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HealthPoint

Family Care




Patient Name:








Date of Birth:




Social History:
Patient's history has been provided by: (Name)










Relationship to patient: 
( )Mother   ( )Father   ( )Grandmother   ( )Grandfather    ( )Caretaker    ( )Other  - 



Child's parents are: 
( ) married and living together

( ) separated not living together

( ) divorced not living together

( ) other:



Who is the Primary Caretaker:

( ) mother 

( ) father 

( ) grandmother 

( ) grandfather 

( ) other - 




Custody Arrangements:
( ) mother is the custodial parent with standard visitation with father  

( ) father is the custodial parent with standard visitation with mother  
( ) parents have joint custody with shared parenting time  

( ) mother is the custodial parent with little or no visitation with father 

( ) father is the custodial parent with little or no visitation with mother 

( ) grandparents have custody of the child  

( ) foster care 

( ) other - 








Learning Development/School:
( ) Daycare ( ) Preschool ( ) Headstart ( ) School – Grade Level


( ) The child is home schooled
How is the child doing in school?  ( ) Doing Well   ( ) Doing  Poor

Absent from school this year    # ________ of  ( ) days  ( )  weeks   ( ) months
NEWBORN

Where was the child born?  






Did the child pass the newborn hearing screen?
( ) Yes   ( ) No

Did the child receive the Hepatitis B vaccine in the hospital?  ( ) Yes   ( ) No

CHILD (Age 0-12)

Does the child live in a home built before 1970?
( ) Yes   ( ) No 

Does anyone who lives with the child smoke?
( ) Yes   ( ) No 

Who smokes in the home?  ( ) mother    ( ) father   
( ) grandmother   ( ) grandfather   ( ) Other - 




Has the child ever been physically abused?
( ) Yes   ( ) No 

Has the child ever been sexually abused?

( ) Yes   ( ) No 

Is there a gun in the home?


( ) Yes   ( ) No
ADOLESCENT (Age 13-17)

Does the child smoke or use tobacco?

( ) Yes   ( ) No 

If "Yes" ( ) Cigarette   ( ) Smokeless – Amount           pack(s)/can(s) per             ( ) day  ( ) week  for 

years

Any concerns about drugs or alcohol?

( ) Yes   ( ) No 

Has the child ever been physically abused? 
( ) Yes   ( ) No 

Has the child ever been sexually abused?

( ) Yes   ( ) No 

Is there a gun in the home? 


( ) Yes   ( ) No
Family History of:

(check all that apply)
( ) Alcohol/Drug Abuse

( ) Asthma 

( ) Cancer 

( ) CVA / Strokes

( ) Diabetes 

( ) Heart disease 

( ) Heart attack 50 yrs 

( ) High Blood Pressure

( ) High Cholesterol 

( ) Lead poisoning  

( ) Mental Illness 

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) Osteoporosis 

( ) Seizure or epilepsy  

( ) Sickle cell problems 

( ) Suicide 
( ) Thyroid Disease

( ) Other:


( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

( ) mother  ( ) father  ( ) brother/sister  ( ) grandfather  ( ) grandmother

Family Health:

Mother’s Name:



Age:
Living with child? ( ) yes  ( ) no 
Health: ( ) Living  ( ) Sick  ( ) Deceased

Father’s Name:



Age:
Living with child? ( ) yes  ( ) no 
Health: ( ) Living  ( ) Sick  ( ) Deceased
Guardian’s Name:


Age:
Living with child? ( ) yes  ( ) no 
Health: ( ) Living  ( ) Sick  ( ) Deceased
Sibling’s Name:



Age:
Living with child? ( ) yes  ( ) no 
Health: ( ) Living  ( ) Sick  ( ) Deceased

Sibling’s Name:



Age:
Living with child? ( ) yes  ( ) no 
Health: ( ) Living  ( ) Sick  ( ) Deceased
Sibling’s Name:



Age:
Living with child? ( ) yes  ( ) no 
Health: ( ) Living  ( ) Sick  ( ) Deceased
Sibling’s Name:



Age:
Living with child? ( ) yes  ( ) no 
Health: ( ) Living  ( ) Sick  ( ) Deceased
Sibling’s Name:



Age:
Living with child? ( ) yes  ( ) no 
Health: ( ) Living  ( ) Sick  ( ) Deceased
Past Medical History: 

(check all that apply)
( ) Alcohol/Drug Abuse 

( ) Allergies 

( ) Anemia 

( ) Anxiety 

( ) Arthritis  

( ) Asthma 

( ) Back Injury 

( ) Bleeding Disorders 

( ) Bowel Problems 

( ) Breathing Problems 

( ) Cancer/Tumor 

( ) Depression 
( ) Emotional Problems  

( ) Epilepsy/Seizures
( ) Gall Bladder/stones  

( ) Hay Fever 
( ) Heart Problems  

( ) Heart Murmur  

( ) Hearing/Speech Prob
( ) Hepatitis  
( ) High Cholesterol  

( ) Hypertension 

( ) Lead Exposure 

( ) Liver Disease 

( ) Muscle Problems 

( ) Rheumatic Fever  

( ) Seizures 

( ) Skin Problems  

( ) Stomach Problems 

( ) Stroke  

( ) Thyroid/Goiter 

( ) Ulcers 

( ) Vision Problems
( ) Other:



Is your child having any problems?
( )yes( )no – please explain:







Is your child seeing a specialist?

( )yes( )no – please explain:







Is your child taking any medications? 
( )yes( )no – If yes, please list the names, strengths, and directions of any medications your child is currently taking:

























What pharmacy do you use?













Is your child allergic to any medications?( )yes( )no – If yes, please list each allergy and the reaction your child has below
Allergy: 

Reaction: 

History Surgery/Hospitalization: (Please check all that apply)
( ) Abdomen 

( ) Adenoids

( ) Amputation  

( ) Appendectomy 

( ) Arterial Bypass  

( ) Back
( ) Breast  

( ) Carpal Tunnel  
( ) Gall Bladder 
( ) Knee Arthroscopy Left 

( ) Knee Arthroscopy Right 

( ) PE Tubes  

( ) Tonsillectomy 

( ) Valve Replacement  

( ) Wisdom Teeth

( ) Other:



Provider Signature:







Date:



History Preloaded by:
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