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Infant History 

3 Months to 5 Years
Today’s Date:_________________

Patient’s Name:_____________________________   Gender M  F     Date of Birth:______________Age_______
Address:_______________________________City/State/Zip:_____________________Phone:_______________

Yes
No













(          (      Is your child being breast fed? If no how long was he/she breast fed?________________
                                 If still breast feeding, how much cow’s milk does mother consume each day?_________


(          (      Is your child formula fed?   Which formula or other milk source?___________________
(          (      Is your child eating solid food? What food does their diet contain?__________________

                     ________________________What is your child’s favorite food?___________________

(          (      Does your child have any feeding difficulties?__________________________________
(          (      Does your child have any digestive disturbances?_______________________________
(          (      Does your child have any food allergies?______________________________________
(          (      Does your child have any persistent or intermittent skin rashes?____________________
(          (      Is your child receiving any vitamin supplements?_______________________________
(          (      Does your child have problems with constipation?______________________________

(          (      Has your child had any recent falls or trauma?__________________________________

                     Describe the trauma and the date it occurred___________________________________
(          (      Has your child ever fallen down stairs or fallen from any height?___________________
(          (      Has your child ever been in a motor vehicle accident?____________________________

(          (      Has your child ever had a bone fracture or joint dislocation?_______________________
(          (      Has your child had any other trauma or injuries?________________________________
(          (      Has your child had any upper respiratory infections or ear aches?____________________
(          (      Has your child had asthma?_________________________________________________
(          (      Has your child had any other illnesses?________________________________________
(          (      Is your child presently receiving any medications?_______________________________
(          (      Has your child recently been vaccinated?______________________________________
(          (      Are there any smokers in the child’s home?____________________________________
Reason for Today’s Visit__________________________________________________________________
_______________________________________________________________________________________

