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PEDIATRIC - Patient Medical History Suestionnaire
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Your Child's Generaf Health is:

List All Operations &
Hospitalization With Diagnosis
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il vEs iJ r'ro Have you or anyone in your larnily everhad a serious problem with Anesthesia?

lf YES, Please Describe

3 vEs Has Fatient recently had a fever or chills, cold or {lu?

lf YES, Please Describe
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Loose Teeth?

Disease that runs in the familY?

lf YES, Please Describe-.-

Was the child born PrematurelY?
lf YES, Oxygen used?
Child lrachea intubated at birth?

lf YES, Any lasting effects?

No DevelopmentalDelaYs?

No Asthma or Eronchitis?

No Excessive Bleeding or Bruising, e-g. Nosebleeds, Cuts?

No Muscular Problems?

No Other significant lllnesses?

Who is your Child's
or Pediatrician (Nol

Medical Doctor
Sutgeon)?

I understand thar r*y child is NoT to h*ve anyltring to eat or drink as instructed pricr or the day of surgery

unless instructed otherwiss by Ane*thesla'
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Signature of Parent or Legal Guardian


