
Form AHP-MQ Pg1 (REV 03/2015) 

PEDIATRIC MEDICAL HISTORY QUESTIONNAIRE  Date Completed:_______________ 

Patient Name: ______________________________________ Date of Birth: _____________________  

Your answers on this form will help your health care provider better understand your medical concerns and conditions. If you are 

uncomfortable with any question, do not answer it. If you cannot remember specific details, please approximate. Add any notes you think are 

important. ALL QUESTIONS FAMILY CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL. 

PAST MEDICAL HISTORY: 
 
[  ] Skin Problems     [  ] Frequent Ear Infections     [  ] Abdominal Pain     [  ] Foot or Leg Problems  
[  ] Headaches     [  ] Frequent Colds     [  ] Excessive Colic      [  ] Joint/bone pain     [  ] Hearing Problems       
[  ] Head Injuries      [  ] Neck Lumps     [  ] Nausea/Vomiting     [  ] Weakness     [  ] Feeding Problems        
[  ] Loss of Consciousness     [  ] Cough     [  ] Diarrhea     [  ] Seizures     [  ] Skin rashes      
[  ] Visual Problems     [  ] Wheezing     [  ] Constipation     [  ] Sleeping Problems     [  ] Depression   
[  ] Sinus Problems     [  ] Shortness of Breath     [  ] Change in Bowels     [  ] Nervousness/anxiety  
[  ] Nose Bleeds      [  ] Chest Pain     [  ] Burning with Urination     [  ] Problems in School      
[  ] Seasonal Allergies     [  ] Heart Murmurs     [  ] Blood In urine     [  ] Other-______________________       
[  ] Food allergies -_____________________________________________________________________ 
[  ] Major illness-______________________________________________________________________ 
 
Has the patient been seen by any specialists?   
     Name and when:___________________________________________________________________ 
     Name and when:___________________________________________________________________ 

 
CURRENT AND PAST MEDICATIONS: 

Please list all medications patient is taking. Include prescribed drugs and over-the-counter drugs, such as vitamins/inhalers. 

 
Drug Name:   Strength:   Frequency Taken: Stopped Taking: 
1.__________________________________________________________________________________ 
2.__________________________________________________________________________________ 
3.__________________________________________________________________________________ 
Are you allergic to any medications?  

 
PAST SURGICAL HISTORY: 

Surgery:       Year: 
1. ___________________________________________   _____________________________________ 
2. ___________________________________________   _____________________________________ 
 

LIST FAMILY HEALTH HISTORY: 
Family Member:      Disease(s)/Illness:  
Mother  ____________________________________________________________________________ 
Father  _____________________________________________________________________________ 
Maternal Grandmother  _______________________________________________________________ 
Maternal Grandfather _________________________________________________________________ 
Paternal Grandmother _________________________________________________________________ 
Paternal Grandfather __________________________________________________________________ 
Sibling (Circle): Brother / Sister __________________________________________________________ 
Sibling (Circle): Brother / Sister __________________________________________________________ 
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