MIT Medical Department Pediatrics History Form

MIT E RS /N B R R

Dear Parent 5.5~

This is a health questionnaire on your child. Please complete this form. Bring it with you at the time of
an appointment. ZiUxbH 7o OB T S ADOBEICET A EMAKTT, ZOoRBOEMEHICEE L, BHE%EE
AL EZ FRLERRICE > TETIZEN,

Date completed 52 A H:

Child’'s Name 1 &4 DK4: Date of Birth + &% O#EA A :

Mother's Name £:# K4 Father/ Partner X8l E 7213/ 3— b F—K4:

Home Address H Z{¥Fr:

Home Phone H T EEE 5 Work Phone 1§55 567 5

This child lives with Z O+ &4 LFRJELTWDH DI
o Mother F:#l o Mother/Father F:#/42#. o Mother/Partner £:#//S— ~J— o Father/Partner X#/ /<— K F—
o Grandparent/Other fHALREZ Ot

FAMILY HISTORY ZFIKED B
1. Mother £:8l  Age i Current Health B7E D EFEIRRE:

Past Health Problems i35 Ot oo fRE:

2. Father/ Partner KBl E721F/X— FF—  Age Ffn:

Current Health BL7E DO fEEEIRTE:

Past Health Problems &2 Otk E o RRE:

3. Marital Status of Parents [ o BRI

M.L.T. Affiliation MIT CDFTE:

4. Other Children in Family FEOMOT E %
Dates of Birth E4EH H Name K4 State of Health fgeikAE

5. Are there cultural or religious practices that might affect your child’s medical care? oyes [V ono Wz
HRIZOFELOERICEET LA REOH 5 b - RHEAWEERH Y 902
If yes, please explain: (examples: blood transfusion, dietary rules) NI\ ] DOFAE, FORNEEZFHI LTI I,
(1 2 TR R, R ORIRZ: L) :

6. Is there a history in the family/ a blood relative of Fi%, MO+ T, FREICHEYT D ABWE T

a. Tuberculosis ##t% oyes ¥V ono Wiz
b. Diabetes BERIFH oyes IV ono Wz
c. Asthma, hay fever, eczema, allergies ¥ AR, fE¥E, 7 b —, 7L /L¥— ogyes I ono Wz
d. Mental Disorder F&f#yEH oyes I\ ono Wz
e. Seizures TAMNA oyes [V ono Wz
f.  Hepatitis f4%¢ oyes |¥V ono Wiz
g. Heart disease, stroke, high cholesterol D, MZEH, @ma L AT o—L oyes IV ono Wz
h. Cancer v oyes [V ono Wz
If yes, whatkind I\ DA, = OREME:
i.  Birth defects, genetic defects JoRIER, MR oyes [V ono W x
j.  Other serious medical problems {th o E K 72 & A RE oyes IV ono Wz
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PRENATAL HISTORY R DIRIT
1. While pregnant, did mother have L4z, FEBICIZ TRLOMBENR SV F L

a. High blood pressure & ifi+ oyes [V ono Wz
b.  Bleeding or spotting K& % 72134 & i oyes £\ ono Wz
c. Kidney Disease & figiv oyes |¥V ono Wiz
d. Toxemia #EiRH 7 oyes I\ ono Wz
e. Gestational diabetes #E-fRMHE R IR oyes IV ono Wz
f.  Threatened Miscarriage YliHipE oyes |¥V ono Wiz
g. German Measles Rubella J&jZ oyes [V ono Wz
h. lliness other than cold or flu &M « 1 7 V= B LS DOTRR oyes IV ono Wz
i.  Premature labor . oyes |¥V ono Wiz
2. Were medications or herbs taken during pregnancy? oyes ¥V ono Wz

IR IR N—T B A L T2
If yes, what kind 3V D84, F0fEE:

3. Was a fertility treatment used for this pregnancy? oyes ¥V ono Wz
ZDOFZIEIRT D T2 OICAIEIRIR &5 T £ L7eh?
If yes, what kind 3\ DA, Z OFEE:

BIRTH HISTORY HEEMDIRHL
1. Where was baby born #RH 2 Al EZ TAEENE Lz

. Was labor induced &%t T L 722~ oyes IV ono Wz

. Was labor helped by medication 3%t &3 7= OICEI M A AV E L7z oyes IV ono Wz

. Was baby born early: (less than 38 weeks) #I#R38#H LV B<AFENE Leh oyes XV ono Wz

2
3
4. Duration of labor Z3#tl B L 7= IR¢fi:
5
6. Was baby born late (after 42 weeks) iTFiR42IH 2 CTAENE Lz, oyes ¥V ono Wz
7

