	PATIENT’S ILLNESSES
Place an (X) in the appropriate box for any of the illnesses in Column 1 and 2 that this child has now or has had.
	FAMILY ILLNESSES

Write in the relationship of any of this child’s blood relatives who have or have had any of the illnesses in Column 2.
	FAMILY MEMBERS

Write in the name and year of birth for each of the following relatives of this child and place an (X) in the appropriate box if any of them are not living.



	Column 1
	X
	X
	Column 2
	Relationship
	Name
	Year of Birth
	Not Living

	Red or 10-day Measles
	
	
	Allergies or Asthma
	
	Father:
	
	

	German or 3-day Measles
	
	
	Anemia
	
	
	
	

	Roseola or Baby Measles
	
	
	Birth Deformities
	
	Mother:
	
	

	Chicken Pox
	
	
	Bleeding Tendencies
	
	
	
	

	Mumps
	
	
	Diabetes
	
	Brothers or Sisters:
	
	

	Scarlet Fever
	
	
	Epilepsy or Convulsions
	
	
	
	

	Pneumonia
	
	
	Eye Disease
	
	
	
	

	Whooping Cough
	
	
	Kidney Problem
	
	
	
	

	Strep Throat
	
	
	Mental Retardation
	
	
	
	

	Urinary Infection
	
	
	Nervous Breakdown
	
	
	
	

	Broken Bones
	
	
	Obesity
	
	
	
	

	Knocked Unconscious
	
	
	Tuberculosis
	
	
	
	

	Other Serious Injury
	
	
	Other Illness
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Hospitalizations and Operations
	Type of Operation or Illness
	Month & Year
	Name of Hospital
	City & State

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Chronic Illnesses
	Diagnosis
	Date of Onset
	Date Resolved
	Diagnosis
	Date of Onset
	Date Resolved

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Current Medications
	Medication
	Start Date
	Stop Date
	Medication
	Start Date
	Stop Date
	Medication
	Start Date
	Stop Date

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


