: ) Q Liver problems Q Hip Dysplasia
Q Psychiatric history O Kidney stones/disease O Legg Perthes Disecase
Q Anxiety Q Urologic problems Q Clubfoot
Q Depression Q Frequent urinary infections (UTI’S) QO  Knock-knee
Q ADHD Q HIV+ QO Bowleg
Q Headaches Q Neurologic disease Q Diabetes-Insulin dependent? Yes/ No
Q Lung disease/ Pneumonia Q Seizures Q Thyroid disease
O Asthma O Down’s Syndrome O  Anesthesia difficulties
O Reflux Q Other O None of the above
Q Hiatal hernia

Hospitalizations YES NO If yes, please list:

Surgical History Previous surgery or procedures? YES NO  Ifyes, list surgeon, date and type.

Operation Surgeon Date

PLEASE COMPLETE REVERSE SIDE




(PLEASE FILL IN ALL SECTIONS)

F amily HiStOl’y (Please check any conditions present in biological mother, father, or siblings)

U Heart Disease U Anesthesia difficulties U Kyphosis (Roundback)
O Stroke U Blood disorder O Scoliosis

U Cancer U Pigeon-toed U Spondylolisthesis

O Pulmonary Disease O Clubfoot d Low Back Pain

O Liver Disease U Hip Dysplasia O Other

O Kidney Disease O Legg Perthes U None of the above

O Diabetes O Bowleg U Adopted

U Psychiatric Illness U Knock Knee

Medications YES NO If yes please list with dosages:

Allergies Known drug allergies? YES NO
Known food allergies? YES NO

Known latex allergy? YES NO

Please list name of allergic medication/food/substance and the type of reaction (for example: rash, upset stomach,
swelling, wheezing, shock or other type reaction):

Social History
Parents marital status: (Please circle one) Single Married Separated Divorced Notmarried Widowed
Child lives with Legal guardian:
Number of Brothers Sisters
Grade level Employed? Yes No If yes, hours per week:

Tobacco use? Yes No Smoking in the home? Yes No
Alcohol use? Yes No Other substance use? Yes No
What sports/exercise do you participate in?

Current Medical Status/ ROS (Please check all that apply)

O good general health O wheezing

O recent weight change O  spitting up blood O rashes

Q fever Q change in bowel habits Q  dry skin/itching

Q fatigue Q  loss of appetite Q chronic skin ulcers

O eye disease/injury QO nausea/vomiting QO varicose veins

O glasses/contacts O diarrhea O numbness/tingling

QO blurred/double vision O constipation O blackouts

O  hearing loss/ringing O indigestion/reflux Q tremors

Q chronic sinus problem O  Dburning/painful urination Q paralysis

O nose bleeds O frequent urination O depression

O difficulty swallowing O  bloody urine O memory loss or confusion
Q shortness of breath O joint pain Q nervousness

Q chest pain Q  back pain Q insomnia

O palpitations O  pain at night O slow to heal after cuts
Q faintness O difficulty walking O bruising tendency

O breathing problems O muscle weakness Q transfusions

Q  chronic/frequent coughs

The above information is correct and accurate to the best of my knowledge. I understand the need to inform the
practice of any changes in my medical condition.

Signature Date
(Guardian)