. What was the method of delivery 437775132 oyes [Z\V ono Wz
o Spontaneous vaginal [ 2855k

Forceps #f7[2 A L]0t

Breech it

Caesarean 7 FUJB] Reason EH:

o oo

8. Birth weight of baby FEAERFOIRD 2 A DIKE:

9. Apgar score, if known & LoyiuiE, 77—« A3 7.

10. During hospital stay, did baby have any of the following ABzH DR H 2 AICLL 2344 LE Lz

a. Jaundice ¥JA oyes IV ono Wiz
b.  Antibiotic treatment $Hi/EWE 1A oyes [ZV ono Wz
c. Rash %% oyes XV ono Wz
d. Bluespells ¥7 / —%¥ oyes XV ono Wz
e. Convulsions (F\WitA, O &EDUF oyes ¥V ono Wz
f. Did baby remain in hospital longer than mother? oyes (¥ ono Wz

RH R AMTREB LV ESABE L TWE Lzn?

11. How was baby fed? IV 7 D5 2 5% ?
o  Breast B3l
o Bottle MiFLfE

DEVELOPMENTAL HISTORY R B RRE:

1. At what age did child FEBMEICE LR EH 0 Al - Az AL T E a0
Age A - FEHlE

Hold up head B34 9%

Roll over iV #§T>

Sit unsupported 3 x i LIZHES

Stand alone O\& Y TILo

Walk #<

Talk 59

Toilettrain hA L« hL—=27

Feed her/himself By TR~%

Dress her/himself B4y THEEZ 5

se@mooo0ooTe
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IMMUNIZATIONS FBh#fE

PLEASE GIVE US A COPY OF PREVIOUS IMMUNIZATIONS/VACCINES and TB (Tuberculosis Testing or
BCG Vaccination) MEICZ T = FHERE, V7 F ., BIERE., BCCERDOIEAZEa —E2RI LTSN,

PAST MEDICAL HISTORY & DjsRE:
1. Hasthe childhad ZDFE LB o=22 L 03H HFFRIL?:

a. Chicken pox KIE 5% 5 oyes (I ono Wz
b. Measles Rubeola (L L 72> oyes ¥V ono Wz
c. German Measles Rubella J&Z oyes £\ ono Wz
d. Mumps 75 < EH oyes XV ono Wz
e. Meningitis s oyes IV ono Wz
f.  Convulsions TAMA oyes ¥V ono Wz
g. Contusions ¥TES oyes [ ono Wz
h. Fractures ‘&4 oyes XV ono Wz
i. Poison Ingestion DAL oyes IV ono Wz
j. Operations FAfr oyes XV ono Wz
k. Blood transfusions i oyes £V ono Wz
I. Blood: anemia (iron deficiency, Sickle Cell, Thalassemia)
A (A2, sk, v783I7) oyes IV ono Wz
m. Hospitalizations ARz oyes ¥V ono Wz
If yes, what illness? [Z\Vy) DA, [MOIFE T ?
n. Other serious medical illnesses ftho &\ K7 JH4A: oyes IV ono Wz
If yes, what kind? [iZVvy ] DA, HAIL?
0. Is your child currently taking any medications, vitamins, or herbs oyes IV ono Wi
BUERFSAEEE, B4 I "—T7 %o TnETI
Medications ¥4, Hij Strength or dose & How often & H A4k
p. Reaction to drug or foods (allergy) #H-<CRAMM~DIL (7 LL¥—) oyes XV ono Wz
If yes, please explain [1Z\ | OFE, T OHH:
g. Any chronic or recurring pain? 24 F 721 ZHHEMEORAILH O £ 2 oyes XV ono Wz
If yes, please explain  [13\ | OFE, T OHH:
2. Eyes H:
a. Any visual problems? HAICRIEIZH O FF70? oyes XV ono Wz
b. Do eyes look crossed? #HRILH D T3 22 oyes IV ono Wz
c. Does the child wear glasses? A 7 RIFfEH L TWEFT? oyes IV ono Wz
3. Ears H:
a. Any hearing problems? BEJJIZRIEEILH 0 £ 02 oyes IV ono Wz
b. Three or more ear infections? EHDRIEIZIMEILLEDN-722 ERXH D T2 oyes IV ono Wz
4. Nose #:
a. Does the child have frequent attacks of sneezing or rubbing his/her nose? oyes [V ono Wz
BB LeBa L), BeS0nich LETN?
b. Has the child had frequent nose bleeds? A& A H L E 3 0? oyes IV ono Wz
5. Throat @ &

a. Does your child have three or more strep throat infections per year?
VERNC3EILL b, HSHERAEMHEER (A MLy 7« Ar—R)IZHNY £T,? oyes IV ono Wz

