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NEWBORN HISTORY FORM 
 

GENERAL PATIENT INFORMATION 

 
Date ____________________ 

Newborn/Patient’s Name ________________________________________________________ 

Date of Birth ______________________________ Place of Birth ______________________________ 

Father’s Name _____________________________ Mother’s Name _____________________________ 

Father’s Occupation ________________________ Mother’s Occupation _________________________ 

Who does the child/patient live with?     Both Parents   Mother   Father   Other: __________________________________ 

Number of people in household ______________ 

Why is the newborn here today? _______________________________________________________________________________ 

____________________________________________________________________________________________________________ 

MEDICAL HISTORY 

1. Allergies & Reactions 

Allergy to Latex?  Yes    No  

 If yes, reaction: _______________________________________________________________________________________ 

Please provide a detailed list of any other allergies (i.e., medications, vaccinations, environmental, food, etc.) the newborn has 
and reactions experienced from each: 

Allergy      Reaction 

____________________________________ ________________________________________________________________ 

____________________________________ ________________________________________________________________ 

____________________________________ ________________________________________________________________ 

____________________________________ ________________________________________________________________ 

____________________________________ ________________________________________________________________ 

*If more space needed, please continue on back of this page. 

2. Immunizations – *please provide copy of immunization record* 

Has the newborn received all childhood immunizations?  Yes    No 

3. Has the newborn had any surgeries?  Yes    No 

If yes, please list any surgeries and respective years the surgeries were performed. 

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 
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4. Please list any prescription and over-the-counter medications, herbs, and vitamins the child/patient is currently 
taking: 

Name      Dose    Frequency 

____________________________________ _________________________ ____________________________ 

____________________________________ _________________________ ____________________________ 

____________________________________ _________________________ ____________________________ 

____________________________________ _________________________ ____________________________ 

____________________________________ _________________________ ____________________________ 

*If more space needed, please continue on back of this page. 

5. Has the newborn ever had any of the following? 

Chicken Pox  Yes    No  Gallbladder problems  Yes    No 

Measles   Yes    No  Ulcers    Yes    No 

Mumps   Yes    No  Urinary Tract Infections  Yes    No 

Rubella   Yes    No  Kidney Infections   Yes    No 

Meningitis  Yes    No  Kidney Stones   Yes    No 

Tuberculosis  Yes    No  Asthma    Yes    No 

Anemia   Yes    No  Thyroid Disorder   Yes    No 

Diabetes   Yes    No  Stroke    Yes    No 

Rheumatic Fever  Yes    No  Kawasaki Disease  Yes    No 

BIRTH HISTORY 

Is the child yours by:  Birth    Adoption    Stepchild    Other: _______________________ 

Medical problems during pregnancy?  None    Other:  ______________________________________________________ 

Born by:   Vaginal birth    Cesarean 

If premature, why? ____________________________________________________________________________________________ 

Birth weight: __________     Birth length: __________ 

Discharge weight: __________ 

NUTRITION & FEEDING 

Newborn fed by:  Breast    Bottle    Both 

How many ounces per day? __________ 

SLEEP PATTERNS 

Hours per night: __________     

Does the newborn nap?  Yes    No   

If yes, how many hours per day? _________________ 
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FAMILY HISTORY 

Does the newborn’s family have a history of thyroid disorders?  Yes    No 

 If yes, please specify. ___________________________________________________________________________________ 

 ____________________________________________________________________________________________________ 

 ____________________________________________________________________________________________________ 

Please fill the following table out to the best of your knowledge: 
 

 If Living Age Health Status If Deceased Age Cause 
Father     
Mother     
Siblings     

1     
2     
3     
4     

Children     
1     
2     
3     
4     

 

Has any blood relative 
ever had: 

YES 
Relationship (specify mother or 

father’s side) 
Age at Onset 

Heart Disease    
Cancer – what kind?    

Glaucoma    
High Blood Pressure    

Asthma    
Osteoporosis    

Epilepsy    
Alzheimer’s    

Stroke    
Suicide/Attempt    

Tuberculosis    
Anemia    

Migraine Headaches    
Gout    

Diabetes    
Birth Defects    

High Cholesterol    
Depression    

Emphysema    
Hepatitis    

HIV    
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SYSTEMS REVIEW 

In the past month, has the newborn experienced had any of the following problems? 
 
