BELLEVUE EAR, NOSE & THROAT CLINIC
CHILD History Form
Date: _ [/ [/
Name: Dateof Birth: ___/___/

Referring Doctor: Primary Care Physician:

Medication Allergies: [1No Known Allergies OLatex Allergy
Reaction; Reaction:

Reaction: Reaction:

Current Medications: CONone

Dosage: Dosage: Dosage: __
Dosage: Dosage: Dosage:
Dosage: Dosage: Dosage: _
Dosage: Dosage: Dosage: _
Dosage: Dosage: Dosage: _
Surgical History: _
Date: Date:
Date: Date:
Date: Date:
Medical Hospitalizations:
Date: Date:
Date: Date:

PATIENT/CHILD’S Medical History:

O ADD/ADHD O Bronchiolitis O Fracture O Prematurity

O Abdominal Pain (1 Bronchitis 0 GERD O Pyelonephritis

O Acne O Chickenpox 0 Headaches O Recurrent Otitis Media
O Allergic Rhinitis O Concussion 0O Hearing Problems O Seizure Disorder

O Allergies O Cangenital Heart Disease O Heart Murmur O Seizure — febrile

0O Anemia 0 Constipation O Menstrual Problems O Urinary Tract Infection
O Asthma O Diabetes O Migraines O Vesicoureteral Reflux
O Bleeding Disorder 0 Eczema O Pneumonia O Other:

FAMILY Medical History:

O Allergies 00 Depression O Hypertension O Sickle Cell Disease
O Asthma O Developmental Delay O Migraines O Sleep Apnea

0 Autoimmune disease O Diabetes 0 Obesity 0] Hypothyroidism
O Coronary Artery Disease O GERD (Reflux) O Chronic Ear infections O Thyroid Disorder
O Cancer type: O Hearing Disorder O Otosclerosis 0O Other:

O Cleft lip / palate 0 Hematological Disorder O Renal (kidney) Disease O Other:

O CVA (Stroke) O Hyperlipidemia U Seizure Disorder

Social History:

Second hand smoke exposure? 1Y ON Does this child participate in daycare? Y ON, if yes how many hours per week?

(TURN OVER TO COMPLETE NEXT PAGE...)




Review of Systems:

Constitutional: O all negative

O decreased activity O fever O irritability O lethargy O other:

Head, Eyes, Ears, Nose & Throat: O all negative
O eye discharge O vision loss [1 ear discharge 0 hearing loss O nasal drainage

O other:

Respiratory: O all negative

O Cough O dyspnea (difficulty breathing) 0 wheezing O other:

O Cardiavascular: O dll negative

O cool extremity O irregular heartbeat / palpitations O heart murmur O Other:

Gastrointestinal: O all negative
{J abdominal pain O constipation O decreased appetite O diarrhea O vomiting

0O Other:

Genitourinary: O all negative
O dysuria (palnful urination) o 00 hematuria (blood in urine) O polyuria (frequent urination)

O Other:

Metabolic: O all negative
O abnormal sleep pattern O increased activity O polydipsia (increased thirst) O polyphagia (increased hunger)

O other:

Neurologic: O all negative
O appropriate interaction O psychiatric symptoms (anxiety, depression) O Other:

Musculoskeletal: O all negative
0 bone/joint symptoms O other:

Dermatologle: O all negative
O Pruritis (itchy skin) D rash O change in mole [ leslononface O Other:

Hematologic: O all negative
0 bleed easily O bruise easily O enlarged lymph node O abnormal blood tests O blood clots

O Other:

Is there anything else you would like us to know regarding your child’s health?

*patient / Guardian signature: Date:___/___/

pa—




