
Tamalpais Pediatrics New Patient Questionnaire 
(Over 1 year old) 

Name: ________________________ Birth Date: ____________ Today’s Date: _________  

 

1. Is your child adopted? Yes No 

2. Did you have any serious illness, such as German Measles before, during, or 

 after your pregnancy? Yes No 

3. Was your child born more than three weeks before or after your due date? Yes No 

4. Was your child’s delivery complicated by bleeding, unusual position or C-section? Yes No 

5. Did your baby remain in the hospital after you left? Yes No 

6.  a) What was your baby’s birth weight and birth length? ________________ 

 b) Where was he born? ________________________________________ 

7. Was it necessary to use any special means to help your baby breathe? Yes No 

8. Was your baby blue or unusually yellow during or shortly after their hospital stay? Yes No 

9. Were any drugs or medications other than prenatal vitamins or “water pills” taken 

 during your pregnancy? Yes No 

10. Were there any unusual problems or illnesses during the first six months of your 

 child’s life? Yes No 

11. Has your child eve been hospitalized for illness or accident? Yes No 

12. Have there been any fractures or concussions not resulting in a hospital stay? Yes No 

13. Have there been any operations? Yes No 

14. Does your child have allergy to any food or drug? Yes No 

15. Is there any history of unusual bleeding in this child or his family? Yes No 

16. Have there been more illnesses than the usual colds and stomach upsets that 

 All children get? Yes No 

17. Has your child had (check):  Measles? Chicken Pox?  Mumps? 

  Rubella? 

18. Has any specific chronic illness been diagnosed? Yes No 



19. Do you feel there is trouble with your child’s eyes? Yes No 

20. Do you feel there is trouble with your child’s ears? Yes No 

21. Do you feel there is trouble with your child’s heart? Yes No 

22. Do you feel there is trouble with your child’s lungs? Yes No 

23. Do you feel there is trouble with your child’s digestive system? Yes No 

24. Do you feel there is trouble with your child’s skin? Yes No 

25. Do you feel there is trouble with your child’s bones and/or joints? Yes No 

26. Do you feel there is trouble with your child’s muscles? Yes No 

27. Do you feel there is trouble with your child’s legs or feet? Yes No 

28. Do you feel there is trouble with your child’s coordination? Yes No 

29. Do you feel there is trouble with your child’s strength? Yes No 

30. Does bed-wetting still occur? Yes No 

31. Do bowel accidents still occur? Yes No 

32. Do you have questions about your child’s sexual maturation? Yes No 

33. Does you child urinate unusually frequently or have pain with it? Yes No 

34. Have there been urinary infections? Yes No 

35. Has there ever been blood in the urine? Yes No 

36. Is constipation, diarrhea, or bowel control a frequent problem? Yes No 

37. Has your child ever had draining ears? Yes No 

38. Have frequent earaches been a problem? Yes No 

39. Does your child have asthma? Yes No 

40. Does your child have hay fever? Yes No 

41. Does you child have frequent red itching eyes? Yes No 

42. Are there any unusual allergies Yes No 

43. Have hives or eczema ever occurred? Yes No 

44. Has anyone ever reported that your child has a heart murmur? Yes No 

45. Has your child had pneumonia? Yes  No 

46. Do nose bleeds occur with unusual frequency? Yes No 



47. Have swollen glands ever been a problem? Yes No 

48. Is medication given daily other than vitamins or fluoride? Yes No 

49. Have any joints ever swollen or been painful? Yes No 

50. Is there an abnormality in walking? Yes No 

51. Do you feel your child is slow in developing motor skills such as sitting, 

 walking, climbing, riding? Yes No 

52. Do you feel your child has difficulty with fine movements such as writing, 

 or drawing? Yes No 

53. In your opinion has there been a delay in development of normal speech? Yes No 

54. Do you suspect that your child may have a hearing problem? Yes No 

55. Has your child had any learning problems or do you anticipate any? Yes No 

56. Is reading a problem for his/her age? Yes No 

57. Is there reason for you to suspect that there is any emotional problem? Yes No 

58. Are there sleeping problems? Yes No 

59. Does your child have unusual fears or nightmares? Yes No 

60. Does your child sleep with his/her parents often? Yes No 

61. Does stuttering exist? Yes No 

62. Has stealing ever been a problem? Yes No 

63. Has the school had to take special disciplinary measures with your child or 

 have you ever been called to school especially to discuss disciplinary problems Yes No 

64. Is your child a loner with few friends? Yes No 

65. Is your child over-active? Yes No 

66. Is your child’s attention span shorter than you would expect for their age? Yes No 

67. Does educating your child about sex present a problem for you? Yes No 

68. Check any of the following diseases that this child’s parents, grandparents, aunts, 

 uncles, brothers, sisters, or first cousins have had: 

 Tuberculosis Diabetes Asthma Convulsions 

 Ulcers Colitis Mental Illness Mental Retardation 



 Unusual Inherited Diseases Diseases of the blood Glandular Diseases 

 Heart Disease Diseases involving muscles-bones-joints  

 Bleeding Disorders  

69. a) Have any infants or children in the family died? Yes No 

 b) Cause? _____________________________________________ 

70. Does either parent have medical or serious emotional problems? Yes No 

71. Has any member of your immediate family had psychiatric care? Yes No 

72. Has either parent been previously married or divorced? Yes No 

73. Is there serious tension in the family at the present time? Yes No 

74. Are there any medical or emotional problems which have not been mentioned? Yes No 

75. Is there any particular problem that you would like to discuss with the doctor? Yes No  
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