East Valley Children’s Center
Personal History Data Base for Children < age 5

Child’s Full Name
Birth History

Pregnancy, Labor, Delivery & Newborn Period:
Mother’s age at time of child’s birth

Is this child adopted? Cy OIn
Hospital of delivery

During pregnancy, did mother use:
[Jtobacco

[Jalcohol

|:|Drugs

[IMedications

[Jtranquilizers

During pregnancy, did mother have:
[IBleeding

[Jrremature labor

[Jiiness requiring treatment

[JGroup Step B result [ Ipositive [ negative
|:|Hepatitis B positive

|:| HIV positive

During delivery, did mother have:
[Jvaginal

[Jc-section

[IBreech Position
[CJcomplications

[JAntibiotics

During delivery did child have:
[IBirth Injury
[Jasphyxia (lack of oxygen).

Measurements at birth:
Height

Weight

Head Circumference
APGAR Score /

During Newborn period, did child have:
[infection

[IBreathing Problems

[IBirth Defect

[J1aundice

[Jreeding Problems

[JHearing Evaluations

[Jother problems

Infant Nutrition (first 9 months):
[IBreast (over one month)
[Jrormula

[Jreeding Problems

[Imilk Intolerance

[Jroor weight gain/growth

Charttt

Birth Date

Past Medical History of child:
Medication Allergies:

Chronic llinesses:

[DHospitalization

|:|Surgery

[Iserious Injury

|:|Serious reaction to Immunization

Chronic Medications (List)

Has your child had any of the following:
[IMore than three ear infections
[Hearing loss

[Jeye or vision problems
[Jasthma/recurring bronchitis
[Jpneumonia

[CJHeart murmur or heart problems
[(IBladder or Urine infections
[CJchronic Bowel Problems

|:|Eczema or chronic skin condition
[Jallergies or hayfever

[Jseizures with fever

[Jseizures without fever

[Ccerebral Palsy

[[Jpevelopmental Delay

[[Isignificant behavior problems
[Jother Problems

If you have a pool, is it fenced Oy On
Do you have smoke alarms Oy On
Does anyone smoke in the home Cy OIn
Do you know the hot water temperature [_JY [N
Do you use seatbelts and/or car seat Oy On

Immunizations:
Current/Up to date Oy On
Please provide a copy of immunization history

Please describe his/her health, attitude and behavior
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