GENERAL GASTROINTESTINAL NEUROLOGIC/PSYCHOLOGIC 
 Recent weight gain; how much____  Decrease in appetite  Difficulty falling asleep 
 Recent weight loss; how much____  Increase in appetite  Difficulty staying asleep 
 Fatigue  Nausea  Poor appetite 
 Weakness  Heartburn  Change in personality 
 Fever 
 Chills 
 Excessive sweating 

 Abdominal pain 
 Vomiting 
 Vomiting blood 

 Fainting or loss of consciousness 
 
ENDOCRINE SYMPTOMS 

  Yellow jaundice  Excessive thirst/fluid intake 
MUSCLE/JOINTS/BONES 
 Numbness 
 Joint pain 
 Joint swelling 

 Increasing constipation 
 Persistent diarrhea 
 Change in stools 
 Blood in stools 

 Excessive sweating 
 Hot flashes 
 Feelings of weakness 
 Excessive facial or body hair 

 Muscle weakness  Black stools  
 
HEAD AND NECK 
 Ringing in ears 
 Loss of hearing 
 Earaches 
 Recurrent ear infections 
 Bleeding gums 
 Mouth sores 
 Nosebleeds 

 Constipation 
 Rectal pain 
 Rectal pain with bleeding 
 
BLOOD 
 Anemia 
 Clots 
 Easy bleeding 
 Easy bruising tendency  

OTHER PROBLEMS 
______________________________________ 
______________________________________
______________________________________ 
______________________________________ 
______________________________________ 

 Nose stuffiness   
 Snoring HEART AND LUNGS  
 Facial Pain 
 Sinus pain/pressure 
 Eye pain 
 Eye redness 

 Chest pain/discomfort/congestion 
 Palpitations 
 Heart murmur 
 Shortness of breath 

 

 Vision problems 
 Eyes are crossed 
 Mucus drainage from eyes 
 Dry eyes 
 Itchy eyes 
 Neck pain 
 Neck stiffness 

 Fainting 
 Swollen legs or feet 
 Leg pain with exercise 
 Cough 
 Coughing up sputum 
 Coughing up blood 
 Wheezing 

 
 

 Lump or swelling in neck 
 
SKIN 

 Night sweats 
 
URINARY 

 

 Acne 
 Redness 
 Rash 
 Nodules/bumps 

 Pain during urination 
 Blood in urine 
 Frequent urination 
 Burning during urination 

 

 Change in moles 
 Hair loss 
 Color changes of skin color 
 Changes in nails 

 
THROAT 
 Frequent sore throats 
 Hoarseness 
 Difficulty swallowing 

 

 


	Date: 
	NewbornPatients Name: 
	Date of Birth: 
	Place of Birth: 
	Fathers Name: 
	Mothers Name: 
	Fathers Occupation: 
	Mothers Occupation: 
	fill_9: 
	Number of people in household: 
	Why is the newborn here today 1: 
	Why is the newborn here today 2: 
	If yes reaction: 
	Allergy 1: 
	Allergy 2: 
	Allergy 3: 
	Allergy 4: 
	Allergy 5: 
	Reaction 1: 
	Reaction 2: 
	Reaction 3: 
	Reaction 4: 
	Reaction 5: 
	If yes please list any surgeries and respective years the surgeries were performed 1: 
	If yes please list any surgeries and respective years the surgeries were performed 2: 
	If yes please list any surgeries and respective years the surgeries were performed 3: 
	Name 1: 
	Name 2: 
	Name 3: 
	Name 4: 
	Dose 1: 
	Dose 2: 
	Dose 3: 
	Dose 4: 
	Frequency 1: 
	Frequency 2: 
	Frequency 3: 
	Frequency 4: 
	If more space needed please continue on back of this page: 
	undefined: 
	undefined_2: 
	fill_16: 
	fill_17: 
	If premature why: 
	Birth weight: 
	Birth length: 
	Discharge weight: 
	How many ounces per day: 
	Hours per night: 
	If yes how many hours per day: 
	Does the newborns family have a history of thyroid disorders: 
	If yes please specify 1: 
	If yes please specify 2: 
	fill_1: 
	fill_2: 
	OTHER PROBLEMS 1: 
	OTHER PROBLEMS 2: 
	OTHER PROBLEMS 3: 
	OTHER PROBLEMS 4: 
	OTHER PROBLEMS 5: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text173: 
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off


