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Pediatric Medical History 

 

 
 

Patient Medical History/Historia Medica del Paciente 
 
Last Name/Apellido: ___________________   First Name/Primer Nombre: ________________     M.I.____ 
 

 

Pregnancy and Birth History/Historia de Embarazo y Parto 
 

      Full Term/Término Completo            Premature/Prematuro         (____) weeks gestation/semanas gestación   Weight/Peso:  ____ 
 
 

Were there any extraordinary conditions before, during or after birth? For example: high fever, measles, use of 

drugs/acohol, or prescription medications. Explain? 
Había alguna condición extraordinaria antes, durante o después del parto? Por ejemplo: temperatura alta, sarampión, 

uso de drogas, alcohol o medicamentos. Explique: 
 

____________________________________________________________________________________________________ 

 

Child’s Health History/Historia de Salud del niño 
 

Please indicate if your child has ever had any of the following/Por favor indique si su niño/a a tenido cualquiera de lo siguiente: 
 

Illness at birth/Enfermedad al nacer: List/Enumera? yes/si     no 

Allergies/Alergias: To what/A que? yes/si     no 

Asthma/Asma? yes/si     no 

Seizures/Convulsiónes? yes/si     no 

Hospitalizations/Hospitalización: When/Cuando? yes/si     no 

Surgeries/Cirugía: For what and when/Para que y cuando? yes/si     no 

Ear Infections/Infecciónes del Oído: When/Cuando? yes/si     no 

Other/Otro: yes/si     no 

 
Is your child currently taking any medications/Su niño esta tomando algun medicamento? (Please list/Por favor enumera) 
 

______________________________________________________________________________________________ 

 

Daily Activities/Actividades Diarias 
 

Does your child have problems with the following activities? Su niño tiene algun problema con las siguientes actividades? 

 

Chewing/Masticando yes/si    no Picking up small things/Recoger cosas pequeñas yes/si    no 

Swallowing/Pasando yes/si    no Dressing/Bistiendo yes/si    no 

Feeding themself/Comiendo solito yes/si    no Throwing/Tirando yes/si    no 

Balance/Equilibrio yes/si    no Kicking/Pateando yes/si    no 

Crawling/Gatear yes/si    no Catching/Cogiendo yes/si    no 

Walking/Caminando yes/si    no Babbling/Balbucear yes/si    no 

Sitting/Sentarse yes/si    no Talking/Hablar yes/si    no 

Jumping/Brincando yes/si    no Behavior/Comportamiento yes/si    no 

 
 

Other concerns/Otras preocupaciónes: _______________________________________________________________ 


