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New Patient Medical Historg Form

Please complete the following questionnaire prior to your appointment with Dr. Martinez-Rubio.
Please answer all the sections as accurately as possible.

General Information:
Patient Name:

Date of Birth: Age:

Name of Person Completing Form: Relationship:

Why is the patient seeing us today?
When did this problem start?
Any labs/x-va:,s for this loroblem? |:|No |:|Yes (if yes, explatin:
Has your child been seen by an Endocrinologist before?[ |No[ JVes

Pediatrician’'s Name:

Birth History:

Birth Weight: Birth Length:

D Volgino\l Deliverj DC-Section (if C-Section, explain: )
[]Full-Term[ ]| Born early/late (if so, how many weeks? )
[] Any problems during pregnomcg?DNoDYes (if yes, explain: )
|:| Any problems o(uring deliverg?DNoDYas (if yes, explain: )
|:| Did the child g0 to NICU fo”owing birﬂ'\?DNoDYes (if yes, explain: )
Medical History:

Hosloi’collizo\‘tions or ER visitsDNoDYes (if yes, list: )

SurgeriesDNoDYes (if yes, list: )

Major/Chronic medical problemsDNoDYes (if yes, explain: )

A”ergies to medicationsDNoDYes (if yes, list: )

Developmental History:
Any developmental problems?DNoDYes (if yes, explain: )




Social Information:
Grade in School:

Parent's Names:
Mother:

School performance:

Ages:

Father:

Does child live with fdmilj?DYesDNo (if no, explain:

Familg History:
Mother's Height:

Mother's age at first menstrual period:

Father's Heigk‘t:

Father's Puber’cg (age):

Check all that apply:

Condition

Mother

Father Sibling

Relative

Diabetes

Tl’\jroio{

Heart Disease

Higk Blood Pressure

Cholesterol Problems

Overweight/obesi’cg

Early/late pubertj

Short stature

Cancer (tgpe)

Other

Medication Information:

List child's current medications in detail or attach list; if not applicable write N/A:

Name

Dose

How many times a do\g?




Preferred Pharmacy:

Pko\vmo\cy Name:

Address:

Phone:

I acknowledge the above information is true to the best of my knowledge.

Date of Birth:

Patient's Name (prin’c):

Print Patient or Parent/Legal Guardian Name (if minor):

Too(olj's Date:

Signature of Patient or Parent/Legal Guardian (if minor):
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