
ABC PEDIATRIC GROUP, P.C. 
Patient History 

Date:  _________/______/ ________ 

Patient Name:   Date of Birth: _____/_____/ ________ 

Birth History: 
Birth Weight:   Type of Delivery: _________________ Term of Pregnancy: ___________________ 

Number of Pregnancies: _______ APGAR: ________________ Circumcision: _________________________ 
Complications:   
  

Immunizations: 

DTP/DTap 1.  2.  3.  4.   5.   Chicken Pox:   

OPV/IPV 1.  2.  3.  4.   5.   TB/PPD:   

HebB 1.  2.  3.  MMR 1.   2.   Pneumococcal:   

HIB 1.  2.  3.  4.   DT   Td  TdaP  

Past Medical History: 
 YES NO COMMENTS 
Asthma    
Allergies    
Chicken Pox    
Ear Infections    
Throat Infections    
Recurrent Colds    
Pneumonia    
Rashes    
Diarrhea    
Eczema    
Vomiting    
Serious Injury/Trauma    
Hospitalization    
Surgery    
    
    
    
    
    
    
    
    
    
 



Patient History (cont’d) 
Developmental History: 

MILESTONES AGE COMMENTS 
Bicycle   
Crept   
Held Head Up   
School   
Sentences   
Smiled   
Stood Alone   
Teeth   
Toilet Trained   
Walked   
Words   

Family History:    
 YES NO COMMENTS 
Alcohol Abuse    
Anemia    
Asthma    
Bleeding Disorder    
Blood Diseases    
Cancer    
Diabetes    
Deafness    
Drug Abuse    
Epilepsy    
Heart Disease    
High Blood Pressure    
High Cholesterol    
Immune Problem    
Liver Disease    
Mental Illness    
Mental Retardation    
Nasal Allergies    
Any Other Problems    

Siblings: 
NAME DOB SEX HEALTH STATUS 
    
    
    
    

Feeding and diet information: 

  

  

  

  