6. Heart /L fisi: Have you ever been told your child has 57 SANUTIZEY T L SN2 ENH Y 3

a.  Aheart murmur LHEE oyes ¥V ono Wiz
b. High blood pressure & ifi/ & oyes X\ ono Wz
c. Heart defect /Lg% oyes IV ono Wz
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7. Lungs fifi: Has your child ever had BPFEAVTUTIEE L2 ERH Y 3D

a. Bronchitis or pneumonia K& XK £ 7213 M%k oyes (I ono Wz
b. Asthma/wheezing A&, E—E—H 2z < oyes IV ono Wz
c. Chronic cough B oyes (I ono Wz
8. Does your child tire easily? 37 S AIFIFILLTWVTT 0?2 oyes IV ono Wz
9. Abdomen JiEi: Has your child ever had 7 X AL FIZEEY L2 Z BB Y 9
a. Jaundice #HJH oyes I\ ono Wiz
b. Blood in bowel movement {8 oyes LV ono W1
c. Frequent abdominal pain #E%: 72 IE5% oyes [\ ono Wz
d. Frequent vomiting or diarrhea AEZ 720 & 72 13 T oyes XV ono Wz
e. Marked weight loss g 72 A i/ oyes I\ ono W
f.  Difficulty with appetite or eating? oyes [V ono Wz

BHRAE, FREERL20BHE LN LTS F LIA?
If yes, please explain  [13\ ] O%E, O

10. Kidney & fii:

a. Has your child ever had a urinary tract infection? oyes IV ono Wz
BT S AUIFRBIEGIEIZ Do T2 2 ERH Y £T03?
b. Has there ever been blood in the urine? JRIZMAIRE L 7= 2 &1E? oyes XV ono Wz
c. Does your child ever wet the bed? il x & L7=Z &13? oyes [V ono Wz
d. Does your child ever complain of burning or frequency of urination? oyes ¥V ono Wz
BRI PEIR S, PRI DI A 2 ff 72 2 L1132
11. Skin JZJi:
a. Any sensitivity or allergy? fUBIEE 72137 LAAX—13H D F T2 oyes XV ono W\ x
b. Eczema or atopic dermatitis? 7 k £°—{%? oyes ¥\ ono Wz
c. Acne? =FtI? oyes ¥V ono W\ 1
12. Extremities PU/%: Has your child 3+ E AIFLL IS Lo Z &ER3d D 90
a. Had weakness or paralysis of arms or legs? oyes [V ono Wz
BE 7O AR ANS I T~ e id?
b. A persistent limp? WO bHZGE TV £99? oyes IV ono Wz
c. Ever worn corrective shoes or braces oyes [V ono Wz

BIEAMSCEEEREZ ST EnbH Y 3572
13. Neurological ##¢: Has your child ever had 357 XL TFICEEY L2 EBH Y £90

a. Frequent headaches #H% 7258 oyes ¥V ono Wiz
b. Convulsions or seizures TA A oyes [V ono W\
c. Dizziness ®HFE W oyes £\ ono Wz
d. Fainting & oyes IV ono Wz
e. Breath holding B 1E®¥(E oyes IV ono Wz
f.  Temper tantrums 72°A L %< oyes |¥V ono Wiz
14. Is your child H727=DFBF S AT TFIZEYE LET M
a. Overactive BB oyes ¥V ono Wiz
b. Impulsive fE#E){HE oyes IV ono Wz
c. Lacking in self control [ #ill:L> K 40 oyes IV ono Wz
d. Does your child have problems with 37 & AE TRUCBE L CTRIER S 0 F3 7
- Peers KA oyes XV ono Wz
- Siblings bt 284tk oyes I3V ono Wi
- Parents i oyes IV ono Wz
- Sleep MEAR oyes ¥V ono W\
- Attention span JEE /1 O FFgE oyes (I aono Wz
- Attending school 4%~ i oyes ¥V ono Wiz
- Learning “#¥ oyes IV ono Wz
- Mood k/\ oyes £\ ono Wz
e. Are there concerns about physical, sexual, or emotional abuse? oyes ¥V ono Wz

SRR, VERY, FEMRVERHICIB S H D £ 02

(You may call Mental Health Services to set up an evaluation at 617-253-2916 for any of the above. EFZdW 31z
B LT b A A Y — B RAEBO B REHR 5617-253-291610 % L TRREO TRERD Z LN TEET, )

15. Has your child begun puberty? 3+ 3 ADBEFEYITIHEE D £ L72h? oyes [Z\V ono Wz
16. Any other concerns you would like to discuss? MIZHFE L7=WEHERITZH D 352

Parent signature # D E 4, Date Hff Provider name [E¥# #2354 Date reviewed L &= —H
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