



Healthy Futures Pediatrics LLC

Name:______________________________________Date of birth_________________
Mother’s name:__________________________Father’s name______________________________
Address: ____________________________________Address: __________________________________

Phone: ______________________________________Phone: ___________________________________

Occupation: __________________________________Occupation: _______________________________
                                                            Birth History

Hospital__________________ _______ vaginal       C-section      Delivered by: _____________________

Mom’s blood type__________________weeks gestation_________________Length_________________

Baby’s blood type __________________Agars: ______________________ Weight: ________________

Prenatal problems______________________________Delivery problems__________________________

Complications after delivery:
________________________________________________________________________






Family History

Sibling’s names:

         Date of birth                                         Chronic problems
_____________________       _______________                  _____________________________________

_____________________       _______________                  _____________________________________
_____________________       _______________                  _____________________________________
_____________________       _______________                  _____________________________________
_____________________       ________________                _____________________________________
_____________________       ________________                _____________________________________

Birth defects/SIDS_________________Gastrointestinal: __________________Seizures_______________

Heart disease_____________________  Thyroid_____________Neurologic________________________

High blood pressure_________________lazy eye_____________Anemia/Bleeding___________________

High cholesterol___________________allergies_______________scoliosis_________________________

Diabetes_________________________eczema________________Asthma__________________________

Other:_________________________________________________________________________________






Patient History

Ear infections__________________Asthma__________________Chronic strep______________________

Eye problem  __________________constipation______________bronchiolitis_______________________

Developmental problem__________________________________Surgery__________________________

Allergies______________________________________________Joint problems____________________

Scoliosis_____________________Chronic meds:______________________________________________

Other:________________________________________________________________________

          ___________________________________________________________________

Social History

Daycare______________ exposed to smokers__________________pets_____________

Parents:        married           divorced            separated        independent       cohabitate

IF divorced or separate child lives with____________________________________
