
Mathias • Olson  

Patient Name: ______________ _ 
Nickname: _______________ _ 

Birth Date: ________ Age: _____ _ 
Gender: M F 

Mother's Name: _____________ _
Birth Date: ______ _ 
Employer: ________________ _ 
Cell Phone: ______ Work Phone: ___ _ 
Home Phone: ____ _ 

Email: _________________ _ 

Address: _______________ _ 

Father's Name: 
---------------

Birth Date: ______ _ 
Employer: _______________ _ 
Cell Phone: ______ Work Phone: ___ _ 
Home Phone: ____ _ 

Email: _________________ _ 

Address: _______________ _ 

Who is the child's legal guardian? 

Where is the child's primary residence? 

INSURANCE INFORMATION 

1'.T~-~ -�•-~••-~..J• 
1,ia1111;; u1 •11;,u1t;;u. _____________ _ 

DOB __ _/ ___ ./ __ SSN: _______ _ 

Employer: ________________ _ 
Insurance Carrier: ________ Group __ _ 

HEALTH HISTORY 

Child's Physician: ______________ _

Preferred Pharmacy: ____________ _ 

Y N Is your child in good health? 

Y N Has your child ever had a health problem? 

Please list: _____________ _ 

Date: 

Y N Has your child ever been hospitalized or had 
any surgical procedures (reasons & dates)? 

Is your child allergic to any medications or foods? 
Please list: 

Is your child taking any medications? Please list: 

Were there any problems at birth? ________ _ 

Do you consider your child's development to be? 
advanced normal slow 

Please indicate if your child has a history of: 
(Please elaborate on any items checked): 

D Adopted 

□ Asthma/Reactive Airway

D Autism/PPD 

□ Bleeding/Blood Transfusions

□ Cancer/Tumors

□ Cerebral Palsy

□ Cleft Lip/Palate

□ Congenital Defect

□ Down Syndrome

□ Ear Infection/ Tubes

□ Eyes/Vision

□ Genetic Disorder
D Foster Child 

□ Frequent Infection

□ Heart Disease
□ Heart Murmur
□ Hepatitis

□ Mental Delays
□ Personality/Social
□ Physical Delays

□ Recurrent Headaches
□ Seizure/Epilepsy
□ Speech/Hearing

□ Sleep Apnea/Snoring

Other: 

Child's Hobbies, Pets & Interests 
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