
Worthington Pediatrics 

 

Patient’s Name _____________________________________ 

Today’s Date: _____________                                Date of Birth: _______________ 

These questions are designed to help us provide your child with the best possible care. 

All responses are confidential. 

1. Were there any problems during the pregnancy or birth of this child? ________________________________________ 

2. Did your child have any problems as a newborn? ________________________________________________________ 

3. Has your child ever had any significant medical problems (including heart, liver, or kidney problems, allergies, frequent 

infections, asthma, behavioral or developmental problems)? ________________________________________________ 

 _________________________________________________________________________________________________ 

4. Do any immediate family members have significant medical problems? ________________________________________ 

 _________________________________________________________________________________________________ 

5. Is there any family history of the following (please circle):  Heart disease, diabetes, cancer, tuberculosis, asthma, allergies, 

hereditary childhood diseases? ________________________________________________________________ 

6. Heart attack risk factors: 

 Any high blood pressure, stroke, heart attack or clogged arteries in the mother or grandmother before age 65 __________ 

 In the father or grandfather before age 55? _______________________________________________________________ 

 Does either parent have a total cholesterol level above 240? _________________________________________________ 

 In the absence of the above indications, do you think your child’s cholesterol level should be tested? ________________ 

7. Any hospitalizations or surgeries? _____________________________________________________________________ 

8. Any medication allergies?  If so, please describe the reaction? _______________________________________________ 

9. Any food or environmental allergies? ___________________________________________________________________ 

10. Are your child’s immunizations up to date? ______________________________________________________________  

11. Does your child attend daycare? _______________________________________________________________________ 

12. Does your child have any school problems? ______________________________________________________________ 

13. Who lives in your home? ____________________________________________________________________________ 

14. Are you a single parent? _____________________________________________________________________________ 

15. Are there any serious marital or family problems? ________________________________________________________ 

16. Who smokes in the home? ___________________________________________________________________________ 

17. Is drug abuse, alcohol abuse or mental illness present in your household? ______________________________________ 

18. Are any guns kept in the home? _______________________________________________________________________ 

19. Are there pets at home? ______________________________________________________________________________ 

20. What is the child’s primary source of water (city, well, bottled)? ___________ Is it fluorinated? ____________________  

21. Lead exposure risk: Does your child live in or regularly visit a house built before 1960 with peeling/chipping paint or 

recent renovation? ________ 

 Does your child have a sibling, housemate or playmate with lead poisoning or a high lead level? ____________________ 

 Is there an adult at home whose job or hobby involves lead exposure? _________________________________________ 

 Does your child live near an active lead smelter, battery recycling plant or other industry likely to release lead? ________ 

22. Does your entire family regularly wear safety belts in the car? _______________________________________________ 


