MIT Medical Department Pediatrics History Form

MITEE 450 JLEHR RIHESR

Dear Parent 5% MFK:
This is a health questionnaire on your child. Please complete this form. Bring it with you at the time of
an appointment. XEX BN T IEENE L. BHEEBXKEAER. H£I1SHNIREET DHEHZRRE.

Date completed #13& H #:

Child’s Name % 7#k4: Date of Birth 44 H #:
Mother's Name &4 Father/ Partner A235/fE{B%:4:

Home Address K@il

Home Phone 5 i1 Work Phone T{FHLif:

This child lives with #% 1 FI#EfE—itz:
o Mother ;3% o Mother/Father FESEFIACSE o Mother/Partner RESEFIFES o Father/Partner A2sEFIFE(E
o Grandparent/Other #HAQ#HBFk Al A

FAMILY HISTORY ZEEHE
1. Mother B Age 4E#: Current Health H g flt Btk

Past Health Problems it J:{g Hefh

2. Father/ Partner 52SEoifEMR Age 4Eil:

Current Health H R BeR

Past Health Problems i3 filt HEfR L

3. Marital Status of Parents A2 REUSTRRIL:

M.LT. Affiliation 7EM.LT.MRANEET LA

4. Other Children in Family B HAB#Z 7
Dates of Birth 4 [ 1] Name ¥4 State of Health {d HEiR M0

5. Are there cultural or religious practices that might affect your child’s medical care? oyes § ono G
T SCAC SR BT I S S T BT 7 A5 R 2
If yes, please explain: (examples: blood transfusion, dietary rules) WA, 5  (Fln: Hil. RKEME) -

6. Is there a history in the family/ a blood relative of 5t K& B3 B & 5 T 5190

a. Tuberculosis Jilig5#% oyes i ono G
b. Diabetes /K oyes f ono
c. Asthma, hay fever, eczema, allergies WM. ik, @3 oyes § ono I
d. Mental Disorder F§# oyes i ono i
e. Seizures i oyes 5 ono I
f.  Hepatitis AT# oyes 1 ono G
g. Heart disease, stroke, high cholesterol MR R, T fH & B2 oyes # ono &
h. Cancer JEiE oyes A ono &
If yes, what kind 4145, JSEfHatkmr:
i.  Birth defects, genetic defects A HfE. HALHLE oyes f ono &t
j.  Other serious medical problems g 5 [ i 5 i) 85t oyes A ono G
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PRENATAL HISTORY F=HI% 5
1. While pregnant, did mother have BESEM 22154

a. High blood pressure i} oyes 5 ono I
b. Bleeding or spotting ! Ifl. 5§ 5 &5 oyes 1 ono &G
c. Kidney Disease 575 oyes # ono &
d. Toxemia #EILfiE oyes fi ono I
e. Gestational diabetes Rk IR oyes § ono L
f.  Threatened Miscarriage ¥ij™ oyes 1 ono &G
g. German Measles Rubella Xz oyes A ono &
h. lliness other than cold or flu [4:45 XA M )5 oyes f ono I
i. Premature labor ;= oyes 5 ono I

2. Were medications or herbs taken during pregnancy? #4225 IR EEZ?  oyes 5 ono &
If yes, what kind  WiflxH, JIRHI B &EMRF 24

3. Was a fertility treatment used for this pregnancy? 240 & B2 2 G 1RT7 ? oyes 5 ono G
If yes, what kind  WiH252, #2522 MEFHAEYT:

