INFANT - FAMILY, MEDICAL, & SOCIAL HISTORY (two pages)
NAME ___________________________________________________         DOB _______________________

Did mother take any medications, drugs, or alcohol during pregnancy?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

Explain: ________________________________________________________________________________

Did mother smoke during pregnancy?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

Were there any problems with the pregnancy?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If yes, explain: ____________________________________________________________________________

_________________________________________________________________________________________

Was the delivery  FORMCHECKBOX 
 Vaginal   FORMCHECKBOX 
 Cesarean
 FORMCHECKBOX 
 Forceps   FORMCHECKBOX 
 Vacuum

Were there any problems with the birth?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If yes, explain: _____________________________________________________________________________

Baby’s birth weight: ______________________ Length: ________________________

Has you baby had problems since birth?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If yes, explain: _____________________________________________________________________________

Mother’s blood type (if known): __________________ Baby’s blood type (if known): _______________  

 FORMCHECKBOX 
 Breast Feeding   FORMCHECKBOX 
 Bottle Feeding

If breast feeding, how often does baby nurse: _______________________________________

If bottle feeding, what formula: ________________________________ 

How much and how often: _________________________________________________________________

Are you having any problem with the feedings (breast or bottle)  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If yes, explain: __________________________________________________________________________

Does your baby have any problems with elimination:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, explain: __________________________________________________________________________

Does your baby have any sleeping problems  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If yes, explain: __________________________________________________________________________

Does your baby seem to be developing normally?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If no, explain: ____________________________________________________________________________

Smoke Exposure
Is your child around anyone that smokes:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If yes, who smokes in the house with child? ____________________________________________________

SOCIAL HISTORY:

Parent’s marital status:

 FORMCHECKBOX 
 Single, live together  FORMCHECKBOX 
 Single, live apart  FORMCHECKBOX 
 Married   FORMCHECKBOX 
 Divorced   FORMCHECKBOX 
 Widowed   FORMCHECKBOX 
 Remarried  

Number of Siblings: _____________         Other Living Arrangements:  FORMCHECKBOX 
 Adopted    FORMCHECKBOX 
 Foster Care  
Who lives in your household with child? _______________________________________________________
Parents - JOB/EMPLOYMENT:
Father employed?  FORMCHECKBOX 
 Full Time  FORMCHECKBOX 
 Part Time  FORMCHECKBOX 
 Unemployed  FORMCHECKBOX 
 Homemaker  FORMCHECKBOX 
 Student  FORMCHECKBOX 
 Disabled

Mother employed?   FORMCHECKBOX 
 Full Time  FORMCHECKBOX 
 Part Time  FORMCHECKBOX 
 Unemployed  FORMCHECKBOX 
 Homemaker  FORMCHECKBOX 
 Student  FORMCHECKBOX 
 Disabled

Where do/did you work: Father___________________________ Mother______________________________
What is/was your job: Father___________________________ Mother______________________________
Religion: (any needs or concerns affecting your healthcare) _______________________________

FAMILY HISTORY: Indicate which family member with an x in the column

Mat GM/GF = maternal grandmother/grandfather       Pat GM/GF = paternal grandmother/grandfather 

	
	Mother
	Father
	Brother
	Sister
	Son
	Daughter
	Mat GM
	Mat GF
	Pat GM
	Pat GF
	Mat Uncle
	Mat Aunt
	Pat Uncle
	Pat Aunt

	Alcoholism/Drug Abuse
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Alzheimer’s Disease:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Asthma/Bronchitis/Emphysema
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bleeding Tendency:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Cancer, ________________
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Diabetes, Type I or II:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Enlarged Prostate:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Gall Stones:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Heart Disease:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Heart problem under age 40
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	High Blood Pressure:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	High Cholesterol:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Kidney Disease:__________
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Marfan Syndrome
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Obesity:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Osteoarthritis:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Osteoporosis:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Psychiatric Illness
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Rheumatoid Arthritis:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Seizure Disorder:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Stroke:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sudden death under age 40
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Thyroid Disease:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other​​​:__________________
	
	
	
	
	
	
	
	
	
	
	
	
	
	


ADDITIONAL COMMENTS, QUESTIONS, OR CONCERNS: _____________________________________
__________________________________________________________________________________________

Date: __________________      Signature: _______________________________________________________
