MICHAEL K. LLOYD MD, INC - Health History CHILD
Child Name: ______________________________________
Date:
__________________________________________
Phone:
__________________________________________
FAMILY MEMBERS
Father’s name:
          ____________________________
Mother name: 
          ____________________________
Sibling’s names & ages: ____________________________
           ____________________________


           ____________________________



           ____________________________



           ____________________________
PERSONAL HISTORY

Is the Child Yours by:   BIRTH     ADOPTION    STEP CHILD   OTHER
Ethnic Background:  ____________________

DELIVERY/PREGNANCY/BIRTH HISTORY
Date & Place of Birth:
____________________________

Delivery by:      Vaginal Delivery       Caesarean (why):  ______________
How many weeks pregnant when delivered?      ______________
Birth Weight    ______________
Length        ______________
Any Medical Problems during pregnancy?     NONE   _________________________________________________

Was your child breastfed?
  NO     YES (how long):  _______________
Any feeding or dietary problems?   NO     YES (specify):____________________________________________
Recreation / Play / Exercise: ___________________________


Sleep: Avg Hrs per night:
____________________________

           Naps (number & length):  _______________________

Who takes care of the child during the day?
  
Parent   Family member   Babysitter   Daycare    School

ALLERGIES TO MEDICATIONS      NO KNOWN ALLERGIES


	Substance / Medication
	Reaction

	
	

	
	

	
	


HOSPITALIZATIONS/ SURGERIES / MAJOR INJURIES
	Year
	Hospital
	Describe Hospitalization or Surgery

	
	
	

	
	
	

	
	
	

	
	
	


Has your child had:   Chickenpox      Measles      Mumps        Rubella                                                Meningitis       Tuberculosis (TB)

Date of Last:
Tetanus Shot:
____________________________

Flu Shot:
____________________________

Gardasil:
____________________________

FAMILY HEALTH HISTORY

Check (√) if your child or blood relatives have ever had any of the following (Cross out if nobody has ever had):
	Youy
	Disease
	Family
	Details

	
	Alcohol/Drug dependency
	
	

	
	Anemia
	
	

	
	Anxiety or depression
	
	

	
	Asthma/ Lung Disease
	
	

	
	Blood Clots
	
	

	
	Blood Transfusions
	
	

	
	Breast disease or Cancer
	
	

	
	Cancer (any other)
	
	

	
	Diabetes
	
	

	
	Genetic disease or Birth defects 
	
	

	
	Heart problems
	
	

	
	Hepatitis
	
	

	
	High Blood Pressure
	
	

	
	HIV
	
	

	
	Kidney disease
	
	

	
	Liver disease
	
	

	
	Lupus or Arthritis disease
	
	

	
	Migraines
	
	

	
	Neurological disease
	
	

	
	Pap smear ever abnormal
	
	

	
	Sexual infections (Gonorrhea, Chlamydia, Herpes, Syphilis)
	
	

	
	Seizures
	
	

	
	Stomach problems
	
	

	
	Stroke
	
	

	
	Thyroid disease
	
	

	
	Tuberculosis
	
	

	
	Any Other disease
	
	


PLEASE BRING CHILD’S IMMUNIZATION RECORD

AS WELL AS ALL MEDICATIONS GIVEN TO YOUR CHILD TO ALL APPOINTMENTS (Including all over the counter medications)

SPIRITUAL ASSESSMENT (optional)

Do you believe in God or a higher power?
YES
NO
Would you appreciate prayer for:       You       Your Family         Your Health         Other:  __________________________________________________
YES – during office visit        YES – while I’m not present.     
NO - Not at this time.
          Maybe
 Comments:

Child








