
New Patient Health History Form 
Please fill out completely 

 
 

Patient Name: ____________________________ Date of Birth: ______________ 

 

Place of Birth: ______________________________________________________ 

         
        Please check one: 

Birth Weight: ______ lbs. ______ oz.   Full-Term:  

Number of Weeks: _______________   Premature: 

Mother’s Age at Birth: _____________ Father’s Age at Birth: ____________ 

 

Any complications during pregnancy and/or delivery? Yes  No 
If yes, please specify: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Has the patient had any previous surgeries?   Yes  No 
If yes, please specify: 

_____________________________________________________________________________________________ 

Does the patient have a history of Chronic Illness?  Yes  No 
If yes, please specify: 

_____________________________________________________________________________________________ 

Is the patient being followed by a specialist?   Yes  No 
If yes, please specify: 

_____________________________________________________________________________________________ 

Does the patient have any siblings?    Yes  No 
If yes, please list sex and age: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Who lives in the home? (I.e. Mom, Dad, siblings, Grandparents, etc.)  

__________________________________________________________________  

Has the patient ever lived outside of the United States? Yes  No 
If yes, please list when and where: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Any Family History (I.e. Diabetes, Cancer, Heart Disease, etc.):  

__________________________________________________________________

__________________________________________________________________ 

 

Signature of Nurse Reviewing: ________________________ Date: __________ 


