
Willowlree
PediatriGs oI
lexington

llemoglailicsa
Insurance lnlormation

Pationt's Namo:

Middle

City: State zitt-,
Home Phone: C6ll Phone: P.imary Contact Home Phone Cell Phone

EmailAddress B:

Gender Male Female Social Security #:_

Raco: Whitg Hispanic Black or African American Asian Decline to R6po,t Other:_

Ethnicity: Hlspanic or Latino/a Not Hispanic or Latlno/a Declineto Rsport Othor:_
ParenUGuardian #1: Name Relationship to minor:_

Cell Phone

ParentJGuardian #2: Name Relationship to mi

Cell Phone: Date of Birth

Frefrrred Pharmacy:- Phon *:

Whom may we call in case of an emergency? Name

Relationship to patient Primary Phone #:

What if my child neods to see a providoa? A par6nl or legal guardian musl accompany pati€nts who are minors

lnsurance lnformation
Please list ALL insurance inlomation and plans the parenuguardian has had wlthin the last calendar year.

krsurance Company lnsurance Phone #:

Sulrsdibar Name: ooB SS}

llsurance lD:_ n.,,^fl_

Patient R6lationship to Stibscriber:_

lnsurance Company:_ lnsurance Phone f:

Subscraber Namer DOB:

Patient Relationship to Subscriber

Group #:

SS#:

lnsurance lD

First

Address:

Last

Dato of Birth:_



Willowlree
Pediatfics of
lGrington

PEDIATRIC MEDICAL HISTORY FORM

Patient Name

DOB

Name of Person Completing Form:

Relation to Patient:

Present Health Concerns

MEDICATIONS: pteos e list oll presctiption ond non-presctiption medicotions, vitomins, home remedies, birth conuol, hetbs, etc

Medication Name Dose Frequency

" lf vou are on 5 ot more medicetions -Ctease brlno them wilh you to each appointmenl'*

NLLERGIES: r;st otl reoctions to nedicines,loods ond othet ogents

Allergy

REVIEW OF SYSTEMS: Pleose indicote with o check l\l) ony cufient ot ongoing Noblems your child hos on the list below

CONSTITUTIONAL

E Fevers/chills/sweats

! Unexplained weight loss

Fatigue/weakness

E Excessive thirst or urination
CARDIOVASCUIAR

! Chest pain/discomfort

! Leg pain with exercise

! Palpitations

GASTRO'NIESTINAL

E Abdominal pain

n Blood in bowel movement

D Nausea/vomiting/diarrhea

NEUROLOGICAL

E Headaches

E Dizziness/light-headedness

Numbness

! Memory loss

E Loss of coordination

EYES

E Change in vision

! ttearsighted

! Farsighted

GENIIOURINARY

E Nighttime urination

! lncontinence

! Discharge from penis

Reaction or Side Affect



GYNECOLOG'CAL

I nbnormal vaginal bleeding

! Vaginal discharge

! Vaginal odor

E A R S / N O S E /T H R O AT/ M O U T H

! Difficulty hearing/ranging in

! Hay fever/allergies

E Problems with teeth/gums

RESPNATORY

E Cough/wheeze

E Difficulty breathing

MUSCULO-SKELETAL

! Muscle/joint pain

SKIN

PSYCHIATRIC

! Anxiety/stress

! Problems with sleep

! Depression

E rono

E Rash or mole change(s) OTHER

HOSPITALIZATIONSi Pleose list o11 tior hospitalizotions ond dotes.

Reason Hospital/ Clinic Name

SURGERIES: Pleose list o ond dotes

Were there problems during labor and delivery? tr Yes tr No lf yes, please explain
Were the.e problems such as needing oxygen, trouble breathing, jaundice (yellowness), after the pa$ent's birth? r Yes c No

lf yes, please explain

Where was the patient born? Method of Delivery: D Vaginal D Cesarean Birth
Weight/Length: _lbs. _oz. _inches Was your child born prematurely? tr Yes tr No lf yes how early
For Mqle Pqtients Only.ls your child circumcised? s Yes r No

SLEEP:

How many hours a night does the patient sleep?

How many naps does the patient take per day and length of naps?

Does the patient have any sleep problems? c Yes ! No lf yes, please explain:

NUTRITION & FEEDING:

Type of feeding when the patient was a newborn: rBreastfed xFormula. lf breastfed, for how long?
Has the patient had any feeding/dietary problems or restrictions? D Yes ! No lf yes, please explain:

Surtery Hospital/ clinic Name

Milk intake now: ! Soy Milk D Rice Milk D Cow's Milk (_ %) D other, please specify
# of ounces of milk per day

Has the patient seen a dentist? tr Yes tr No lf yes, date of last visit _.
What is the water source at the house? tr City r Well

Date

Oate

PREGNANCY & BIRTH:
lsthepatientyoursby:tr8irthDAdoptiontrstepchildtrother:
Were there any medical problems during pregnancy? o Yes D No lf yes, please explain:


