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BRISTOL PARK

Health Questionnaire - Age 0-11

Patient’s Name Age Date
Address Phone
HISTORY OF PAST ILLNESS
Has this child/infant ever had:
MeAaSIeS .....oocceeeeieiiiieeeee No [ Yes rheumatic fever or heart desease ............ccceeneee... [dNo [ ves
MUMPS cevvveeeeeeeerereeeeeeeeeeeeeeeeans No [ ves tUDEICUIOSIS ...t (I No Yes
chickenpox .......ccccovcviieeniins No [ Yes congenital abnormalities ...........cccccoceiiiiiiiinnis No Yes
diabetes ... No [ Yes other serious deseases .........cccocveeeeeiiiiiieeeennnines No Yes
(o7= o [o1=Y L No [ Yes (please specify)
Has this child/infant ever:
been hospitalized ............c.cooeviiiiiiiii, (dNo [dves had surgery .......ccccoooiiieiiiieeeee (dNo [dves
(please specify) (please specify)
Has this child/infant ever:
LaE=To l o] (o] (=T g T o o] U= SRS RPRN [dNo [ Yes
had head CONCUSSIONS OF INJUIIES .......uuiiiiiiieiiiie ittt et et e e st e e s bt e e st e e aaneeesbeeeeanbeeennn [JNo Yes
been KNOCKEA UNCONSCIOUS .......couuiiiiiiiiiiitii ettt st e ettt e et e s st e e ssb e e e be e e enteeesnbeeeesbeeeanee No Yes
Does this child/infant have:
ANy allergies / SENSIIVILIES ........ociiiiiiiiie et e e e e e st e e e e s et e e e e e e e e sanreeeeeesntbeneaeeanns (INo [dves
please specify (food, drugs, etc.)
FAMILY HISTORY: If Living: If Deceased ,
g Has any blood relative ever had:
Age Health Age (at death) & Cause
Father Cancer Q No O VYes
Mother Tuberculosis Q No O Yes
Brother/Sister Diabetes a No O Yes
1. Birthweight Was this a premature birth? ... (dNo [dves
2. Do you consider this child/infant’s growth and development NOrmal? ... [dNo [dves
3. Do you feel this child/infant receives proper NUEMHtIONT ...........cooiir i [dNo [dves
4. Do you think you have ever abused your child/infant before? ... (N0 [dves
5. Ifin school, what grade? Do you feel the progress is normal? ..........cccocceeviiiiiieeennennn. [ANo [dves
LT N o Y 1151 (o VA o 1= =T E= Tod =Y S [dNo [dves
7. Any history of StoMacCh @CRES? ........oeiiiii et e e (ANo [dves
T N V= Nl T o o] o] (=T o PSPPI [INo [dves
9. Isthis infant/child on @any MEdICAtIONS?.........c..iiiiiiieee et e e ee et e e et e e st e e e eee e eneeeeanneeenn (dNo [dves
(please specify)
10. Is this child/infant exposed to second-hand smoke in the hOME?...........coooiiiiiiiii i (ANo dves
11. Do you think your child/infant is up to date on immunizationS? .............coooiiiiieei e [dNo [dves
If you have the immunization record, please present it to the nurse.
12. Is there any other important history that the doctor needs to KNOW? ............ooiiiiiiiiiiii e [dNo [dves
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