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Vital family Medicine
Hatha Gbedawo ND
5122 25TH AVE NE SEATTLE WA 98105

 (p) 206.518.8938 (f) 206.525.3273  www.vitalkidsmedicine.com 
 Name:  _____________________________________________ Date of Birth                            Age               Sex    ____________  (M/F) 

Mother’s Name________________________________________ Father’s Name_____________________________________________ Address________________________________________________________________________________________________________

Phone (Home)_____________________  (Work)_______________________  mother/ father/ other Referred By: ___________________
Other Physicians, Health care providers (acupuncture, primary care, chiropractors, pediatrician): ______________________________________________________________________________________________________________

Person to Notify in Case of Emergency:   

Name:____________________ Relationship____________Address:_____________________________Phone: ___________________
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Reason for Visit/ Please List Most Important Health Concerns/ Problems:

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies: Medications/ Food/ Environmental:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Medications:
	
	
	Supplements:
	
	

	
	Now
	Past
	
	Now
	Past

	Aspirin
	( 
	( 
	Vitamins
	( 
	( 

	Tylenol
	( 
	( 
	List/ Dose:___________________________________________________

____________________________________________________________

____________________________________________________________



	Antibiotics
	( 
	(
	

	Other:
	( 
	( 
	Minerals 
	(
	(

	List:______________________________________

__________________________________________

Fluoride in water?  Y/ N
	List/ Dose: ___________________________________________________

_____________________________________________________________

_____________________________________________________________



	
	Herbs:
	( 
	( 

	
	List/ Dose:____________________________________________________

_____________________________________________________________


Medical history:  Please ( if your child has had any of the following:

General:
( Anemia   ( Sickle Cell

( Chicken pox   ( Hepatitis

( Mumps  ( Measles 10 day 

( Rubella (measles 3 day)        

( Rheumatic Fever   ( Scarlet Fever 

( Pneumonia   ( Mononucleosis 

( Whopping cough   ( Croup

( Immune deficiency/ HIV       

Cardiovascular:  

( Breathing difficulties

( Chest pain   ( Heart Murmur

( Irregular heart beat 

Constitutional:

( Chills ( Dizziness ( Fainting

( Forgetfulness ( Headache 

( Loss of Sleep ( Nervousness 

( Epilepsy/ Seizures ( Hyperactivity

( Learning Disorders ( Depression

( Mood swings ( Numbness 

( Sweating 

( Tiredness ( Weight loss/ gain

Eyes: 

( Eye irritation ( Headache

( Crossed or wandering eyes ​​​​

( Vision problems
Hearing/ speech: 

( Difficulty hearing ( Earache 

( Ear infections ( Hoarseness 

( Speech problems

Dental: 

( Bleeding gums ( Grinding teeth

( Sensitivity to hot/ cold

( Thumb sucking

__________Last dental checkup date ___________Brush how often ___________Floss how often

Gastrointestinal: 

( Appetite poor   ( Constipation

( Bloody or dark stool   ( Diarrhea

( Jaundice  ( Excessive hunger  

( Excessive thirst   ( Nausea 

( Rectal bleeding   ( Stomachaches

( Vomiting   ( Worms

Genitourinary: 

( Bedwetting (persistent) 

( Blood in urine 

( Painful urination( Diaper rash

( Discharge from vagina or penis 

Muscles/ joints/ bones:

( Coordination problems 

( Posture problems
( Broken bones or sprains 

( Pain, weakness or swelling in: 

( arms ( hips ( back ( legs 

( foot ( neck ( hands ( shoulders

Nose/ Throat:

( Difficulty swallowing 

( Mouth breathing ( Nose bleeds

( Sinus problems/ stuffy nose

( Sore throat ( Strept throat

Chest:
( Tonsil infections   ( Thrush

( Persistent cough   ( Wheezing

( Asthma   ( Bronchitis

( Bronchiolitis   ( Difficulty breathing 

( Frequent colds   ( Hoarseness 

Skin: 

( Bruises easily ( Change in moles ( Hives ( Itching, rashes ( Scars

( Eczema ( Acne

( Sores that won't heal ( Cradle Cap 
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	Dietary Assessment:  (please be as detailed as possible)
Breakfast:  __________________________________________________________________________________________
Lunch:  __________________________________________________________________________________________
Dinner:  __________________________________________________________________________________________
Snacks:  __________________________________________________________________________________________
Fluids:  __________________________________________________________________________________________



	Hospitalizations/ Injuries/ Serious Illnesses

	Date
	Reason/ Illness/ Injury
	Outcome
	Hospital Name
	State 

	______

______

______

______
	_____________________________________

_____________________________________

_____________________________________

_____________________________________


	____________________________

____________________________

____________________________

____________________________


	__________________

__________________

__________________

__________________
	______

______

______

______

	
	
	Has your child ever received a blood transfusion?
	Yes/ No
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Family History:   Please give the following information about your immediate family:

