
LaFollette Family Clinic & Pediatrics
Pediatric Demooraphic Sheet

INSURANCE INFORMATION

I verify that all the information above is correct to the best of my knowledge.

Guarantor Signature:

Last Name: First Name: trMale
trFemale

Mailing Address city State zip

Home Phone Cell Phone

Date of Bifth Social Security # Pharmacy

Guarantor's Name Relationship

Guarantor's DOB Guarantor's Soc Sec # Guarantor's Email

LAST NAME FIRST NAME RELATIONSHIP

ADDRESS CITY STATE ztP

HOME PHONE CELL PHONE

INSURANCE SUBSCRIBER # GROUP #

POLICY HOLDER (If different from above) Policy Holder DOB Policy Holder Soc Sec#

Date Signed:

I

I

I A



PEDIATRIC PATIENT MEDICAL HISTORYFORM

Date I ctrito's Name

I

Nickname DOB
[Male flFemale

Previous Physician Request for Records Transfer
Complete? Yes No

Date of Last Well Child
Exam:

Mother's Full Name: Father's Full Name:

Step-Mother's Full Name (If Applicable) Step-Father's Full Name (If Applicable)

Custodial Provider's Full Name (If different from above) Relationship to Patient

Birth History

If birth was early, how many weeks early?
Did mother have any illnesses/problems with her pregnancy? EYes trNo Explain:
Did baby have any problems right after birth? trYes ENo Explain:

Before mother knew she was pregnant or at any time during her pregnancy did she:

ESmoke Cigarettes (amount) trDrink Alcohol (amount)
EUse "street" drugs (Upe) flUse Prescription Drugs (type)

Was initial feeding E Breast milk? tr Formula?

Current and Past History
Is your patient currently on any medication?
Does your child have any serious or chronic illnesses?

Has your child had serious injuries or accidents?
Has your child had any surgeries?
Has your child ever been hospitalized?
Is your child allergic to any medications?
Has your child ever reacted to immunizations?

Does Your Child Have or Has Your Child Ever Had:
Asthma, recurrent cough, bronchitis, or pneumonia
Nasal allergies or eczema
Frequent ear infections or sore throat
Problems with ears or hearing
Problems with eyes, vision or teeth
Frequent headaches or other neurologic problems
Frequent abdominal pain
Constipation requiring doctor visits
Bladder/kidney problems or bedwetting
Any heart problems/murmur
Anemia or bleeding problem
Thyroid or other gland problem
Diabetes
ADD/ADHD
Mental Health Issues
Use of drugs or alcohol

Explain

trY trN Explain
tlY tlN Explain

Explain
Explain
Explain
Explain

trY trN
trY trN
trY trN
trY trN
trY trN

trY trN
trY trN
trY trN
trY trN
trY trN
trY trN
trY trN
trY trN

Explain
Explain
Explain
Explain
Explain

trY trN
trY trN
trY trN
trY I]N
trY trN
trY trN

Explain
Explain
Explain
Explain
Explain
Explain
Explain
Explain

trY trN Explain
nY trN Explain

Explain


