
Date	
  of	
  Birth:	
  _____________________________

Past	
  Medical	
  History	
  
(Please	
  try	
  to	
  be	
  specific	
  

with	
  illness)

Mother Father Sibling	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
(please	
  name)

Maternal	
  
Grandmother

Maternal	
  
Grandfather

Paternal	
  
Grandmother

Paternal	
  
Grandfather

Maternal	
  
Aunt/Uncle

Paternal	
  
Aunt/Uncle

Nasal	
  Allergies	
  or	
  other	
  
allergies

Asthma/Lung	
  Disease
Heart	
  Disease

High	
  Blood	
  Pressure
High	
  Cholesterol

Diabetes
Other	
  endocrice	
  problem	
  

(thyroid)
Cancer	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

(please	
  list	
  type)
Anemia

Bleeding	
  Disorder
Epilepsy	
  or	
  Convulsions
Developmental	
  Disorders
Neurological	
  disorder	
  
including	
  ADHD/ADD

Liver	
  disease
Gastrointestinal	
  disorder

Kidney	
  Disease
Bedwetting

Hearing	
  impairment
Vision	
  impairment	
  or	
  eye	
  

disorder
Immune	
  problems,	
  

recurrent	
  infections	
  or	
  
HIV/AIDS

Alcohol	
  Abuse
Drug	
  Abuse
Mental	
  illness
Tuberculosis

Additional	
  pertinent	
  
condition

Child's	
  Name:	
  _______________________________________________________________


