NAVAL HOSPITAL OAK HARBOR
 PEDIATRIC CLINIC

3475 N. Saratoga St
Oak Harbor, Washington 98278-8800
(360) 257-9782
MEDICAL INFORMATION FORM

	PRIVACY ACT OF 1974

AUTHORITY: 5 U.S.C., Section 301; 10 U.S.C., Section 3013

PRINCIPLE PURPOSE(S): Information may be used to identify military families with dependents with disabilities or those with special needs in order to assist them in obtaining proper medical or educational services; provide basic information for casework services record, pediatric clinic reference files, update medical management records and provide background information. Information can also be used for identifying, locating and contacting service members; consultation with other military and civilian agencies, as appropriate; taking command action when required; documenting need to provide special services.

ROUTINE USES: Birth records may be disclosed to States’ Bureau of Vital Statistics; overseas birth records are disclosed to the Department of State. Death records may be disclosed to Federal, State and private sector authorities having legitimate need therefor.

DISCLOSURE: Disclosing information is voluntary; however, failure to provide information may result in delayed service by the Clinic.

	Dear Parent: We are asking you to complete this form to help us understand your questions and concerns and to better understand your child. Some of the information requested may not seem related to your child or his/her problems, but often such seemingly unrelated information becomes very important in our understanding of the concerns related to your child. You may not immediately remember the answers to all of the questions, but please try to answer as many as possible. 


IDENTIFYING INFORMATION







Today's Date_________________________          

Child's Name __________________________________________ Nickname _______________________
Date of Birth_________________Age__________ Sex: M   F Birthplace_______________________

Person completing form_______________________________ Relationship to child _________________
Mailing address__________________________________________________________________________

City____________________________  State_________ Zip______________ Phone #________________

Sponsor_________________________ Sponsor’s Social Security Number________-_________-________

Duty Station_______________________________ Work Phone Number__________________________

Enrollment Plan (Tricare Prime, Standard, Extra or not enrolled) __________________________________

Is your child enrolled in the Exceptional Family Member Program (EFMP)?  
  Yes

 No

REASONS FOR EVALUATION
Who referred your child for evaluation? __________________________________________________________
What is his / her concern? _____________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Please describe the problems, questions or concerns for which you are seeking help at this time. Also, please indicate when these problems were first noticed.

	
	At what age were problems first noticed

	
	

	
	

	
	

	
	

	
	


What do you think might be the reason for your child’s difficulties?________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are you hoping to have happen or gain from this evaluation? _____________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Has your child had previous evaluations or treatments for your concerns? 
 Yes

 No

If so, where and when?  Please attach any available reports.

______________________________________________________________________________________

______________________________________________________________________________________

What were their findings? _________________________________________________________________

______________________________________________________________________________________

Do you agree with their findings and recommendations?  
 Yes 

 No
 Why? ________

______________________________________________________________________________________

MEDICAL HISTORY

PREGNANCY HISTORY

Note: This information relates to birth (biological) parent.

Was the pregnancy with this child planned? Yes  

 No  

Month of pregnancy when started prenatal care ____________

Mother's health during pregnancy (check)
  Good    
Fair     
 Poor

Did mother drink alcohol before pregnancy?
 No
 Yes

If Yes, what type of alcohol most often consumed: ___wine   ___beer   ___liquor   ___unknown  ___other


Average number of drinks per drinking occasion: ________________ 


Maximum number of drinks per occasion: ______________________


Number of drinking occasions per week: ________________________

Did mother drink alcohol during pregnancy?           No
 Yes

If Yes, what type of alcohol most often consumed: ___wine  ___beer  ___liquor
  ___unknown  ___other

	
	What month(s) of pregnancy

	    Average number of drinks per drinking occasion: ________________
	

	    Maximum number of drinks per occasion: _____________________
	

	    Number of drinking occasions per week: ______________________
	


Did mother use any other types of drugs during pregnancy?  No       Yes, if so, what kind and how often? 

Did mother smoke cigarettes during pregnancy?   No 
 Yes, if so, how many packs per day?