BIRTH HISTORY 44
1. Where was baby born 22 ) H A= Hh ki

2. Was labor induced A T.24:77: oyes i ono It
3. Was labor helped by medication Z;#{#r=: oyes 5 ono I

4. Duration of labor ZE 7= FH i ]

5. Was baby born early: (less than 38 weeks) %)L& 57" (AF38/E) oyes i ono I
6. Was baby born late (after 42 weeks) 2 JL&15H = (£ F42/) oyes A ono ¢
7. What was the method of deIivery 53 W7 oyes A ono &

o Spontaneous vaginal BiE H &4
Forceps fif 4+
Breech &Lk
Caesarean Reason #1511 s Al

o oo

8. Birth weight of baby %2 )1 H £ HATE:

9. Apgar score, if known B JLVESr, An%NIE:

10. During hospital stay, did baby have any of the following 1[5 iH82 ) L& 75 W~ %

a. Jaundice FJH oyes 5 ono I
b.  Antibiotic treatment H{H &K AIT oyes 5 ono L&
c. Rash % oyes # ono &
d. Blue spells 245 oyes fi ono I
e. Convulsions Pk oyes 5 ono I
f. Did baby remain in hospital longer than mother? oyes § ono G

B UAE B )2 77 B RE R 2

11. How was baby fed? i [T mlFmE g 72 ?
o  Breast £t
o Bottle ¥l

DEVELOPMENTAL HISTORY K& %:
1. At what age did child £ )L% I fig:
Age “Fib
Hold up head #43
Roll over #5
Sit unsupported J [ A8 %
Stand alone it [ 337,
Walk &%
Talk #iif
Toilet train % Il 5
Feed her/himself [ ik
Dress her/himself [ 044K

Se@moaooTe
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IMMUNIZATIONS 45 8f

PLEASE GIVE US A COPY OF PREVIOUS IMMUNIZATIONS/VACCINES and TB (Tuberculosis) Testing or
BCG VaccinationiFHRAT— T A& HTB (g REIENHEEMME BT

PAST MEDICAL HISTORY T34 5:
1. Has the child had ZT &4

a. Chicken pox /K& oyes A ono &
b. Measles (Rubeola) W2 oyes i ono I
c. German Measles (Rubella) X2 oyes i ono &
d. Mumps RATEEIEIRAE oyes i ono &t
e. Meningitis il 42 oyes A ono &
f.  Convulsions i

g. Contusions #45 oyes i ono G
h. Fractures &7t oyes H ono G
i. Poison Ingestion FIEA oyes A ono &
j. Operations TAR oyes fi ono i
k. Blood transfusions %l oyes 5 ono I
I. Blood: anemia ( iron deficiency, Sickle Cell, Thalassemia) oyes i ono &

MR FRin Bk, gieRa vk 2ii . g3t
m. Hospitalizations 1[5

If yes, what illness? Wb B, 2 PR g ful Fois 2
n. Other serious medical illnesses 75 & HiAl ™ F P oyes # ono &

If yes, what kind? fnsil, ZAA%?
0. Isyour child currently taking any medications, vitamins, or herbs oyes i ono

BT ARG Y. 4 FEE

Medications 2445 & Strength or dose #I|& How often JiikJH 3k

p. Reaction to drug or foods (allergy) Zi#y % sk i v G0 oyes A ono &
If yes, please explain Wi, 1&UH:

g. Any chronic or recurring pain? & 754718 E ks & H LK 0 ? oyes i ono &
If yes, please explain 47, i ii0:

2. Eyes fi:
a. Any visual problems? &7 ) 1) 15 2 oyes fi ono I
b. Do eyes look crossed? s&ERML? oyes 5 ono G
c. Does the child wear glasses? &1 #iliR5s? oyes f ono &G
3. Ears H:
a. Any hearing problems? &4 Wr i ] i ? oyes i ono G
b. Three or more ear infections? Jf&7FH =Rk =R LA L ke ? oyes 1 ono &G
4. Nose #h:
a. Does the child have frequent attacks of sneezing or rubbing his/her nose? oyes i ono &
BT R AT AT B 1 ?
b. Has the child had frequent nose bleeds? % T4 H Lh1fiLng ? oyes f ono &G

