[image: image1.png]


                       [image: image2.png]Children's Mercy

HOSPITAL

™ www.childrensmercy.org



                     [image: image3.png]



PEDIATRIC REHABILITATION MEDICINE

DEPARTMENT
PATIENT HISTORY QUESTIONNAIRE
Please answer as many of the questions as possible.  DATE: ______________
	PATIENT INFORMATION

	NAME:
	
	DOB:
	

	ADDRESS:
	
	AGE:
	

	Mother’s 

Name
	
	Father’s

Name
	

	Who is your REFERRING PHYSICIAN? (The doctor who referred you to Children’s Mercy Hospital.) Please be sure to include the fax #, so we can fax reports.

	NAME
	SPECIALTY
	FAX #

	
	
	

	Who is your PRIMARY CARE PHYSICIAN? (The doctor who coordinates your care.) Please be sure to include the fax #, so we can fax reports.

	NAME
	SPECIALTY
	FAX #

	
	
	

	What other PHYSICIANS or SPECIALTIES see your child for this issue? (Please include upcoming appointments.)

	NAME
	SPECIALTY
	FAX #

	
	
	

	
	
	

	
	
	

	If you were not referred to Children’s Mercy Hospital by a doctor, who suggested you come here, or how did you find out about our department?

	

	CHIEF COMPLAINT(S)

Please briefly describe the purpose(s) of this visit, and specifically what you want to accomplish at this visit.
	Provider Notes



	
	


	Do you need any prescriptions today? (Please list medication name and dose)

	1.

2.

3.

	HISTORY OF PRESENT ILLNESS
	NOTES

	What problems has your child been experiencing?

	

	What part(s) of the body does the problem affect?

	

	How long has he/she had this problem?

	

	How often does the problem occur?

	

	Does the problem occur at a particular time of day? If so, when?

	

	How long does the problem last?
	

	How severe is the problem? Does it affect your child’s activities and development?  If so, how?
	

	Does anything help make the problem go away? If so, what?
	

	Does anything seem to make the problem worse? If so, what?
	

	List all the tests your child has had for this problem (Blood, Urine, MRI, CT Scan, EMG, EEG).
	

	How much pain do you think your child has had in the past week?

No Pain    0. . . . .1. . . . .2. . . . .3. . . . .4. . . . .5. . . . .6. . . . .7. . . . .8. . . . .9. . . . .10   Most severe pain imaginable
	

	PRENATAL HISTORY

	Were there any problems with the pregnancy of t his child?       Yes or No            Age of mother at time of delivery   ___________ yrs.
Please describe:

           

	Was your child born early?  Yes or No           If your child was born early, how early  ___________weeks.

	Was the child exposed to cigarettes, alcohol, medications or any other substances during pregnancy?      Yes or No
If yes, please list:



	Were there problems with delivery?       Yes or No

Please describe:

           

	Did your child have any problems after delivery?
	Yes or No

	Problems breathing


	Yes or No

	On respirator, if yes, how long?


	Yes or No

	Seizures


	Yes or No

	Bleeding in brain


	Yes or No

	Jaundice


	Yes or No


	Problems eating
	Yes or No

	Problems with eyes
	Yes or No

	Passed Newborn hearing screen
	Yes or No


	Any other problems in the newborn period?
	Yes or No

	Was your child adopted?
	Yes or No    Age?________

	Is this child a foster child?
	Yes or No    How long?_________

	Birth Weight
	Birth Height
	Head Circumference

	IMMUNIZATIONS:

	Are they up to date?
	Yes or No or Don’t Know

	DEVELOPMENTAL
	BEHAVIOR

	Is your child able to do the following and if so, what age did he/she begin?
	Behaviorally, compared to other children, does he/she:

	     Rolling over?      Yes or No         Age: _____
	Have excessive temper tantrums?      Yes or No

	     Sitting?      Yes or No       Age: _____
	Have breath holding spells?      Yes or No

	     Pulling to stand?      Yes or No        Age: _____
	Seem unable to play with others?      Yes or No

	     Walking along furniture?      Yes or No        Age: _____
	Seem unable to make friends?      Yes or No

	     Walking alone?      Yes or No        Age: _____
	Display unusually aggressive behavior?      Yes or No

	     Talking?      Yes or No        Age: _____
	Display abnormal irritability?      Yes or No

	
	Have an attention deficit disorder?      Yes or No

	
	Seem depressed?     Yes or No

	EDUCATION

	Does your child attend school?   Yes or No
	What school does your child attend?