Did mother take any prescribed medications or vitamins during her pregnancy?  No   Yes 

If so, please specify:

Did mother drink caffeinated beverages during her pregnancy (e.g., Coke, Pepsi, coffee, tea)?  No   Yes


If yes, please indicate the type and frequency (cups / cans per day) 

How much weight did mother gain during pregnancy? ____________

Did mother have any of the following problems / events during pregnancy?  No   Yes (check) (explain as needed)


	 Prenatal monitoring or tests (ultrasound, amniocentesis, stress test, etc.)
	 Hospitalization: Reason_____________________

__________________________________________

	 High blood pressure or toxemia
	 Serious injury or surgery

	 Bleeding or spotting
	 Diabetes

	 Infections: what kind? ______________________
	 Sexually transmitted disease: what kind? _______

	 Fever


	 Seizures or convulsions

	 Rash

	 Excessive vomiting



Other problems, stresses, worries or concerns related to this pregnancy? (please specify): 

Baby's movements were (check one):  Average     Less active or weaker than expected    More active 

Other pregnancies
List all pregnancies of the biologic mother (including miscarriages/ abortions) in order of occurrence:

	Year
	Length of pregnancy (months)
	Birth Weight
	    Check if difficulties

during               at

pregnancy          birth
	      Status of children

Living              If not,

Normal             explain

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


BIRTH HISTORY
Where was the child born?    Home     
 
 Hospital

Name of Hospital and Location (City, State, Country)___________________________________________

______________________________________________________________________________________

Mother’s age at delivery? ____________  Father’s age? _________________

Length of pregnancy___________________      Length of labor_________________________

Labor was (check one)easy, no problems              difficult (explain)

Type of delivery:  Natural (vaginal)      C-section      Forceps   Vacuum

Baby's position:  Head down (vertex)
  Legs or bottom down (breech)

   

Were there any of the following problems during labor or delivery? Yes       No

	 Premature rupture of membranes
	 Meconium (baby bowel movement) in fluid

	 Failure of labor to progress
	 Cord around neck (how many times?)

	 Maternal fever
	 Abnormal bleeding

	 Problem with placenta
	

	 Other complications or problems (explain)
	

	
	


Baby's Apgar scores, if known: ______________________

Birth weight: ___________   Length: ___________    Head circumference ___________

NEWBORN AND EARLY INFANCY HISTORY

Duration of mother's hospital stay___________ 
Duration of baby's hospital stay___________

Were there any problems while the baby was in the hospital? (check)    Yes      No



	 Needed oxygen
	 Abnormal muscle tone

	 On ventilator
	 Abnormal head ultrasound, CT scan

	 Pneumonia/ Respiratory distress syndrome
	Bleeding in brain or ventricles

	 Seizures
	 Problems with low blood sugar

	 Infections
	 Problems with feeding or growing

	 Meningitis
	 Needed tube or gavage feeding

	 Jaundice (Yellow skin)
	 Episodes of apnea (no breathing)

	 Phototherapy (light therapy)
	 Birth Defects/ birth abnormalities

	 Blood transfusion
	

	 Other complication or problems (explain)
	

	
	


In the first 12 months, did baby have any of the following? (check):   Yes      No

	 Excessively quiet/ sleepy
	 Sleep problems

	 Excessively hyperactive or irritable
	 Poor head control

	 Colicky
	 Poor eye contact

	 Difficult to feed (poor suck, spitting up)
	 Didn’t like to be held or cuddled

	 Floppy muscle tone
	Difficult to calm down or comfort

	 Stiff muscle tone
	 Abnormal response/ interactions with people

	 Other problems/ concerns (explain)
	

	
	


Baby was        breast fed until_______(age)

 bottle fed

Did parents have any problems adjusting to new baby?    Yes           No

GENERAL MEDICAL HEALTH

List any chronic or severe illnesses or medical problems your child has had that have required frequent care by a doctor or follow-up by a specialist:

Over past 12 months, your child's general health has been (check):  Good  
 Fair 
    Poor

Over the past 12 months, has there been any worsening of your child's overall health?   Yes
 No

