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NEW PATIENT HISTORY QUESTIONNAIRE 
 

Name of Child ______________________________  Date of Birth _________________________________ 

Birth History 

Hospital: _______________________________________    Obstetrician/Midwife: ________________________________________     

Maternal Health History: ______________________________________________________________________________________ 

Maternal Medications: ________________________________________________________________________________________ 

Pregnancy Complications/Prenatal Concern for Baby: _______________________________________________________________ 

Delivery Type:    Vaginal     Cesarean     Vacuum Assisted    Surrogate     Adoption    

Gestational Age:    Full Term (≥37 Weeks)    Preterm  _____ Weeks 

Infant Health History 

Birth Weight: ____________    Weight at Discharge from Hospital: _______________  Was Baby Breech?   Yes    No   

Apgar Scores (1-9) ____ /________    Bilirubin Level at Discharge: ________________  Phototherapy:  Yes    No       

Blood Types:  Mother: ________   Baby: _________   Coombs:  Positive     Negative     Unknown 

Hepatitis B:  Is Birth Mother Hepatitis B Carrier:  Yes     No         

 If Yes, Did Baby Receive HBIG?   Yes     No    

 Did Baby Receive Hepatitis B Vaccine in Hospital?    Yes     No           

Any Birth, Nursery / NICU Issues? _______________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Any Consults / Studies done in hospital (ie. ultrasounds)? ____________________________________________________________ 

Screenings:    Hearing:  Pass     Fail         

 Congenital Cardiac Screen:   Pass     Fail         

Additional Questions:   

Are there any current health issues or health concerns?     No     Yes         

If, yes, please explain: 

____________________________________________________________________________________________________________ 

Is your child currently taking any medications?     No     Yes         

If, yes, please provide medication, purpose and prescribed dose: 

____________________________________________________________________________________________________________ 

Has your child been seen by a specialist? Or have an appointment scheduled to see a specialist?  If, yes, please explain: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 
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Name of Child ______________________________  Date of Birth _________________________________ 

Patient & Family Health History 
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Eye Disorders:  Musculoskeletal:
Vision Problems     Scoliosis    

Strabismus       Congenital Dysplasia of Hips    

Retinopathy of Prematurity     Rheumatoid Arthritis    

Congenital Cataracts     Lupus    

Club Feet    

ENT:
Hearing Loss     Neurologic:

Headache/Migraine    

Respiratory: Seizure disorder    

Asthma/wheezing     Spina Bifida    

Sleep Apnea     Cerebral Palsy    

Pulmonary Disease     Tic Disorder    

Cardiovascular: Psychological:
Heart Murmur      ADD/ADHD      

High Blood Pressure      Depression    

Kawasaki's Disease     Anxiety/OCD    

Cardiac Arrhythmia     PMAD (Post Partum Mood & Anxiety)    

Congenital Heart Disease       Developmental Delay    

High Cholesterol     Eating Disorder    

Learning Disability    

Gastrointestinal:
Hepatitis (B or C) / Liver Disease        Hematologic/Oncology:
Celiac Disease      Anemia    

Crohn's/Ulcerative Colitis      G6PD Deficient    

Irritable Bowel Syndrome     Bleeding Disorder    

Thalassemia - Disease or Trait    

Genitourinary:     Sickle Cell- Disease or Trait    

Hydronephrosis     Cancer    

Urinary reflux    

Kidney Malformation/Absent Kidney     Infectious Disease:
Tuberculosis       

Endocrine: History of COVID    

Diabetes (Type 1 or 2)    

Thyroid Disease     Allergies:
Food ____________________________    

Dermatologic: Medication  ______________________    

Eczema       Environmental  ___________________    

Psoriasis      

Vitiligo       Any Other Issues:
_________________________________    

Genetic: _________________________________    

Marfan's Syndrome     _________________________________    

Ehlers Danlos     _________________________________    

Neurofibromatosis     _________________________________    

Tuberous Sclerosis     _________________________________    
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