OUR KIDS PEDIATRICS
NEW PATIENT APPOINTMENT FORM
Today’s Date ___________________									            
Patient’s Name ________________________________________	Date of Birth ____________ 
Current doctor’s Name ___________________________________________________________
Current medications (daily or as needed, prescription and over the counter): ___________________________________________________________________________________	 
List any health past issues (such as allergies, bronchitis, ear infection, reflux, ADD/ADDHD): ___________________________________________________________________________________	 
Has your child had any surgeries? Yes __ No __  Explain ______________________________________            Has your child ever been hospitalized overnight? Yes __ No __ Explain __________________________                                 ___________________________________________________________________________________ 
Birth History                                                                                                                                                                       Birth Weight ____lbs. ____ozs.             Was the delivery? Vaginal ___Cesarean ___   Why was              cesarean performed? __________________________________________________________________                                    How many weeks? ______ If early how long did the infant stay in the hospital? ___________________                                ____________________________________________________________________________________                                            Were there any complications with the birth? Yes __ No __
Insurance __________________________________________
Name(s) and birthdate(s) of siblings in home ____________________________________________________________________________________ 
Is patient being seen by any specialist (such as: lung specialist, allergy specialist, eye specialist or GI specialist)? ___ Yes    ___ No If yes, please list doctor’s name(s) and explain below _____________________________________________________________________________________
Parent/Guardian Name, Home Address, Phone and email address __________________________________________________________________________________________________________________________________________________________________________
Is there someone we may thank for telling you about us and do they have children that come to our practice already? ______________________________________________________________________
[bookmark: _GoBack]Why are you choosing to end the relationship with your current doctor? Explain. _____________________________________________________________________________________                              _____________________________________________________________________________________