If yes, please explain:

Do you have any worries about your child's health?
 Yes

 No

If yes, please explain:

Hospitalizations: Any times your child has had to stay in the hospital overnight or longer since birth:


Reason 


             Date               Age

Hospital

________________________________     __________     _______     ____________________________

________________________________     __________     _______     ____________________________

________________________________     __________     _______     ____________________________

________________________________     __________     _______     ____________________________

Operations / Surgeries:


Reason 


             Date               Age

Hospital

________________________________     __________     _______     ____________________________

________________________________     __________     _______     ____________________________

________________________________     __________     _______
 ____________________________

________________________________     __________     _______     ____________________________

Serious injuries/accidents:  

Medications: Medications your child is taking at this time:


Name




Amount and Frequency

_________________________


_____________________

_________________________


_____________________

_________________________


_____________________

_________________________


_____________________

What medications related to your child’s current concerns has he or she taken in the past?


Name


Time period it was taken

Helpful or not helpful and how

________________________
____________________

_________________________

________________________
____________________

_________________________

________________________
____________________

_________________________

________________________
____________________

_________________________

Allergies: Has your child ever had a bad or allergic reaction to a medicine?      No    Yes (explain)

Does your child have any allergies to food?    No
Yes  (explain)

Immunizations: Are your child’s immunizations / vaccinations up to date?      Yes         No

Has child ever had a serious reaction to an immunization? (explain) Yes
 No

If your child has had any of the following, please check and explain when it occurred:

Neurological/ Musculoskeletal

 Head injuries

 Meningitis or encephalitis

 Loss of consciousness, coma, fainting

 Dizzy spells

 Sudden episodes of staring, confusion, altered awareness or responsiveness

 Seizures or epilepsy

 Excessive fatigue or daytime sleepiness

 Frequent headaches

 Unusual movements (tremors, shaking, jerking, tics)

 Poor coordination

 Weakness

 Unusual walk or balance 

 Speech defects

 Frequent stuttering or stammering

Hearing

 Ear infections

 Hearing problems

 Ear tubes

Date of most recent hearing exam and results_______________________________

Vision

 Vision problems

 Wears glasses or contacts

 Eyes turning in or out

Date of most recent eye exam and results__________________________________

Respiratory

 Frequent colds

 Chronic cough

 Asthma

 Hay fever or allergies
 Sinus condition

 Constant nighttime snoring or difficulty breathing

Cardiovascular/ Hematologic

 Heart murmur

 Heart disease or malformation
Fainting during exercise

Palpitations (fast heart beat)

Chest pain
 Anemia (low blood count)

Gastrointestinal

 Excessive vomiting or dehydration

 Frequent diarrhea

 Constipation

 Frequent stomach pains

Genitourinary

 Urination in pants/bed

 Pain while urinating

 Excessive urination

Unusual or strong odor to urine

Growth/ nutrition

 Excessive weight gain

 Slow weight or height gain
 Difficulty feeding, chewing or swallowing

Skin

Severe, frequent, or unusual skin problems or rashes

 Birthmarks (light, dark, or red skin patches that were present at birth or developed later)

Sleep

 Difficulty falling or staying asleep

 Experience nightmares, night terrors, sleep walking, sleep talking

Other

 History of sexual abuse

 History of physical abuse

 Suspicion of alcohol or drug abuse

DEVELOPMENTAL HISTORY
Have you ever been worried that your child's development was slower than it should be?Yes     No

If yes, in what area and please explain:

Have you ever been worried that your child has lost skills that he/she used to have?   Yes           No

If yes, please explain:

We would like to have some more detailed information about your child’s development. If you can recall, or if you can find the information in your child’s “Baby Book,” please write the age at which your child did each of the following. If you cannot recall exactly, please indicate early, normal, late, or not achieved yet = NA.