	What grade is your child in? _________________
	Does your child have an IEP or 504 plan? ____________________

	Is your child having problems in school?  (please explain)



	NUTRITIONAL

	Does your child have any problems with present diet?   Yes or No    If yes, explain.

	NG                                                                                   Yes or No

	GT                                                                                    Yes or No

	If yes, what do they take in their tube?



	Is your child having difficulty with growing either too little or too much?  (If yes, please explain)        Yes or No




	THERAPIES

	Does your child receive any therapies?    Yes or No

	If yes, who does your child receive therapy through?  



	THERAPY
	THERAPIST
	FOR HOW LONG?
	HOW OFTEN?
	GOALS

	PT                   Yes or No 
	
	
	
	

	OT                   Yes or No 
	
	
	
	

	Speech           Yes or No 
	
	
	
	

	Vision              Yes or No 
	
	
	
	

	Horseback      Yes or No 
	
	
	
	

	Aquatic            Yes or No 
	
	
	
	

	Other               Yes or No 
	
	
	
	

	Equipment

	Does your child have or need any of the following equipment?

	     Braces?     No_____ Has _____     If yes, what kind of braces?

	     Bath equipment?     No _____ Has _____ 

	     Positioning Devices?     No _____ Has _____ 

	     Wheelchair?     No _____ Has _____ 

	     Car Seat?     No _____ Has _____ 

	     Other:


	Does your child have any of the following problems?

	GENERAL
	EARS, NOSE, MOUTH, THROAT
	CARDIOVASCULAR
	HEMATOLOGIC / ENDOCRINE

	Change in appetite     Yes  or No
	Hearing loss
	Yes or No
	Chest Pain
	Yes or No
	Blood Disorder
	Yes or No

	Weight loss                  Yes or No
	Trouble breathing through nose
	Yes or No
	Circulation Problems?
	Yes or No
	Diabetes
	Yes or No

	Weight gain                 Yes or No
	
	
	Heart Murmur
	Yes or No
	Other Endocrine disorder
	Yes or No

	Unable to sleep           Yes or No
	
	
	Shortness of breath
	Yes or No
	Sickle Cell Disease
	Yes or No

	Excessive sleepiness  Yes or No
	
	
	Thyroid Disease
	Yes or No
	
	

	Snoring                        Yes or No
	
	
	Heart Defect
	Yes or No
	

	Fatigue                         Yes or No
	
	
	
	
	
	

	Fever                           Yes or No
	
	
	
	
	
	

	SKIN
	URINARY
	
	
	
	

	Skin Breakdown
	Yes or No
	Increased frequency going too often
	Yes or No
	
	
	
	

	Skin Rash
	Yes or No
	Incontinence/bladder accidents
	Yes or No
	
	
	
	

	
	Frequent bladder infections
	Yes or No
	
	
	
	


	MUSCULOSKELETAL
	EYES
	GASTROINTESTINAL
	RESPIRATORY

	Low back pain
	Yes or No
	Trouble seeing
	Yes or No
	Abdominal 
	Yes or No
	Bronchitis
	Yes or No

	Neck pain
	Yes or No
	Wears glasses
	Yes or No
	Constipation
	Yes or No
	Pneumonia
	Yes or No

	Joint pain
	Yes or No
	
	
	Diarrhea
	Yes or No
	Chronic cough
	Yes or No

	Joint swelling
	Yes or No
	
	
	Reflux
	Yes or No
	Asthma
	Yes or No

	Fractures
	   Yes or No
	
	
	Stomach problem
	Yes or No
	Stops Breathing
	Yes or No

	Other (please explain)
	
	
	Liver problem
	Yes or No
	PSYCHIATRIC

	
	
	
	
	Vomiting
	Yes or No
	Anxiety
	Yes or No

	
	
	
	
	Bowel accidents
	Yes or No
	Depression
	Yes or No

	
	
	
	