5. Throat I1%:
a. Does your child have three or more strep throat infections per year?

WREZ AR R AT S IR = I A b PR e Jak g 2 oyes i ono &t
6. Heart -0 Iii: Have you ever been told your child hasity: &5 H NS RBH T4
a. Aheart murmur DMIFZ4E oyes i ono &
b. High blood pressure =i /& oyes i ono ¢
c. Heart defect CTEHLRA oyes 5 ono G
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7. Lungs: Has your child ever had Jifi: #4145

a. Bronchitis or pneumonia 374 48 Bt ¢ oyes i ono
b. Asthma/wheezing ol i oyes 5 ono I
c. Chronic cough & iZm% oyes i ono &t
8. Does your child tire easily? #%% T /& B2 S 52 oyes § ono
9. Abdomen Ji#F: Has your child ever had . #1284 id:
a. Jaundice #JH oyes § ono G
b. Blood in bowel movement { Ifi oyes i ono It
c. Frequent abdominal pain £ iR oyes i ono I
d. Frequent vomiting or diarrhea £t MK ok iS5 oyes i ono &
e. Marked weight loss B & {44 FE )8t oyes 5 ono &
f.  Difficulty with appetite or eating? 5 A B A2 oyes 5 ono &
If yes, please explain 45, &iiHI:
10. Kidney '&:
a. Has your child ever had a urinary tract infection? ##% 7 & A i JRIE YL ? oyes fi ono .
b. Has there ever been blood in the urine? &G4 L IMLR? oyes 5 ono I
c. Does your child ever wet the bed? =75 KK ? oyes i ono &t
d. Does your child ever complain of burning or frequency of urination? oyes i ono
BT RA U B IR HE R S 2 ?
11. Skin JZJik:
a. Any sensitivity or allergy? &5 5z it f5? oyes 1 ono &
b. Eczema or atopic dermatitis? J& 7547 192 Bk = e W Mz 48 2 oyes § ono
c. Acne? Fiif? oyes fi ono I
12. Extremities : Has your child PU;: 81 4aid:
a. Had weakness or paralysis of arms or legs? T8 ¢y sl g ? oyes § ono G
b. A persistent limp? Fr&:PEpiir? oyes A ono &
c. Ever worn corrective shoes or braces %2 % £ 1E#E k47 1F 242 ? oyes fi ono I
13. Neurological ##%: Has your child ever had #£ #%: BEZTYHEL
a. Frequent headaches £ : 7R oyes A ono &
b. Convulsions or seizures i ik B oyes i ono I
c. Dizziness % oyes 4 ono LG
d. Fainting EJ% oyes 5 ono G
e. Breath holding 25 5t 4 4E oyes § ono &t
f.  Temper tantrums P4 oyes fi ono
14. Is your child # % TG4
a. Overactive JxNitJF oyes 5 ono L&
b. Impulsive 3z oyes A ono &
c. Lacking in self control &= B4 oyes i ono I
d. Does your child have problems with %7275 T 51 ) 8l
- Peers FIa]id AAHAL oyes f§ ono
- Siblings  F1 50 25 G Gk AR Ak oyes 5 ono &
- Parents FIACBEAR &b oyes ff ono %
- Sleep HHEH oyes § ono I
- Attention span 1= I RFA oyes i ono &t
- Attending school %% oyes A ono G
- Learning #>J oyes A ono &
- Mood {4 oyes fi ono i
e. Are there concerns about physical, sexual, or emotional abuse? oyes 5 ono I

FEATAT B T e A i > 7 K ) 72

(You may call Mental Health Services to set up an evaluation at 617-253-2916 for any of the above.

T n] Ak H15617-253-29 16 FURE MR O B &, DUE g T i) b (WA ] — 2R 22 HEVP A 151297 )
15. Has your child begun puberty? &% 5 & TG T2 oyes A ono G

16. Any other concerns you would like to discuss? #i4 H& i) BAR 815 2

Parent signature R fF25 7 Date [ Provider name 545 HLi % Fx Date reviewed £ #r [ 1
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