Lt - W

w— T g
Scottsdale Children's Group PATIENT HISTORY
Name;: DORB:
Allergies: Date first seen:
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Maternal (Mother’s) History
sAny problems with asthma or allergies? Yes No
s Any Neurclogical problems? Yes No
=Any previous surgeries? Yes No
=Any mental health problems? Yes Mo
= Any other medical problems? Yes Mo
sHistory of drug or alcoho! abuse? Yes MNo

Please give details on any “Yes™ answers above:

Obstetrical (Pregnancy) History
sName of Obstetrician
«How many previous pregnancies?
sHow many live children?

sAny difficulties during this pregnancy? Yes Mo
=Any medications taken during this pregnancy? Yes Mo
sAny abnormal lab or ultrasound resulis? Yes No
Please give details on any “Yes™ answers above:

Birth History
sMName of hospital:
sVaginal or C-Section delivery?
=Any complications of laber or delivery? Yes Mo
s Apgars: and
» Birth Weight Ibs oz
=How long did your baby stay in the hospital?
«[id hefshe have any medical problems? Yes Mo

Please give details on any “yes™ answers ahove:
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