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New Patient Questionnaire 
 

Today’s Date  

  

Mother’s Name    Date of Birth  

 First    Last 
    

Relation (circle)   Biological Mother   Stepmother   Adoptive Mother    Foster Mother   Other________ 

      

Father’s Name    Date of Birth  

 First    Last 
    

Relation (circle)   Biological Father     Stepfather     Adoptive Father      Foster Father    Other________ 

 

 

Address  

  Do both parents live at this address? Yes____ No____  

    If no, please complete the secondary address line below 
 

Address  

  This address is the Father’s______ Mother’s______ 

 
 
Child’s Name    Date of Birth  

 First Middle   Last 

 

Gender Male  Female  Other  

 
 

School History 
 

 

Current School  Grade  

 

 

Please circle all of the words below that describe your child’s school program 

E.H. Class E.M.H. Class T.M.H. Class S.L.D. Class 

Gifted Program Speech Vocational Homebound 

Private School E.E.L.P. Resource Room Early Learning Center 

 

According to the teacher, the child’s schoolwork is… 

 Below grade level  On grade level  Above grade level 

 

Has the child repeated a grade? 

 No  Yes; what grade?  
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Reason for Referral 

 

Why is the child being seen at the clinic? Please list the problems. 

 

 

 

 

 

 

When did you first begin to notice these problems? What made you think something might be wrong? 

 

 

 

 

 

 

What ways have you tried to solve the problem? 

 

 

 

 

 

 

Have these ways worked? 

 

 

 

 

 

 

How have the problems affected the family/household? 

 

 

 

 

 

 

Are other people also concerned about the child? Who? 

 

 

 

 

 

 

What do you think might be causing the child’s problems?  

 

 

 

 

 

 

Has the child ever been tested or treated for these problems? If so, please fill in the blanks below. 
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Dates seen Reason seen Seen by Results 

    

    

    

    

 

 

Family Information 

 

Who lives with the child? 

Name  Relation  

 

Age  Problems?  

 

Name  Relation  

 

Age  Problems?  

 
Name  Relation  

 

Age  Problems?  

 
Name  Relation  

 

Age  Problems?  

 

 

Does anyone else in the family (immediate or extended) have problems similar to the patient? 
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Current Medications (prescribed and over-the-counter, including herbs and supplements) 

Medication Dosage How often 
Do you frequently 

miss doses? 

    

    

    

    

    

    

 

Pharmacy information: If we prescribe medication for your child, what pharmacy do you use: 

Name:_____________________________________________  Phone number: ___________________ 

 

 

Please list below any medications that your child has in the past:  

 

 Medication Daily Dose Purpose  

a    

b    

c    

d    

e    

f    

g    

h    

 

 

Does your child have any drug allergies? Yes______  No______ 

If yes, what medication?  

 

 

Mother’s Pregnancy History 

 

When the mother was pregnant with the child was she under the care of a doctor? 

 Yes  No 

 

How far along in the pregnancy was the mother when she started seeing a doctor? 

 Months 
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Review of Systems (Child and Adolescent) 
 

In each area, if you are not having difficulties, please circle “No Problems.” If you are experiencing any 

of the symptoms listed, PLEASE CIRCLE THE ONES THAT APPLY, or explain any that may not be listed. 

If you have any questions about this, please ask your doctor. 

 

Const. (Health in general): no problems | lack of energy | unexplained weight gain or weight loss | loss 

of appetite | fever | night sweats | pain in jaws when eating | scalp tenderness | prior diagnosis of cancer | 

other:__________________________ 
 

Eyes: no problems | vision changes | wearing glasses | dry eyes | watery eyes | other:_________________ 
 

Ears, Nose, Mouth, & Throat: no problems | difficulty with hearing | sinus problems | runny nose | post-

nasal drip | ringing in ears | mouth sores | loose teeth | ear pain | nosebleeds | sore throat | facial pain or 

numbness | other:__________________________ 
 

C-V (Heart & Blood Vessels: no problems | irregular heartbeat | racing heart | chest pains | swelling of 

feet or legs | pain in legs with walking | other:__________________________ 
 

Resp. (Lungs & Breathing): no problems | shortness of breath | night sweats | prolonged cough | 

wheezing | sputum disorder | prior tuberculosis | coughing up blood | abnormal chest x-ray | snoring or leg 

pain at night | other:__________________________ 
 

GI (Stomach & Intestines): no problems | heartburn | constipation | intolerance to certain foods | diarrhea 

| abdominal pain | difficulty swallowing | nausea | vomiting | blood in stools | unexplained change in 

bowel habits | incontinence | other:__________________________ 
 

GU (Kidney & Bladder): no problems | painful urination | frequent urination | urgency |  

bladder problems | sexually transmitted diseases | other:__________________________ 
 

MS (Muscles, Bones, Joints): no problems | joint pain | aching muscles | shoulder pain | swelling of 

joints | joint deformities | back pain | other:__________________________ 
 

Integ. (Skin, Hair, & Breast): no problems | persistent rash | itching | new skin lesion | change in 

existing skin lesion | hair loss or increase | breast changes | other:__________________________ 
 

Neurologic (Brain & Nerves): no problems | frequent headaches | double vision |weakness | change in 

sensation | problems with walking or balance | dizziness | tremor | loss of consciousness |  

uncontrolled motions | episodes of visual loss | other:__________________________ 
 

Endocrinologic Glands): no problems | intolerance to heat or cold | menstrual irregularities |  

frequent hunger/urination/thirst | changes in sex drive | other:________________________ 
 

Hematologic (Blood/Lymph): no problems | easy bleeding | easy bruising | anemia | abnormal blood tests 

| leukemia | unexplained swollen areas | other:__________________________ 
 

Allergic/Immunologic: no problems | seasonal allergies | hay fever symptoms | itching |  

frequent infections | exposure to HIV | other:__________________________ 
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Reviewed by:  

Date/Time: 
 

  

 


