
*ONE PER FAMILY*              PATIENT NAME________________________________     DOB:___________________ 

SOCIAL HISTORY 
⓵  Does your child / teenager have any siblings?  Yes  No                     ⓸  Do you have any pets?   Yes  No 

⓶  Does anyone smoke at home?   Yes  No  ⓹  Are there any guns in the home? Yes  No 

⓷  Are guns locked and kept separate from ammunition? Yes No 
===================================================================================== 

FAMILY HISTORY   *Please note any 
family history (siblings, parents, grandparents) for the 
following conditions: 

MOM DAD SISTER BROTHER Maternal 
Grandma 
 

Maternal 
Grandpa 
 

Paternal 
Grandma 
 

Paternal 
Grandpa 
 

Other relative  
 
*please specify who 

Nasal allergies or other allergies?          
Asthma or lung disease?          
Heart disease or other condition?          
High blood pressure?          
High cholesterol?          
Diabetes or other endocrine problems?          
Cancer?          
Anemia?          
Bleeding disorders?          
Epilepsy?          
Mental retardation or developmental disorders?          
Neurologic disorder, including ADHD / ADD?          
Liver disease?          
Other GI disease / disorder?          
Kidney disease?          
Bed-wetting (after 10 years of age)?          
Hearing impairment?          
Vision impairment or eye disorder?          
Immune problems, recurrent infections, or HIV/AIDS?          
Alcohol abuse?          
Drug abuse?          
Mental illness?          
Tuberculosis?          
Additional pertinent conditions?          
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