
LEIGH BAKER D.O,                    74 Lunt Rd Suite 204    Falmouth, Me 04105                    207-846-7666 

                                                             CHILD HISTORY/ PHYSICAL FORM  

                                                                           (children under 12) 

 

PATIENT’S NAME ____________________________________   DOB _____________________________ 

Primary Care Physician __________________________________________________________________ 

 

                                            Name                                            Age                              State of Health 

Parent #1 _______________________________    ___________    _____________________________ 

Parent #2 _______________________________    ___________    _____________________________ 

Sibling      _______________________________    ___________    _____________________________ 

Sibling      _______________________________    ___________    _____________________________ 

Sibling      _______________________________    ___________    _____________________________ 

Sibling      _______________________________    ___________    _____________________________ 

FAMILY HISTORY: 

Allergies   _______________________________    Heart Disease_______________________________ 

Diabetes   _______________________________    Seizure Disorders ____________________________ 

Mother’s Blood Type   ___________ RH_____   Child’s Blood Type _____________ 

                                                                     BIRTH AND DEVELOPMENT 

Term pregnancy? ______________ Formula _________________ Vitamins _______________________ 

Soft food _____________________ Present Diet _________________ Feeding Habits _______________ 

Appetite _____________________  Likes _____________________ Dislikes _______________________ 

Vomiting ____________ Stools _______________ Sensitivity _______________ Hives _______________ 

                                                                               ILLNESSES (circle) 

Pertussis          Measles          Rubella          Mumps          Chickenpox          Scarlet Fever 

Diphtheria       Operations     Allergy           Appendix       T and A (tonsillectomy) 

Colds                Tonsillitis        Diabetes         Rheumatic Fever          Otisis ( Ear Infections) 

Convulsions     Constipation 

OTHER: ______________________________________________________________________________ 

_____________________________________________________________________________________ 

PARENT’S CONCERNS: __________________________________________________________________ 

_____________________________________________________________________________________ 

                                                 


