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PEDIATRIC DATA BASE 
 

PERSONAL HISTORY Name Birthdate 

Mother/Guardian Father/Guardian 

 Name: Name: 

 Home Phone: Home Phone: 

 Address: Address: 

 Employer: Employer: 

 Employer Address Employer Address 

Who Lives in household with the Child? 

FAMILY HISTORY Age Major health problems (if deceased, include cause of death) 

Mother   

Father   

Brothers/sisters 
  

Grandparents 
  

Any other Significant family medical history we should be aware of: 

PAST MEDICAL HISTORY DATE OPERATION /ILLNESS HOSPITAL OR DOCTOR 
HOSPITALIZATIONS    

    

    

SURGERIES    

    

MEDICAL PROBLEMS    
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PEDIATRIAC DATA BASE (continued) 
MEDICATIONS: Please list all your current medications, including all over-the-counter medications such as aspirin, Tylenol, 
vitamins, cold medicines and alternative medicines such as herbs 

 

Name of Medication 
_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________ 

 

 

Dose 
__________________________

__________________________

__________________________

__________________________

__________________________

__________________________

__________________________ 

 

Times Per day 
________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________ 

ALLERGIES: Please list any medications, foods or other substances you are allergic to, or which caused major side effects.  
Include the type of reactions. 

 

Allergies 
_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________ 

 

 

Reactions 
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

 

IF YOU HAVE NO KNOWN ALLERGIES, CHECK HERE:  

PARENT/GUARDIAN SIGNATURE: _____________________________________________________DATE:______________ 
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