Thauna Abrin, N.D.
828 San Pablo Av. Ste 115 A, Albany, CA 94706
45 Quail Court Ste 200, Walnut Creek, CA  94596

(510) 282-2104
Pediatric Health History Questionnaire
Name: _______________________________________________ Today’s Date: ___________
             Last
                          First

M.I.

Parents or Guardian: ____________________  ______________________  _______________
     Father
                Mother
                              Guardian

Date of Birth:___________  Sex: Male__ Female __  Current weight______  Height _____​​​__
Address:______________________________________________________________________
               Street/P.O. Box
      City                                            State                  Zip Code
Parent Telephone Number: Home _____________ Work _____________ Cell_____________
Email address: ________________________________________________________________

Location of your child’s medical records:
______________________________________________________________________________

Dr. Office/Hospital/Clinic                Street/ P.O. Box                            City                       State              phone number
What are your child’s most important health concerns?

1) ___________________________
                    3)  _______________________________
2) ___________________________
                   4)_________________________________

MEDICATIONS

Now  = medications currently being taken.  Past = medications taken sometime in past

	
	Now
	Past
	
	Now 
	Past

	Anti- histamine
	
	
	Ibuprofen
	
	

	Antibiotic
	
	
	Inhaler
	
	

	Asthma medication
	
	
	Topical steroids
	
	

	Aspirin
	
	
	Tylenol
	
	

	Decongestant
	
	
	Other
	
	


Does your child have any allergies to foods, drugs, or other environmental allergens ( cats, mold, dust)?  Yes. _____  No _____  If yes, please list.  ___________________________________________________________________________

Current weight ______ lb  _____ oz        Current height  ______ inches

MEDICAL HISTORY

Please check those that are applicable.
Asthma          _____          Ear infections        ______              Mumps              ______
Bronchitis     _____           Eczema                 ______               Pneumonia       ______
Chicken pox  _____           Frequent Colds    ______               Scarlet Fever    ______
Croup            _____           Measles               _______              Tonsillitis         ______
Other ___________________________________

Any known exposure to heavy metals (mercury or lead paint) or toxins (pesticides or asbestos)?

___________________________________________________________________________

X-RAYS AND MEDICAL EVALUATIONS

                   Date
            Location
              Results

Electroencephalogram:        ____________________________________________________

Hearing:                               ____________________________________________________

Speech/Language:               ____________________________________________________

Psychological Evaluation:______________________________________________________

INJURIES, SURGERIES AND HOSPITALIZATIONS
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IMMUNIZATIONS

Diphtheria         _____       HIB           _____        Mumps     _____     Pneumococcal     _____
DPT                  _____       Influenza   _____        MMR       _____          Tetanus         _____

Hepatitis B       _____        Measles   _____          Polio        _____          Other            _____

Any adverse reactions to immunizations?  Please specify.

______________________________________________________________________________________________________________________________________________________

FAMILY HISTORY

Arthritis   _____      Autoimmune disease _____      Depression  _____    Heart disease _____
Allergies  _____      Birth defects              _____      Diabetes      _____    Hypertension _____

Asthma    _____      Cancer                        _____      Eczema     _____      Tuberculosis _____
BIRTH HISTORY

Born at how many weeks gestation? _________ weeks
Length of labor _________________________Weight at birth _________________

Complications, if any __________________________________________________

Previous pregnancies by biological mother:  ________ live births   _______ miscarriages

Mother’s age at child’s birth: _________

Mother’s health during pregnancy:

Bleeding                                      _____           High blood pressure                _____

Cigarette, alcohol or drug use    _____            Physical or emotional trauma  _____

Diabetes                                     _____            Thyroid imbalance                  _____

Amalgam removal or fish intake  ____           Chemical  exposure                  _____
Other health concerns _________________________________________________

As a baby, did your child have any of the following?
Allergies        _____      Blue baby         _____       Diarrhea     _____       Rashes  ______
Birth defects  _____      Colic                 _____       Fever         _____        Seizures  _____
Birth injuries _____      Cerebral palsy  _____        Jaundice   ______       Other    ______
Feeding:       Breast fed ____     How long?  _______months/years     Formula: milk or soy

Age Began:  Sitting  _____months     Crawling  _____ months     Walking  ______ months

                      First tooth     ______ months     Solid foods  ______ months
                      First words   ______ months

SYMPTOMS
Please circle: Y= a condition your child has now     N= never had     P=has had in past

Dizzy spells          _____       Nose bleeds             _____           Cries easily               _____
Heart murmur       _____       Body/breath odor    _____           Nervous                    _____
Hair loss                _____      Constipation           _____            Nightmares               _____
Night sweats         _____       Diarrhea                  _____           Unusual fears            _____
Headaches             _____       Gas                         _____           Bone/joint pain        _____
Hearing loss           _____      No appetite            _____            Flat feet                    _____

Sore throats           _____       Stomach aches      _____            Acne                        _____
Sensitive to light   _____       Vomiting spells     _____            Chronic rash           _____
Motion/car sick     _____       Canker sores          _____            Eczema                   _____
Sleep problems     _____       Excessive fatigue   _____            Hives                      _____
Anemia                 _____       Frequent colds        _____            Bloody urine          _____
Bleeding gums      _____       High fever              _____            Burning of urine     _____
Bleeding tendency _____      Cough                     _____            Frequent urination  _____
Easy bruising         _____      Wheezing               _____            Other  ________________
DIET

Please describe your child’s typical daily diet:
Breakfast: __________________________________________________________________

Lunch:      __________________________________________________________________

Dinner:     __________________________________________________________________

Snacks:     __________________________________________________________________

To drink:  __________________________________________________________________
