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Child’s Name:______________________________________________________
Birth weight: ____________ full term: _____ premature: _____ 
Weeks’ gestation:__________ 
Neonatal Intensive Care (NICU) Stay: ____________________________________
__________________________________________________________________
Concerns/Complications during pregnancy/Labor delivery: __________________________________________________________________
__________________________________________________________________
__________________________________________________________________
Allergies:  __________________________________________________________
__________________________________________________________________
Special Diet/Nutritional Needs:  ________________________________________
__________________________________________________________________

Special equipment/supply needs:
Type______________________________________________________________
Supplier___________________________________________________________
Type______________________________________________________________
Supplier___________________________________________________________
Type______________________________________________________________
Supplier___________________________________________________________


Surgical History:
Procedure________________________________ Date_______________
Procedure________________________________ Date_______________
Procedure________________________________ Date_______________
Procedure________________________________ Date_______________
Procedure________________________________ Date_______________
Procedure________________________________ Date_______________
Procedure________________________________ Date_______________
Procedure________________________________ Date_______________
Procedure________________________________ Date_______________
Procedure________________________________ Date_______________

Has your child had any of the following illnesses? If yes, list at what age.
____Chicken pox                  ____German Measles   ____Hepatitis
____Whooping cough         ____ Meningitis              ____Measles
____ Mumps                         
Other: ________________________________________________________	
______________________________________________________________






Has your child had difficulty with any of the following? If yes, list at what age.
____Skin rashes     ____Anemia     ____Diarrhea     ____Speech                            
____Breath holding spell   ____ Coordination   ____Swallowing
 ____Frequent Falling   ____   Sucking ____   Staring Spells   ____ Vomiting
____Respiratory Problems   ____Asthma   ___ Fainting Spells   ____Dental
____Ear Infections   ____Heart   ____Allergies ____Feeding
____Constipation   ____Special dietary considerations

Has your child seen a vision specialist? NO____
If yes, give the doctor's name and reason for visit.
___________________________________________________________________

___________________________________________________________________

Has your child seen an ear specialist? NO____
If yes, give the doctor's name and reason for visit.
___________________________________________________________________

___________________________________________________________________

Has your child had a hearing test? NO____
If yes, give a reason for visit.
___________________________________________________________________


Other: _____________________________________________________________
___________________________________________________________________
___________________________________________________________________
