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Patient Name:

Initial Clinical Data — Pediatric Baseline Health History

Date / Time:

Date of Birth:

Home Phone Number:

Diagnosis:

Custodial Parent/
Primary Contact

Relationship
Home Phone

Cell Phone
Work Phone

Do you/your child need an interpreter? Q No U Yes Primary Language (if other than English):

Secondary Contact

Relationship
Home Phone

Cell Phone
Work Phone

Primary Care Physician:
Referring Physician:

Other

Relationship

Home Phone

Cell Phone

Work Phone

Does your child have a Living Will / Advance Directive? O Yes O No
If you answered, “Yes”, does St. Luke’s MSTI have it on file? O Yes O No
If you answered “No”, would you like some information about Living Wills/Advanced Directives? O Yes O No

Please list all allergies or intolerances below.

Iaclude allergies to medications, environment (e.g., pets,

pollen, dust), food, contrast media, or latex. U No Allergies
ForAN use only | For RN Use Only | For RN Use Only
Roaction |  Severity | REACTION CODES TREAT AS
1) Anaphylactic LATEX ALLERGY ‘
2) Breathing problems Type 1 known
3) ENT swelling latex allergy
L 4) Mental changes OR
5) Gl disturbances
6) Skin reactions Anyone with neural tube
7) Cardiac defect
.T 8) Renal disturbances OR
9) Neurological changes ,
10) Unknown . Af, ﬁ:::hm s
SEVERITY CODES | . Banana
(M) = Mild Chestnuts
(MO) = Moderate L et
(S) = Severe

List all medications used at home including all prescribed, over-the-gaunter, research drugs, vitamins / minerals,
supplements, nutraceuticals, patches, inhalers, eye drops, and herbals.

Medication Drug Dose Frequency Reason for Use

List any surgeries, hospitalizations or illnesses and approximate dates and location. (Note presence of any
| __implanted device or prosthesis such as artificial heart valves, screws, pacemaker, vagal nerve stimulator, etc.)

Surgery / Procedure / llinesses Date Surgery / Procedure / llinesses Date

Pharmacy:
Phone Number:

Location:
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MEDICAL CONDITIONS CHECKLIST O Respiratory Therapy Referral Date/Time:
4 Cancer U Headache U Stomachache U Diabetes
U Lump/Mass U Fevers O Vomiting U Stroke
U Pain (location): Q Earache U Diarrhea U Asthma/RAD ®
O Rash U Weight Loss O Bronchitis
O Kidney Disease U Pale Skin U Congenital Abnormality U4 Croup
O High Blood Pressure U Being Tired U Learning Disability U Apnea
Q Seizure Disorder U Bleeding / Bruising U Developmental Delay U Pneumonia
O Hepatitis O ADD / ADHD

Q Other underlying medical conditions: (Please give details):

INFECTION / IMMUNIZATION Q Infection Control Referral Date/Time:
U Inthe past 30 days, my child been exposed to the chicken pox or other infectious diseases.
Describe exposure:
U My child has had an infection that was resistant to antibiotics. ®
Organism if known:
W My child’s immunizations are current.
Please fill out immunization form and acquire records for children under 6.
NUTRITION 0 Nutrition Therapy Referral Date/Time:
W My child has lost more than 5% of their total body weight in the past month unintentionally.
U My child has a problem nippling, sucking, chewing, or swallowing.
O My child has special dietary requirements:
Q| have concerns about my child’s growth.
MOBILITY Q) Rehabilitation Referral Date/Time:
O My child requires assistive devices.
O My child has weakness or paralysis.
DEVELOPMENT Q OT/PT/SLP Referral Date/Time:
O | have concerns about my child’s development or my child has special needs. Describe:
U Gross Motor
U Speech
U Fine Motor (use of hands)
U Hearing
4 Visual
O My child is currently receiving developmental therapies. Agency:
EDUCATION / SCHOOL [ Teacher Referral Date/Time:
O | have concerns about my child’s progress in school. Grade Level:
Q 1 would like assistance arranging schoolwork for my child. ® School:
0 My child has an Individualized Education Plan (IEP) set up through the school.

®
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Trrk;gg':;:;"mﬁm INITIAL CLINICAL DATA - PEDIATRIC BASELINE HEALTH HISTORY
COMMUNITY RESOURCES 0 Social Work Services Referral Date/Time:
0O | use one of the these agencies: Name of Agency:
Q Home health service 1 Housekeeping O None of the above
U Hospice O Private attendant O Other:
QO | need assistance in locating community services (e.g., WIC) ®
Q Housing is a problem for our family. ®
SOCIAL 0 Social Work Services Referral Date/Time:
O My child has emotional, behavioral, GIRLS:
or legal problems. ® O There is a chance my daughter may be pregnant.
U My child uses: O My daughter has started having her menstrual
O Tobacco QA Alcohol cycle.
Q Other Drugs (specify): If yes, Date of last menses:
O Not applicable due to child’s age
FAMILY LIFE O Social Work Services Referral Date/Time:

List brothers and sisters (names and ages):

O There are smokers in the household.

QO There are emotional or legal aspects in our family life (e.g., custody issues, restraining orders) | want my
child’s care team to know about. ®

O A member of our family is being abused. ®

FINANCIAL 0 Patient Financial Services Referral Date/Time:
O | would like to speak to a social worker regarding medical bills or insurance.
SPIRITUAL / CULTURAL 0 Spiritual Care Referral Date/Time:

O | anticipate experiencing religious, sacramental, or spiritual needs during my child’s care. ®

Our personal beliefs will not allow my child to receive the following:
Blood products (list)
Medications (list)
Treatments (list)
We have cultural practices that need to be accommodated during my child’s care. ®
Describe:

COo0DO

O Other/Explain:

GENERAL COMMENTS
What are you most concerned about during this clinical visit?

s there anything else we need to know to help us take care of your child?

Legend: d High Risk for Latex Allergies ® Referral Required

Nurse Signature Date / Time

Reviewed By Date / Time
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