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Newborn History 

Birth to 3 Months

Today’s Date:_________________ Patient’s Name:___________________________  Gender M  F  Age_______ Address:____________________City/State/Zip:______________________________Date of Birth:___________
How many hours does your baby sleep between feedings?   During Day_____________ At Night_____________
Yes
No













(          (      Does your baby go to sleep easily?___________________________________________
(          (      Does baby have a preferred sleeping position?__________________________________


(          (      Does baby cry if you change this sleeping position?______________________________

(          (      Does baby have any feeding difficulties?_______________________________________

(          (      Is baby being breast fed?
If no, for how long was baby breast fed_______weeks/mths

(          (      Does baby have a one sided breast-feeding preference?         Preferred breast   Left/Right

(          (      Is baby formula fed?  Which formula or other milk source? ________________________
(          (      Does baby frequently spit-up after feeding?_____________________________________
(          (      Does your baby cry a lot?   For how many hours a day?___________________________
(          (      Does baby pass a lot of intestinal gas?_________________________________________
(          (      Does baby have a preferred head position?_____________________________________

(          (      Does baby frequently arch his/her head and neck backwards?______________________
(          (      Does baby cry or become irritable during a diaper change?________________________
(          (      Has baby ever had a fever?_________________________________________________

(          (      Has baby had any falls?____________________________________________________
(          (      Has baby been in a car accident?_____________________________________________

(          (      Has baby had any other trauma?______________________________________________
(          (      Has baby had any vaccinations?______________________________________________
(          (      Do you have any other concerns to discuss?_____________________________________
CONDITION OF BABY IMMEDIATELY AFTER BIRTH:

APGAR Score

At 1 min___/10     At 5 minutes _____/10
Baby’s Crying

Baby Cried Immediately After Birth______  Cried Strongly______    Weak Cry_______



Did Not Cry For________minutes

Baby’s Color

Pink All Over______ 

 Blue Face_____  
 Blue Hands/Feet______
Baby’s Activity
Arms and Legs Actively Moving________

Floppy Baby_________
Medication Given at Birth?_________________________  Vaccines Administered______________________
Birth Weight________lbs.
     Birth Length______inches      Baby home on day_______     Epidural________
Was birth induced(Pitocin)_________   Were forceps or vacuum’s used________  Natural_____    Csection_____
