Maryland Healthy Kids Program
Medical/Family History Questionnaire

Patient Name: Date of Birth: Sex: (circle)
Male Female
Form Completed By: Today's Date Relationship:

PREGNANCY AND BIRTH HISTORY PSYCHOSOCIAL HISTORY

Name of Hospital: Who lives in household?
llinesses during pregnancy? No[O YesO
Medications during pregnancy? No [ Yes [ How many?

Alcohol/Drug Abuse? No[ Yes(O [J Rent? 0 Own? O Shelter?
Problems at birth? No[ Yes(O Who cares for child?
Describe: Date of Birth? Mother
Type of delivery? [ Vaginal [J C-section Father
Birth Weight Discharge Weight Are parents working? Mother No [ Yes [O
Did baby receive Hepatitis B vaccine? No [ Yes [J Father No [J Yes [
Date of Hepatitis B immunization: Foster Care? Dates:
Newborn Hearing Screen? No [ YesO Other Languages?

FAMILY HISTORY MEDICAL HISTORY

Has anyone in the family (parents, grand-parents, Has your child ever had:
aunts/uncles, sisters/brothers) had:

Who? || Allergies (List)

Allergies (List) No O Yes[O

Asthma
Yes O Chicken Pox (Year) ____
Yes O Frequent Ear Infections
Yes [ Vision/Hearing Problems
Yes [ Skin Problems/Eczema
Yes (J TB/Lung Disease
Yes [] Seizures/Epilepsy
Yes [J High Blood Pressure
Yes [ Heart Defects/Disease
Yes [ Liver Disease/Hepatitis
Yes (1 Diabetes
Yes [J Kidney Disease/Bladder Infections
Yes O Physical or Learning Disabilities
Yes O Bleeding Disorders/Hemophilia
Yes [0 Sexually Transmitted Diseases
Yes [ Emotional or Behavioral Problems
Yes O Depression/Suicidal Thoughts
Yes O Hospitalizations/Surgeries

Physical/Emotional/ Sexual Abuse
Yes [J Bone or Joint Injuries
Yes [ Obesity/Eating Disorders
Yes [J Other:
Yes

Asthma No
TB/Lung Disease No
HIV/AIDS No
Suicide Attempts No
Heart Disease No
High Blood Pressure/Stroke
High Cholesterol No
Blood Disorders/Sickle Cell
Diabetes No
Seizures No
Mental lliness No
Cancer No
Birth Defects No
Hearing Loss No
Speech Problems No
Kidney Disease No
Alcohol/Drug Abuse No
Hepatitis/Liver Disease
Thyroid Disease No
Learning Problems/Attention
Deficit Disorder No
Family Violence No

Ooodbodo0ooboooooooooooooo O
OoofoOo0oOo0odoooooooooodg 0O

0000 OO0000O0000OoOoooooogoonO

Other: Current Medication(s): (List)

Reviewed by: Date of Review:

2/06




i

NUTRITION QUESTIONNAIRE FOR INFANTS

How would you describe feeding time with your baby?
(Check all that apply.)

O Always pleasant
O Usually pleasant
O Sometimes pleasant
0 Never pleasant

How do you know when your baby is hungry or has had enough to eat?

What type of milk do you feed your baby and how often?
(Check all that apply.)

Iron-fortified infant formula
Evaporated milk

Whole milk

Reduced-fat (2%) milk
Low-fat (1%) milk

Fat-free (skim) milk
Goat's milk

Soymilk

ogooooooao

What types of things can your baby do?
(Check all that apply.)

Open mouth for breast or bottle
Drink liquids

Follow objects and sounds with eyes
Put hand in mouth

Sit with support

Bring objects to mouth and bite them
Hold bottle without support

Drink from a cup that is held

Ooooooood

5. Does your baby eat solid foods? If yes, which ones?
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NUTRITION QUESTIONNAIRE FOR INFANTS

6. Does your baby drink juice? If yes, how much?

7. Does your baby take a bottle to bed at night or carry a bottle around during the day?

8. Do you add honey to your baby's bottle or dip your baby's pacifier in honey?

9. What is the source of the water your baby drinks? Sources include public, well,
commercially bottled, and home system-processed water.

10. Do you have a working stove, oven, and refrigerator where you live?

11. Were there any days last month when your family didn't have enough food to eat or
enough money to buy food?

12. What concerns or questions do you have about feeding your baby or how your baby is
growing? Do you have any concerns or questions about your baby’s weight?
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