Bronson Rambling Road Pediatrics



5629 Stadium Drive





2680 West Centre



Kalamazoo, MI  49009





Portage, MI  49024




(269) 372-1000 ( fax (269) 372-0698



(269) 324-2400 ( fax (269) 324-0450
PATIENT HISTORY
Patient Name: __________________________________________
Date of Birth: __________________
Birth Length: ___________
Birth Weight: ___________
Birth Head Circumference: ____________

Discharge Weight: ______________
Gestational Age: _______________

Delivery Type:
Vaginal
C-Section

1 minute APGAR: _____
5 minute APGAR:_____
Past Hospitalizations, Surgeries or Chronic Illnesses:  ______________________________________________________________________________________________________________________________________________________________________________________________________________

Medical History

Please check any of the following that are problems for your child:
ADD/ADHD

(  Yes
(  No
Heart Murmur


(  Yes
(  No
Pneumonia

(  Yes
(  No
Allergies

(  Yes
(  No
HIV/AIDS


(  Yes
(  No
Scoliosis

(  Yes
(  No
Ashtma

(  Yes
(  No
Inflammatory Bowel Disease
(  Yes
(  No
Seizures

(  Yes
(  No
Cancer


(  Yes
(  No
Jaundice


(  Yes
(  No
Sickle Cell Anemia
(  Yes
(  No
Diabetes Mellitus
(  Yes
(  No
Lead Poisoning

(  Yes
(  No
UTI


(  Yes
(  No
Eczema

(  Yes
(  No
Meningitis


(  Yes
(  No
Varicella (chickenpox)(  Yes
(  No
Headaches

(  Yes
(  No
Obesity


(  Yes
(  No
Vision Problems
(  Yes
(  No
Hearing Loss

(  Yes
(  No
Otitis Media


(  Yes
(  No
Patient Medications (include over the counter/herbals):

________________________________________________________________________________________________________________
______________________________________________________________________________________________

Drug Allergies: ( No Known Drug Allergies​

​​​​​​​​​​​​​​​​________________________________________________________________________________________________________________

Immunizations up to date? (  Yes
(  No
Mother Name:   _______________________


Father Name:  _______________________

Date of Birth:   ________________________


Date of Birth:  _______________________

Occupation: __________________________


Occupation: __________________________

Day Care Setting:  _________________________________________________________________________

Patient’s Siblings:  (Names and DOB)

1)  ______________________________________

4) _______________________________________

2)  ______________________________________

5) _______________________________________

3)  ______________________________________

6) _______________________________________

Household Members:  __________________________________________________________________________________________

Age of Home:  ________________



Smoke Alarms in Home:
(  Yes
(  No

Fluoride in Water Source:
(  Yes
(  No


Carbon Monoxide Detector in Home:  (  Yes  (  No

Family History:

Has anyone in the patient’s family (or relative) had any of the following?  If yes, please check box
	
	Mother
	Father
	Sister
	Brother
	Maternal Aunt
	Maternal Uncle
	Paternal Aunt
	Paternal Uncle
	Maternal Grandmother
	Maternal Grandfather
	Paternal Grandmother
	Paternal Grandfather

	Arthritis
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Asthma
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Birth Defects
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Cancer
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Depression
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Diabetes
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Drug Abuse
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Early Death
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Hearing Loss
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Heart Disease
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	High Cholesterol
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	High Blood Pressure
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Kidney Disease
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Learning Disabilities/ADHD
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Mental Illness
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Miscarriage
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Stroke
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Vision Loss
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Alcohol Abuse
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Anxiety Disorder
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Fainting Spells
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Developmental Delay
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Allergies
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Anemia
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Autism
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Obesity
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Bleeding or Clotting Disorder
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Bowel Disorder
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Thyroid Disease
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Autoimmune Disease
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Migraines
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Seizures
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


 Is there any other disease/illness that runs in the family? ___________________________
Revised 1/2012


