Patient History Form - Newborn to 5 years

Patient Name DOB

Sex M F History given by Date

Patient Information:
Are immunizations up to date? Yes or No
Birth History: Was infant born early or late? Yes or No
If yes, how many weeks?
What was infants birth weight?
Did your child have any respiratory problems, jaundice, or other problems at birth?

Acute Iliness / Chronic lliness / Medical Issues: List all past and present diagnoses

Hospitalizations or ER Visits: List any that have occurred since the last well check

Surgeries: List any that have occurred since the last well check

Allergies:

Medications: name, dose, what is it given for?

Social History:
Who does the patient live with?

If biological parents are separated or don't live in the same home as the patient, how often does
the chiid visit the other home?

Does your child have any pets in or outsnde of the home? Yes No
If yes, list pets:

Is your child exposed to tobacco smoke?

Any recent travel since the last well check? Yes No Where?

Family History - Does anyone in the patlents immediate family have any of the following:

Heart Problems/

Heart Attack Y N | Migraines/Headaches Y = N | Allergies Y

High Cholesterol Y N | ADHD/ADD Y N | Eczema Y

High Blood Pressure Y N | Diabetes Y N | Depression or Anxiety Y

Asthma Y N | Thyroid Problems Y N | Obesity Y
Bleeding or Clotting

Stomach Problems Y N | Problems Y N | Alcoholism Y

Kidney/Bladder

Problems Y N | Anemia Y N | Drug Abuse Y

Seizures Y N | Arthritis Y N | Cancer Y N
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Questions About Your Child and Tuberculosis (1B} %

Child's Name Date of Birth : ?
Texas

Your Name » Health:
- I | qS&@s

Today's Date

We need your help to find out if your child has been exposed to the disease tuberculosis, also known -
as TB.

TB is caused by germs, It is usually spread to another person by coughing or sneezing. A person can
have TB germs in their body but not have active TB disease. TB can be prevented and treated. Your
answers to the questions below will let us know if your child might have been exposed to TB. If your
answers show your child might have picked up the TB germs, we will want to give him or her a TB skin
test. The skin test is not a vaccination. It will not prevent TB. It will only let us know if your child has the
TB germs.

Check the box that matches your answer: Yes No Do Not
: : : Know

1. Has your child been tested for TB?
If yes, when? Please tell us the date

2. Have you ever been told that your child had a positive TB skin test (TST)?
If yes, when? Please tell us the date

3. TBcan cause fever that can last days or weeks. It can cause weight loss, a bad
cough (lasting over two weeks}, or coughing up blood.

Has your child been around anyone with any of these problems?

Has your child been around anyone sick with TB?

Has your child sver had any of these problems or do they have them now?

4. Was your child born in another part of the world like Mex1co or Latin America, the
Caribbean, Africa, Eastern Europe, or Asia?

5. Has your child been to Mexico or any other country in Latin America, the
Caribbean, Africa, Eastern Europe, or Asia for more than 3 weeks?
Which country or countries did your child visit?

6. Do you know if your child has spent more than 3 weeks with anyone who:

Uses needles for drug use?

Has AIDS?

Was oris in jail or prison?

Has just come to the United States from another country?

FOR THE PROVIDER:

If the prior test was negative and the answer to #4 is yes, the child does not need a repeat skin test.

If the prior test was negative and occurred at least 8 weeks after the situation described in #3a, 3b, 5, or
6, the child does not need a repeat skin test.

If the prior test was positive, the child does not need a repeat skin test; but a positive answer to #3c
would indicate a chest x-ray as soon as possible.

PPD administered Yes___ No___
If yes,
Date administered / / Date read / / PPD response _ mm

PPD provider

Signature Printed Name
If chest x-ray done, date and results

Provider phone
number, ' City County

If positive, referral to local/regional health department/specialist? Yes_ No
If yes, name of health dept/specialist

Contact your local or regional health department if assistance is needed.
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