
PATIENT HISTORY FORM
Be sure to download and save this document to your 

and emailed to alphapedi01@gmail.com or print the 

502 Madison Oak Suite # 245
San Antonio, TX 78258
Phone (210) 404-2532
Fax (210) 404-2539

(if you have any questions please ask the nurse)
Date: Grade In School:

(Specify When Diagnosed):

Please List Any Surgeries 

PATIENT HISTORY FORM:

Child’s Name: 
Please List Your Child’s Medical History

(Operations)

Family History (Place an “X” in appropriate boxes to identify all illnesses/conditions in your blood relatives): 
If history is unknown please place an “X” here:

Father Mother
Grandpa
 Maternal

Maternal 
Grandma

Paternal 
Grandpa

Paternal
Grandma Brother Sister

Cancer (specify)

ADHD

Asthma

Heart Disease
Diabetes
High Blood
Pressure
High
Cholesterol

Season Allergies

Alcohol/ Drug
Abuse

Depression/
Psychiatriac
Illiness

IF THERE IS ANY OTHER SIGNIFICANT FAMILY HISTORY 
PLEASE LIST HERE

Please list any allergies or adverse drug reactions (drug and type of reaction):

CURRENT MEDICATIONS:
 Name of Medication  Start Date Dose How often taken

Sign: Date:

Is your child up to date on immunizations? If not, please explain


	Text Field 59: 
	Text Field 76: 
	Text Field 110: 
	Text Field 113: 
	Text Field 116: 
	Text Field 119: 
	Text Field 111: 
	Text Field 114: 
	Text Field 117: 
	Text Field 120: 
	Text Field 112: 
	Text Field 115: 
	Text Field 118: 
	Text Field 121: 
	Text Field 67: 
	Text Field 68: 
	Text Field 69: 
	Text Field 70: 
	Text Field 60: 
	Text Field 61: 
	Text Field 62: 
	Text Field 63: 
	Check Box 42: Off
	Check Box 96: Off
	Check Box 105: Off
	Check Box 1014: Off
	Check Box 1023: Off
	Check Box 1032: Off
	Check Box 1041: Off
	Check Box 1050: Off
	Check Box 43: Off
	Check Box 97: Off
	Check Box 106: Off
	Check Box 1015: Off
	Check Box 1024: Off
	Check Box 1033: Off
	Check Box 1042: Off
	Check Box 1051: Off
	Check Box 44: Off
	Check Box 98: Off
	Check Box 107: Off
	Check Box 1016: Off
	Check Box 1025: Off
	Check Box 1034: Off
	Check Box 1043: Off
	Check Box 1052: Off
	Check Box 45: Off
	Check Box 99: Off
	Check Box 108: Off
	Check Box 1017: Off
	Check Box 1026: Off
	Check Box 1035: Off
	Check Box 1044: Off
	Check Box 1053: Off
	Check Box 46: Off
	Check Box 100: Off
	Check Box 109: Off
	Check Box 1018: Off
	Check Box 1027: Off
	Check Box 1036: Off
	Check Box 1045: Off
	Check Box 1054: Off
	Check Box 47: Off
	Check Box 101: Off
	Check Box 1010: Off
	Check Box 1019: Off
	Check Box 1028: Off
	Check Box 1037: Off
	Check Box 1046: Off
	Check Box 1055: Off
	Text Field 123: 
	Check Box 1056: Off
	Check Box 1047: Off
	Check Box 1038: Off
	Check Box 1029: Off
	Check Box 1020: Off
	Check Box 1011: Off
	Check Box 102: Off
	Check Box 1057: Off
	Check Box 1048: Off
	Check Box 1039: Off
	Check Box 1021: Off
	Check Box 1030: Off
	Check Box 1012: Off
	Check Box 49: Off
	Check Box 48: Off
	Check Box 48 pf: Off
	Check Box 102 pm: Off
	Check Box 1011 pmp: Off
	Check Box 1020 pmg: Off
	Check Box 1029 ppp: Off
	Check Box 1038 ppg: Off
	ppb: Off
	Check Box 1056 ps: Off
	Check Box 103: Off
	Text Field 64: 
	Text Field 65: 
	Text Field 66: 
	Text Field 4: 