	Potty trained
	Yes or No
	Attention Deficit Disorder
	Yes or No

	
	
	
	
	
	
	Autism
	Yes or No

	REVIEW OF SYSTEMS - NEUROLOGIC

	Difficulty concentrating
	Yes or No
	Memory problems
	Yes or No
	Poor coordination
	Yes or No
	Choking
	Yes or No

	Dizziness
	Yes or No
	Seizures
	Yes or No
	Speech difficulty
	Yes or No
	Difficulty chewing
	Yes or No

	Hallucinations
	Yes or No
	Leg discomfort
	Yes or No
	Stiffness in limbs
	Yes or No
	Drooling
	Yes or No

	Headache
	Yes or No
	Clumsiness
	Yes or No
	Trouble walking
	Yes or No
	Hoarseness
	Yes or No

	Lethargy
	Yes or No
	Poor Balance
	Yes or No
	Weakness – arms (L/R/Both)
	Yes or No
	Tingling sensation
	Yes or No

	Fainting spells
	Yes or No
	Loss of muscle bulk
	Yes or No
	Weakness – legs (L/R/Both)
	Yes or No
	Trouble swallowing
	Yes or No

	Head Injury
	Yes or No
	Excessive twitches
	Yes or No
	
	
	
	

	PAST MEDICAL HISTORY

Please list all medical problems and hospitalizations your child has had in the past with approximate dates.  (Use separate page if necessary)

	MEDICAL PROBLEMS
	DATE
	MEDICATIONS
	RESULT

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	SURGERIES (Please list all operations your child has had, with approximate dates.)

	PROCEDURE
	DATE
	SURGEON
	RESULT

	
	
	
	

	
	
	
	

	
	
	
	

	Does your child have any implanted devices, such as Intrathecal Baclofen Pump or Vagal Nerve Simulation? (please list)




	FAMILY HISTORY (Check all that apply.)

	
	Father
	Mother
	Father’s Parents
	Mother’s Parents
	Brothers /Sisters
	Children
	NOTES

	Arthritis
	
	
	
	
	
	
	

	Bleeding disorder
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	

	Brain tumors
	
	
	
	
	
	
	

	Dementia
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	Epilepsy or Seizures
	
	
	
	
	
	
	

	Heart disease
	
	
	
	
	
	
	

	High blood pressure
	
	
	
	
	
	
	

	Kidney disease
	
	
	
	
	
	
	

	Lupus
	
	
	
	
	
	
	

	Multiple Sclerosis
	
	
	
	
	
	
	

	Nerve or muscle disease
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	

	Thyroid disease
	
	
	
	
	
	
	

	Heart disease
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	

	SOCIAL HISTORY

	Who does this child live with?

	Guardian Name:  _______________________Male or Female (please circle)
	Guardian Name:  _______________________Male or Female (please circle)

	How old are you?
	How old are you?

	What is your highest level of education?

______ Grade School ______ High School ______\Vocational School

______ College   ______Graduate School
	What is your highest level of education?

______ Grade School ______ High School ______\Vocational School

______ College   ______Graduate School

	Where do you work?
	Where do you work?

	Do you have other children?

Do they live with you?
	Do you have other children?

Do they live with you?

	Does your child have a car seat?     Yes or No
	Does your child have a car seat?     Yes or No

	CURRENT MEDICATIONS ****
Please list all medications your child is taking, including over-the-counter drugs.

	DRUG
	DOSE and HOW OFTEN EACH DAY
	BY MOUTH, 

INJECTION, 

or INHALATION
	PRESCRIBED BY
	TAKEN SINCE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	OVER THE COUNTER SUPPLEMENTS 
(Any herbals, vitamins and other nutritional supplements)

	SUPPLEMENT
	DOSE and HOW OFTEN 

EACH DAY
	BY MOUTH or INJECTION
	TAKEN SINCE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	DRUG ALLERGIES AND REACTIONS

Is your child allergic to any medications?  If so, please list the medication and his/her reaction to it.

	MEDICATION
	REACTION
	MEDICATION
	REACTION

	
	
	
	

	
	
	
	

	
	
	
	


****Please make sure you get an updated copy of the list of medications from your doctor before you leave from your appointment.
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