
Fishers Family Care Health History Form 
Adolescent (Ages 11-17) 

 
Patient Name: DOB: Today’s Date: 

Parent/Guardian Name(s): 

Current Medications: 

Allergies: 

Surgeries/Hospitalizations/Major Illnesses (include age and/or date): 

 
Patient’s Medical History 

 
Patients birth weight: __________ Mother’s pregnancy    Full-term     Premature _______ weeks 
Did the mother have any major illnesses during pregnancy?    No     Yes  If yes, explain ______________________________ 
Birth information    Normal vaginal delivery    forceps used     C-section     breech     complications _______________ 
 

Check any past or current patient problems 
 

  confused 
  unresponsive 
  eyes 
  ears 
  nose 
  mouth 
  sinus 
  throat 
  skin problems 
  rash 
  hives 
  hearing 
  speech 

 
 

  vision 
  loose or chipped teeth 
  capped or false teeth 
  stomach problems 
  weight loss 
  weight gain 
  bowel problems 
  liver problems/hepatitis 
  gallbladder 
  bladder 
  kidney 
  dialysis 
 problems with  

     reproductive organs 
 

  blood clots 
  circulation problems 
  bleeding 
  stroke 
  high blood pressure 
  heart problems 
  thyroid 
  diabetes 
  immune system problems 
 bones 
  difficulty walking 
  frequent falls 
 seizures 

 
 

  weakness 
  too little sleep 
  too much sleep 
  lung problems 
  breathing problems 
  tuberculosis (TB) 
  positive TB skin test 
 date of last TB skin test 

      __________________ 
 

 Immunizations up-to-date 
 
 
 
 

  pain: location _________________   cancer, location _____________________  other ___________________________ 
 problems with anesthesia, describe _________________________________________________________________________ 

Explain any checked items: __________________________________________________________________________________ 
_________________________________________________________________________________________________________ 

 
Family/Social History 

 
Please list all those living in the child’s home and any immediate family members not living in the home 
 
Name Relationship to 

Child 
Age Living in 

the Home 
Health Problems 

     
     
     
     
     
     
 
 



If both parents work, who provides child care?    Day Care Center    Sitter in the Home     Relative    Other ________________ 
Are there any family members living with the child who smoke?     Yes     No 
What type of water is used in the home?    City     Well 
 
Does the patient use tobacco?    No    Yes   If yes, how much/day? ________________ How many years? _____________________ 
Does the patient use recreational drugs?   No    Yes  If yes, what type? ___________________ How long? _____________________ 
Does the patient use alcohol?   No    Yes  If yes, how much per day?_________ Per week?__________  How long?______________ 
Does the patient use caffeine?   No   Yes  If yes, how much per day? ____________________________ How long? _____________ 
Is the patient sexually active?   No    Yes  If yes, how long? __________________ 
Unusual dietary habits: _______________________________________  Special Interests: ______________________________________ 
 
Have you had a family member with any of the following?  If so, check the appropriate box and write the family member. 
 

 Asthma _______________________      
 Emphysema ___________________ 
 Epilepsy ______________________          
 Diabetes ______________________ 
 Tuberculosis __________________  
  Stroke _______________________    

  Febrile Seizures _______________          
  Thyroid Disease _______________ 
  Heart Diseases/Attack ___________            
  Mental Retardation _____________    
  Genetic Disease ________________ 
 Cancer (include type)_____________ 

  Bleeding Disorders ____________ 
  SIDS (crib death) ______________         
  High Blood Pressure ____________ 
  High Cholesterol _______________        
  Other ________________________ 

________________________________ 
 

Signature: ___________________________________ Relationship to patient: _____________________ Date: _______________ 


