Patient name:

Date of Birth:

Primary pharmacy:

Birth History

Birth Hospital _____________________

Birth weight ______________________

Type of delivery?  Vaginal or c-section

Was baby born early, on time, or late?  Weeks gestation/pregnancy?  ________________

Any problems during pregnancy, birth, or newborn stay?  _________________________

________________________________________________________________________

Patient’s Medical History

ER visits:

Hospitalizations:

Surgeries:

Drug allergies:
Current medications:




No         Yes (please explain)

Ear infections           _____      _______________________________________________

Asthma                     _____      _______________________________________________

Allergies                   _____      _______________________________________________

Pneumonia                _____      _______________________________________________

Eczema                     _____      _______________________________________________

Seizures/Epilepsy     _____      _______________________________________________

Bladder/kidney         _____      _______________________________________________

          disease

Other:  _________________________________________________________________

Family Medical History:  Please circle any that apply and explain

Anemia/blood disease


Kidney Problems

Allergy



Seizures/Epilepsy

Asthma



Muscle/Bone disease

Cancer




Joint problems/Arthritis

Diabetes



Thyroid disease

High Blood pressure


Sudden Death

Heart Disease



Other: ____________________________________

High cholesterol