	MOTOR





	Age
	Early 
	Normal
	Late
	NA
	Normal age (mo)

	Rolled over front to back
	
	
	
	
	
	4-6

	Sat without support
	
	
	
	
	
	7-8

	Crawled on hands and knees
	
	
	
	
	
	7-8

	Walked with no help
	
	
	
	
	
	10-15

	Pedaled a Tricycle
	
	
	
	
	
	36

	Rode a 2 wheeled bicycle
	
	
	
	
	
	60

	USE OF HANDS
	
	
	
	
	
	

	Picked up small food items (e.g., Cheerios) between 2 fingers
	
	
	
	
	
	12

	Drank from a regular cup
	
	
	
	
	
	18

	Buttoned clothing
	
	
	
	
	
	36-48

	Tied shoelaces
	
	
	
	
	
	60-72

	LANGUAGE
	
	
	
	
	
	

	Smiled
	
	
	
	
	
	1-2

	First word other than “mama” or “dada”
	
	
	
	
	
	11-12

	2 word phrases (“Let’s go”, “mama up”)
	
	
	
	
	
	21

	Said first and last name
	
	
	
	
	
	36

	SOCIAL/GENERAL SKILLS
	
	
	
	
	
	

	Eye Contact
	
	
	
	
	
	0-1

	Played peek-a-boo
	
	
	
	
	
	7-9

	Imitated tricks such as waving
	
	
	
	
	
	9

	Toilet Trained: Day
	
	
	
	
	
	24-36

	Toilet Trained: Night
	
	
	
	
	
	36-48


CURRENT SKILLS 

At what age level does your child's development seem closest to?

How would you rate your child's overall level of intelligence?


 Below average        

 Average   

 Above average

What does your child like to do?

What things does your child do well?

What presents the greatest difficulty for your child?

TEMPERAMENT/ CHILD’S PERSONALITY CHARACTER
Please score your child based on the following scaled options. In the last column please put when this character trait was first noticed. 

	Trait
	
	
	
	
	
	
	Age when first noticed

	Activity Level: 

During daily routines, your child is characteristically:
	1

very quiet
	2
	3
	4
	5
	6

very active,

rambunctious
	

	Mood: 

In general, your child’s day-to-day disposition tends to be:
	1

very positive
	2
	3
	4
	5
	6

unhappy, grouchy
	

	Approach/ Withdrawal: Responds to new people, places, and events with:
	1

extreme curiosity
	2
	3
	4
	5
	6

extreme caution, shy
	

	Distractibility:

Your child is disrupted by commotion and other people:
	1

never
	2
	3
	4
	5
	6

always
	

	Sensory Threshold:

Responsiveness to sounds, odors, tastes, lights and textures is:
	1

hardly noticeable
	2
	3
	4
	5
	6

extremely strong, sensitive
	

	Intensity:

Reacts to both positive and negative events with:
	1

no change in behavior
	2
	3
	4
	5
	6

extreme change in behavior
	

	Regularity:

Bodily rhythms, including sleep patterns, hunger and bowel movements are:
	1

very regular
	2
	3
	4
	5
	6

very irregular,

unpredictable
	

	Persistence/ Attention Span:

When completing routine tasks, your child:
	1

usually stays on task
	2
	3
	4
	5
	6

usually frustrated, doesn’t finish
	

	Adaptability:

During transitions from one activity to another, your child is:
	1

very quick to adapt
	2
	3
	4
	5
	6

very slow to adapt
	


BEHAVIORS:

Please indicate whether your child has shown any of the following behaviors. Explain, if possible.

	 Excessive crying
	 Odd behavior

	 Talks about wanting to die
	 Odd thinking or speech

	 Anxiety / nervousness
	 Fighting

	 Excessive worries
	 Frequent temper tantrums

	 Fears
	 Destructiveness

	 Rituals
	 Defiance of authority

	 Unusual habits
	 Delinquent behavior

	 Other (please explain)
	 Inappropriate sexual behavior


SCHOOL HISTORY
	Current School:



	Grade:                                                   School Phone Number:



	Teacher (Main Classroom):



	Special Ed or Resource Room teacher:



	Teacher’s Aide:



	Type of class:    Regular       Special education.         

