
Milestones Pediatrics 	New Patient Medical History Form	

NAME________________________________________ DATE OF BIRTH________________________________________________________
Medications/vitamins/ supplements taken (w/ doses) ________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
Allergies-(food/medication) w/type of reaction _______________________________________________________________________
_____________________________________________________________________________________________________________________
Smokers in family?   Y / N   Any Guns in the home?  Y / N   Daycare?  Y / N  if yes,  # of days per week_______
Past Hospital Visits/ Surgeries (with dates) ___________________________________________________________________________
_____________________________________________________________________________________________________________________
Patient’s Past or Current Medical Problems
	ADHD
	Y  /  N
	Heart disease
	Y  /  N

	Anemia
	Y  /  N
	Learning Disorder
	Y  /  N

	Asthma
	Y  /  N
	Hepatitis
	Y  /  N

	Bleeding Disorder
	Y  /  N
	Seasonal Allergies
	Y  /  N

	Chicken Pox
	Y  /  N
	Pneumonia
	Y  /  N

	Constipation
	Y  /  N
	Thyroid disorder
	Y  /  N

	Eczema
	Y  /  N
	Seizure disorder
	Y  /  N

	Diabetes
	Y  /  N
	Stomach Pain
	Y  /  N

	Frequent Ear Infections
	Y  /  N
	Urinary tract infections
	Y  /  N

	Elevated Cholesterol
	Y  /  N
	Other
	

	Headaches
	Y  /  N
	
	


	
	
	Substance Abuse
	Arthritis
	Asthma
	Autoimmune Disorder
	Cancer
	COPD
	Anxiety/Depression
	Diabetes I or II
	Hearing Loss
	High Cholesterol
	High Blood Pressure
	Hypertension
	Kidney Disease
	Learning D/O
	Mental Illness
	Stroke
	Vision loss
	Sudden Death
	Other Comments
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Family History