	
	      Age
	         General Health
	
	Ages
	M
	F
	General Health

	Father 
	__________
	_________________________

_________________________


	Siblings
	______

______

______

______
	__

__

__

__
	__

__

__

__
	___________________

___________________

___________________

___________________

	Mother 
	__________
	_________________________

_________________________


	Siblings
	______

______

______

______
	__

__

__

__
	__

__

__

__
	___________________

___________________

___________________

___________________


Have any of your children ever died?  ( Yes  ( No

Family History:    P= Past   C= Current    

	
	P
	C
	Relationship
	
	P
	C
	Relationship

	Alcoholism
	( 
	( 
	___________
	Kidney disease
	(
	(
	___________

	Allergies
	(
	(
	___________
	Lung disease
	(
	(
	___________

	Anemia/ hemophilia/ sickle cell
	(
	(
	___________
	Mental disease/ disorder
	(
	(
	___________

	Arthritis
	(
	(
	___________
	Mental retardation
	(
	(
	___________

	Asthma/ emphysema
	(
	(
	___________
	Muscle disorders
	(
	(
	___________

	Birth defects/ genetic defects
	(
	(
	___________
	Rheumatic fever
	(
	(
	___________

	Bone/ joint disorders
	(
	(
	___________
	Skin disorders
	(
	(
	___________

	Cancer
	(
	(
	___________
	Stroke
	(
	(
	___________

	Diabetes
	(
	(
	___________
	Thyroid disease
	(
	(
	___________

	Eye/ ear disorders (hearing loss/ tinnitus)
	(
	(
	___________
	HIV/ AIDS
	(
	(
	___________

	Heart disease
	(
	(
	___________
	Tuberculosis
	(
	(
	___________

	High blood pressure
	(
	(
	___________
	Epilepsy/ seizures
	(
	(
	___________

	
	
	
	
	Other
	(
	(
	___________
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	Immunizations:
	
	
	
	Adverse Reactions

_______________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	
	Yes
	No
	If Yes, Give Date
	

	Hepatitis A                    ___      ___     _______________

Hepatitis B series of 3      ___       ___     _______________
DPT series of 3             ___      ___     _______________

DPT booster                 ___      ___     _______________

HIB influenza               ___      ___     _______________

Polio series of 3            ___      ___     _______________

Polio booster                 ___      ___     _______________
Polio Oral series of 3    ___      ___     _______________       

PCV, pneumococcal        ___      ___     _______________
MMR                               ___      ___     _______________
Chickenpox, varicella        ___      ___     _______________
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Prenatal/ Infant Health History:  

Place of birth______________ OB/GYN/ midwife_________________ Mother's age at birth________

Delivery:    ( On time    ( Premature    ( Late    ( Normal     ( Induced    ( Prolonged    ( Breech     (  C-section

During the pregnancy which if any of these conditions did you have: 

( Drug use nonprescription/ prescription: _________________Explain: __________________________________________________

( Anemia   

( Diabetes

( Edema/ swelling 

( Exposure to chemicals/ radiation 

( German measles (rubella) 

( Fever 

( Hepatitis 

( High blood pressure 

( Protein in urine 

( Urinary tract infection 
( Sexually transmitted disease

( Other infection/ illnesses

( Alcohol/ Tobacco use (circle if yes)

	Infant Health:              Birth weight _____________________  Length ________________   Head Circumference_________________

Feeding: ( breast fed   (  Formula fed  How often?____________/day  What kind of formula: __________________________________
Infant Health problems:

( Birth defects   ( Breathing    problems  ( Infection   ( Jaundice   ( Transfusion   ( Other__________________________________


	Developmental:
· Lift head      

· Rolled over     

· Cooed/ laughed

· Sat up
	Week/month

________________________________________________
	Developmental:

· Walked        

· Finger feed 

· Drank from cup

· Stood up

	Week/ Month

____________________________________________________________________________
	Developmental:
· Spoon fed

· First word

· Toilet train

· Dressed self
	Week/ Month

________________________________________________________________
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Education and Social History:  please explain any problems or concerns you, or your child, have in any of the following areas:  

Appearance/ weight/ height___________________________________________________________________________________________

Behavior__________________________________________________________________________________________________________

Friends___________________________________________________________________________________________________________ 

Grades/ learning ability______________________________________________________________________________________________

Questions about their sexuality________________________________________________________________________________________

How many hours a day does your child watch TV/ play video games _________________________________________________________

Get exercise? What Kind?____________________________________________________________________________________________

Are you concerned with your child’s involvement with:  ( Drugs     ( Alcohol       ( Tobacco      ( None

Have you notice any of the following warning signs of drug use: 

( Angry behavior    ( Change in appearance    ( Change in attitude    ( Change in friendships

( Depression    ( Signs of drugs in the house    ( Skipping school    ( Withdrawal from friends or family
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Child Safety Inventory: 


	
	Yes
	No
	
	Yes
	No

	Adequate number of working smoke alarms
	(
	(
	Knows dangers of peeling paint/ materials in the home
	(
	(

	Seat belt use
	(
	(
	Bicycle helmet use
	(
	(

	Medicines/ cleaning supplies/ chemicals out of reach
	(
	(
	Know poison control phone number
	(
	(

	Water heater below 120(
	(
	(
	Safety plugs in unused wall sockets
	(
	(

	Know home phone and address
	(
	(
	Safety gate for stairs
	( 
	(


Parent concerns:  (Please list any other concerns or questions you have about your child):

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This is to certify that I have answered the questions on the form to the best of my knowledge. I understand that to provide incorrect information about my child's health and/ or symptoms may place my child's health at risk.  

___________________________________________________                         _________________________________________________

Parent signature                                                                                                         Date
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