
One Sky Wellness Associates 
6300 9th Ave NE Seattle, WA 98115 206.363.5555 

INFANT HEALTH HISTORY  

Form completed by:                                                                                       Date: 

All questions contained in this questionnaire are strictly confidential and will become part of your child’s 
medical record. 

Baby’s Name:       
(Last, First, M.I.) 

 M 
 F DOB        

BIRTH HISTORY 
Prenatal history: 
 

  YYEESS          NNOO  
  YYEESS          NNOO  
  YYEESS          NNOO    
  YYEESS          NNOO    
  YYEESS          NNOO  

GGeessttaattiioonnaall  ddiiaabbeetteess  
GGrroouupp  BB  SSttrreepp  
HHyyppeerrtteennssiioonn  
SSmmookkiinngg  dduurriinngg  pprreeggnnaannccyy  
AAllccoohhooll  oorr  rreeccrreeaattiioonnaall  ddrruugg  uussee  dduurriinngg  pprreeggnnaannccyy  

Birth History:   Vaginal      Cesarean Section     Forceps    Vacuum     Trauma? 
TTiimmiinngg::        OOnn  ttiimmee        BBeeffoorree  3377  wweeeekkss  ooff  pprreeggnnaannccyy        AAfftteerr  4422  wweeeekkss  ooff  pprreeggnnaannccyy  
  
BBiirrtthh  ssiittee::    __________________________________________                    BBiirrtthh  AAtttteennddaanntt::    ______________________________________________  
  

Illness:  AAnnyy  nneewwbboorrnn  pprroobblleemmss??        JJaauunnddiiccee        HHoossppiittaalliizzaattiioonn      OOtthheerr,,  ddeessccrriibbee             

DIET AND ENVIRONMENT 
Feeding Plans: Home Environment: 

How many children in your home? ______________________________________                                              
This child’s birth order (3rd of 4 kids…)  _________________________________  
What adults live with your child? _______________________________________ 
 

 YES    NO   Does your home have adequate heat, a telephone and enough food?  
 YES    NO   Was your home built before 1950?   
 YES    NO   Does your home have mold?   
 YES    NO   Is your home safe?      

    BBrreeaassttmmiillkk  oonnllyy 

    FFoorrmmuullaa  

    MMiixxeedd    

FAMILY HEALTH HISTORY 
Is your child adopted? …………………………………………………………………………………..  Yes    No 
Have any family members had the following?  If so, note relationship to child 

  YYeess    NNoo Deafness   YYeess    NNoo  Bleeding disorder 

  YYeess    NNoo Nasal Allergies/ Eczema or Asthma   YYeess    NNoo  Liver or Kidney disease 

  YYeess    NNoo Developmental or genetic disorders   YYeess    NNoo  Diabetes before age 50 

  YYeess    NNoo  High Cholesterol   YYeess    NNoo  Bed-wetting after age 10 

  YYeess    NNoo  Heart Disease before age 50   YYeess    NNoo  Epilepsy or convulsions 

  YYeess    NNoo  High Blood Pressure before age 50   YYeess    NNoo  Alcohol or drug abuse 

  YYeess    NNoo  Anemia   YYeess    NNoo  Mental illness 

WWhhaatt  iiss  yyoouurr  ppllaann  ffoorr  vvaacccciinnaattiioonn??      CCDDCC  ssttaannddaarrdd  sscchheedduullee      AAlltteerrnnaattiivvee  SScchheedduullee        NNoo  vvaacccciinnaattiioonn 
  
RReevviieewweedd  oonn  __________________________________                              PPhhyyssiicciiaann  SSiiggnnaattuurree  ________________________________________________________________________________________ 



One Sky Wellness Associates 
6300 9th Ave NE Seattle, WA 98115 206.363.5555 

 


	INFANT HEALTH HISTORY 
	BIRTH HISTORY
	FAMILY HEALTH HISTORY