                                                                        Number of children in classroom: ______________


If in special education in the past please list years and services: 

Is he or she receiving LAP or Chapter 1 services?    Yes 
 No

Does your child receive any of the following services? If so, how many times and minutes per week? 







(e.g., 1X/ day - 30 min per week)

 Speech therapy

 Occupational therapy

 Physical therapy

 Special Education

Has child ever been suspended or expelled from school?      No
 Yes (explain)

Has child ever been retained a grade or held back?      No

 Yes (explain)

Describe briefly any current school concerns, when you first noticed them or when they were brought to your attention and what the school is doing to help your child:

SOCIAL HISTORY
PARENTS

Mother's name_________________________________________ Birthdate ___________  Age _________

Occupation____________________________________________  Religion ________________________ 

Highest grade completed _________________________ Highest diploma ___________________________

Marital status___________________________  Number of previous marriages_______________________

Check which applies:  Biological/birth
 Adoptive     Step    Foster   Other ______________

Father's name__________________________________________ Birthdate ___________  Age _________

Occupation____________________________________________  Religion ________________________ 

Highest grade completed _________________________ Highest diploma ___________________________

Marital status___________________________  Number of previous marriages_______________________

Check which applies:  Biological/birth
 Adoptive    Step   Foster   Other _______________

With whom is child currently living (list members of household and primary caregivers)?


Name


Age


Relationship to patient

____________________

____


__________________________


____________________

____


__________________________

____________________

____


__________________________

____________________

____


__________________________

____________________

____


__________________________

____________________

____


__________________________

If parents are separated or divorced, who has custody of this child?________________________

How often does the other parent see this child? (check one) 
 Weekly or more often       Once or twice a month
 Few times a year
 Never 

List any significant stresses or family problems since your child has been born (moves, marital conflicts, separations or divorces, family violence, abuse, illnesses or deaths, financial problems, alcohol or drug problems, etc.):

Are you currently receiving any specific support through any organization? No   Yes  If so, what is the name of the organization or organizations?

	What are your main sources of support? (please check)
	Which are most helpful?
	Which do you wish could help you more? 

	We are getting no support
	
	

	Family
	
	

	Friends
	
	

	Church
	
	

	Support groups/ services
	
	

	Military support network
	
	

	Work
	
	

	Other
	
	

	
	
	


FAMILY HISTORY
Are the birth mother and father related in any way (1st cousins, 2nd cousins, etc.)?  No    Yes 

If so, how?

Does anyone in the family have any of the following? Check all that apply, past or present.

	Condition
	Mother
	Father
	Sibling
	Mother's Family
	Father's Family

	Mental retardation
	
	
	
	
	

	Learning disorder
	
	
	
	
	

	Did not graduate from high school
	
	
	
	
	

	Aggressive or violent
	
	
	
	
	

	Attention problems; hyperactivity
	
	
	
	
	

	Depression
	
	
	
	
	

	Suicide attempts
	
	
	
	
	

	Anxiety disorder/panic attacks
	
	
	
	
	

	Psychosis or schizophrenia
	
	
	
	
	

	Obsessive-compulsive disorder
	
	
	
	
	

	Alcohol or drug abuse
	
	
	
	
	

	In trouble with law; arrested; delinquency
	
	
	
	
	

	Physical abuse


	
	
	
	
	

	Sexual abuse


	
	
	
	
	

	Tics or Tourette syndrome
	
	
	
	
	

	Behavior problems as child or teen
	
	
	
	
	

	Seizures
	
	
	
	
	

	Autism
	
	
	
	
	

	Birth defects or familial disorder
	
	
	
	
	

	Cerebral palsy
	
	
	
	
	

	Hearing problem

(deafness)
	
	
	
	
	

	Vision problem

(blindness)
	
	
	
	
	

	Early Sudden Death 
	
	
	
	
	

	Hypertrophic Cardiomyopathy
	
	
	
	
	

	Arrhythmia
	
	
	
	
	

	Prolonged QT syndrome
	
	
	
	
	


List on back any other family health, developmental, learning, or mental health problems you think may be important. Also, if you need to write more details on any other information please use the back or attach a separate sheet of paper.




