
Patient Information Update Form 
 
 
Patient Name:_____________________________________________ Birthdate: ______________________ 
 
Welcome to our Practice! The information in this questionnaire is an important part of your child’s medical record. The 
information is kept confidential. Please answer each question carefully. If you need assistance, ask the nurse or doctor. We may 
ask you to update this information periodically. 
 
MOTHER/BABY MEDICAL HISTORY: 
 
1. Birth Weight: _____________________________________________________________   
 
2. Pregnancy Lasted to full term (___) or pre term (___) and/or # of weeks____________ 
 
3.  Type of delivery:  Vaginal      or       C-Section  
 
4. Mother’s age at time of birth: ____________  Number of pregnancies: ___________  Number of deliveries:_______________ 
 
5. Ever had bladder/kidney infection? Y  N  (If yes at what age? ____)        Ever had wheezing? Y  N  (If yes at what age?____) 
 
6. Any medical problems?  Y  N   Specify: ________________________________________________________________________ 
 
7. Fractures, concussions, or other serious injury?  Y  N         Specify (include age):_____________________________________ 
 
8. Allergies: Y  N   (If yes, please specify):________________________________________________________________________ 
 
9. Patient Surgeries or hospitalizations (where the patient was admitted to the hospital): 
 

Age:_______________ Reason:______________________________________________________________________________ 

Age:_______________ Reason:______________________________________________________________________________ 

Age:_______________ Reason:______________________________________________________________________________ 

 

10. Please list all household memebers: 
 
__________________________________________________  ________________________________________________ 
 
__________________________________________________  ________________________________________________ 
 
__________________________________________________  ________________________________________________ 
 
 
10. FAMILY AND SOCIAL HISTORY: 
 
 A.) Mom and Dad:  Married  Divorced Separated  Never Married 
   
 If the parents live in different homes, does the child visit the other parent?   Y   N 
 
 B.) Does any member of the household smoke?  Y   N   If “yes”  Inside  or  Outside 
 
 C.) Animals in the home?  Y   N     If “yes” give the type of animal(s)__________________________________________ 
 
 D.) Heat with wood stove or fireplace?  Y   N 
 
 E.) Drug or Alcohol problems at home?  Y   N 
 
 
 



 
 
Patient’s Name: ______________________________________ Birthdate: ____________________________ 

 
 

FAMILY AND PERSONAL HEALTH HISTORY 
Note: Please complete all information on this report. All information is treated in confidence and will be released unless you 
grant permission. 

 
 

Family Record 
 

Check (X) condition and relationship of any blood 
relative who has had any of the conditions listed 

below: 
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Indicate 
Other 

Relative 
Healthy          

Alcoholism or Drug Use           

Allergies (hay fever, animal, etc.)          

Anxiety          

Asthma          

Attention Deficit Disorder or Similar Condition          

Bleeding Disorder          

Breast Cancer          

Colon Cancer          

Crohn’s Disease or Ulcerative colitis          

Depression          

Diabetes as a child          

Diabetes as an adult only          

Eczema          

Emphysema          

Epilepsy or seizures          

Heart attack less than 50 years          

High blood pressure          

Irritable Bowel Syndrome          

Leukemia or Lymphoma          

Low thyroid          

Lupus          

Melanoma          

Migraines          

Other (Specify):          

Other blood disorder (specify):          

Other cancer (specify):          

Other heart disease (specify):          

Other lung disease (specify):          

Other Thyroid (specify):          

Rheumatic fever or rheumatic heart disease           

Rheumatoid arthritis          

Schizophrenia          

Stroke less than 50 years          

Deceased           

 


