DATE: DR. MANORAMA MATHUR
1127 Salem St., Malden, Ma 02148
g (617) 324-0242
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We will provide your child with the best medical care possible. Ymmpﬂdpﬂ]n
that care by answering the following:
Pregaancy & Birth

| Planned _ orUnplanned 2. Mother’s age at the time of the delivery

A Number of pregnancies_ B. Birth order of child

ot

Who was your primary care physician before this baby was born?

Did you suffer any illness during your pregnancy?

Did you &ver take any medication during your pregnancy?
Was the baby born on schedule?

oo b

A Type of delivery B. Type of Anesthesia

=~

What was baby’s weight at birth?
At the time of birth, did the child have any difficulty breathing?

9. Were there any complications, while the child was at the hospital?
If so, explain:

10. Inwhehhosmtalmyourchﬂdbom"

VELOPMENTAL
I Arwhat age did your child begin to sit on his’her own? 2. When did your child begintowalk? |
3. At what age did your child speak his/her first words? 4. When was the child toilet trained?
PAST ILLNESSES Has your child ever suffered form the following:
More than three ear infections?............. ves/no More than six colds or throat infections? ......... yes/no
*. Trouble passing urine? ..................... yes | no COmBIBIONEY .....ccuicaniisssisssisnsssinsses JEE 1 PO
- Fainting spell? ...............c.c........... yes/no Problems with vision? ..............cccocervinnraee. yes/ no
Tuble DERINET ... i yes /o Has your child ever had a hearing test?.......

Has your child ever had a vision test? .. yes/no Difficulty sleeping/ insomnia? ...
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Has he/she recently seen a dentist? ..... yes/no Hasymrthughmrhadﬁrstmcnsmm]pﬂwd? s/ no

Has your son shown any signs of sexual development? .......... yes/no

PLEASE TICK ANY OF THE FOLLOWING THAT YOUR CHILD HAS HAD:

Hestinal Pacasites Chicken Pox___ Bleed i
Whooping Cough Mumps _ Brokenbones _
German Measles Jaundice __ Scarlet fever .
Stomach problems Anemia Heart problems _
Measles s Rubella Other:

Has your child ever been in any serious accident(s)? m/uo Hnsyumchﬂdmbemopenmdm? ..... yes/no

Did your child ever have to stay in a hospital overnight? ...
If so:

A. What hospital?
B. Date of when this occurred?

ALLERGIES
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Has your child had any of the following:
Eczema ... ... ... yes /no Hives ... ..o yes /no
Asthina TR —— ¥/ o VDRI s JREAND
Allergies &«#;ions to medicines or infections? ... yes/ no

If so, please explain: :

FEEDING & DIGESTION o

Does your child have severe colic or unusual feeding problems? ... yes/ po
Is your child’s appetite usually good? ........ yes/no Are there any foods that bother him/her?........ yes/no
If so, please list: :

Doshe.fshcoﬁenhavediarrhmurnmnybowds? sisaeveriassssanssrsetsasse st ses s ibessssnesise JRE S
Has constipation ever been a problem? ... yes/no Is your child on vitamins? .............. yes/#0
If so, what kind? -, and how many daily? LE
How @re you feeding your infant? Breast Formula Suckedwell ....................... Yes / No

When did he/she begin eating solid food? Is he/she presently on a diet? ... yes/no
Any additional information?

BEHAVIOR & SCHOOL

What school does your child attend? Grade: |

Doesmchﬂdgctalongweuinschool? setssstsssensssserssnsis st snsanssnssasnssrssssscsssnsonsasresesiss JES /MO '
Doesyomchﬂdhavcanyproblemsthatthctmchﬂiswonyingabom? s ISR
Does your child get along well with other children? R USSR RRSOIUR 4 "/

TICK ANY OF THE FOLLOWING PROBLEMS WHICH YOUR CHILD HAS NOW
Not able to toilet train____ ° Speech problems___ Nightmares
Doesn't pay attention Slowtolearm _ Overactive
Eats dirt or paint Thumb sucking Jealousy
Holds his/her breath Nail biting _ Veryshy

fussiness Wets bed Other:

SCHOOL PROGRESS (STATE AGE FOR EACH & NAME SCHOOL ATTENDED)
Started preschool Started Kindergarten

Started first grade Learned to read

Grades repeated Learned to say numbers

FAMILY & SOCIAL
Are you presently in good health?.......... Yes / No Is the child’s father in good health?............. Yes /Nb
Have you ever lost any of your children_... Yes / No Doesanymchclpyoumkzmuf}wchﬂd..Ys!No
Areyoupzmenﬂyworl:ing....A...............YafNo Areyouinschool............................ Yes /No
Doyouhvcin:mu‘ectmmplex_xpmmmn_l:mse_? Whom does your child live with? tick one:

Hownnnypeoplzliveiuyou:home?Childrm__Adnhs__ Mother & Father  Father  Mother

High BP Allergy problem__ Heart disease Hay fever__
Arthritis Cancer TB Other




