CHILDREN’S MERCY HOSPITAL 

CLINICAL GENETICS, DYSMORPHOLOGY, AND METABOLISM
KANSAS CITY, MO 64108

PRE-CLINIC INFORMATION FORM

Please complete both sides of this form as completely as possible and return as soon as possible to in the enclosed envelope.  This information is needed BEFORE your appointment, as it will help us prepare for your child’s visit.
Patient’s Name ________________________________________ Patient’s Birthdate __________
Child’s Pediatrician ________________________________ Phone number__________________

Referring Physician _________________________________Phone Number__________________

WHAT IS YOUR MAIN CONCERN ABOUT YOUR CHILD?

____________________________________________________________________________________________________________________________________________
CHILD’S DEVELOPMENT

Age at which your child achieved the following milestones:

Smiled_______     Rolled_______     Sat_______     Crawled _______      Walked_______  
         Potty Trained_______     First word_______     Two word Sentences_______

Do you think there is a problem with your child’s development?
YES

NO

If yes, explain__________________________________________________________________

Does your child receive special education classes or other therapy/help?  YES
   NO
If yes, explain__________________________________________________________________

Child’s current grade in school_______ Has he/she ever repeated a grade in school? Which? ______
CHILD’S MEDICAL HISTORY
Has your child ever had any of the following:

Surgeries_____________________________________________________________________

Hospitalizations________________________________________________________________

Chronic Illnesses_______________________________________________________________

Medications___________________________________________________________________

Feeding concerns_______________________________________________________________

Growing concerns_______________________________________________________________

Other concerns_________________________________________________________________

FAMILY INFORMATION:

CHILD’S BIRTH FATHER

Name_________________________________________      Race________________________
Birthdate_______________ Years of education_______________________________________
Does this parent live in the home with the child?
YES

NO

CHILD’S BIRTH MOTHER

Name_________________________________________      Race________________________
Birthdate________________    Years of education____________________________________
Does this parent live in the home with the child?
YES

NO

Are the patient’s mother and father related to each other in any way?

YES

NO

If yes, what is the relationship (cousins, etc)? __________________________________
Are there any relatives with problems similar to those of the patient?     YES

NO
If yes, please list below, including those who are deceased (use another sheet of paper if necessary).

    NAME

RELATIONSHIP
BIRTHDATE


PROBLEMS

1.____________________________________________________________________________

2.____________________________________________________________________________

3.____________________________________________________________________________

Are there any relatives with birth defects or unusual health problems?
YES

NO

If yes, please list below, including those that are deceased (use another sheet of paper, if necessary).
NAME

RELATIONSHIP
BIRTHDATE


PROBLEMS

1.____________________________________________________________________________

2.____________________________________________________________________________

3.____________________________________________________________________________
PREGNANCY HISTORY

Mother’s age at patient’s birth______

Father’s age at patient’s birth_______

CHECK ANY THAT APPLY TO THE PATIENT’S MOTHER DURING HER PREGNANCY WITH THE PATIENT

               WHAT?                          WHEN DIAGNOSED?


     _____Illness________________________________________________________________
     _____Infection______________________________________________________________
     _____Chronic maternal condition (diabetes, etc)____________________________________

EXPOSURE TO:







HOW MUCH?

WHEN?


      ____Recreational drugs ______________________________________________________
      ____Alcohol _______________________________________________________________
      ____Tobacco _______________________________________________________________
      ____Prescription or over the counter medication___________________________________       
      __________________________________________________________________________                     
      ____Other _________________________________________________________________ 

CHECK ANY TESTING THE PATIENT’S MOTHER HAD DURING HER PREGNANCY WITH THE PATIENT

    _____ First Trimester/Maternal serum screening (AFP test; Triple or Quad screen)


Abnormal results:
YES

NO



If yes, please explain_________________________________________________

    _____Ultrasound/Sonogram


Abnormal results:
YES

NO



If yes, please explain_________________________________________________

    _____CVS/Amniocentesis


ABNORMAL RESULTS:
YES
      NO



IF YES, EXPLAIN__________________________________________________
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