PEDIATRIC

PLEASE FILL OUT THE FOLLOWING AS IT WILL EXPEDITE
YOUR CHILD’S INTAKE PROCESS.

Patient Name:

THANK YOU!

Date of Birth:

YOUR CHILD’S PAST MEDICAL HISTORY

Please indicate if your child has/had any of the following:

Anemia

Angina

Anxiety

Asthma

Bleeding Disorder
Blood Clot
Cancer

Chest Pain
Chronic Back Pain
Congestive Heart Failure
Depression
Diabetes

O DE 0 0O

0000 0.8 05800 050

Diabetic Foot Ulcers
Dialysis
Diverticulitis
Emphysema

Gl Bleed
Headaches

Heart Attack
Hepatitis A
Hepatitis B

Hepatitis C

High Blood Pressure
High Cholesterol

008 00 3 a8 a0 aJegied

1550 N Northwest Highway
Suite 220

Park Ridge, IL 60068-1459
(847) 824-3198

FAX: (847) 824-1291

1009 IL Route 22

ORTHOPAEDIC SURGERY SPECIALISTS, LTD.

0SS

Suite 2
Fox River Grove, IL 60021-1998
iall Aﬂwmwmw S ORTHOPAEDIC SURGERY SPECIALISTS, LTD.
Notes:
Hypothyroidism [J Rheumatoid Arthritis
Irregular Heart Beat [0 Seizures
Kidney Failure [J Sleep Apnea
Liver Problems [0 Stroke
Lupus O Ulcers
Migraines 0 Urinary Tract Infection (Chronic)
Neurological Disorder ] Pregnant
Numbness/Tingling ] Other
Poor Circulation
Pulmonary Embolism
Psoriasis
Reflux
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Please indicate if your child’s Father, Mother, Brother(s) or Sister(s) have had any of the following and note the relation:

J FH Unremarkable [] FH Coronary Heart Disease Female <65
[0 FH Anesthetic Complications [J FH Diabetes

O FH Bleeding Disease (0 FH Osteoporosis

0 FH Cancer [J FH Rheumatoid Arthritis

[0 FH Coronary Heart Disease Male <55

YOUR CHILD’S SOCIAL HISTORY (All questions may not apply to your child)

Is your child employed? YES NO

If so, what type of work does your child do?

Does your child smoke? YES NO

If so, how many packs per day?

Is your child exposed to second hand smoke? YES NO
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Please list all of your medications that you are currently taking including all vitamins and

herbs/supplements. Please include the dosage and instructions for each medication that you are
taking. For example: Aspirin 325 mg, 1 tablet daily.

Please list any allergies to medications or products/solutions (i.e. tape, latex) that you may have.

Please list what type of reaction that you get to each medication or product that you are allergic to.
For example: penicillin- hives
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