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Xavier Sevilla M.D. FAAP www.wholechildpediatrics.com
8936 77" St. East Fax: 941-952-6500
Bradenton FI 34202 Phone: 941- 366-CARE ( 2273)

New Patient Health Questionnaire

Child’s Name:

Date of Birth: Child’s Gender:[M F
Form Completed by: Date Form Completed:
Guardian: Mother’s Name:

Phone (main): Father’s Name:

Phone (alternate): Email:

Address: Pharmacy:

ADDITIONAL SPECIALISTS/THERAPISTS WORKING WITH YOUR CHILD

Name: Name:
Address: Address:
Phone: Phone:




MEDICAL INFORMATION

Please summarize your main concerns at this time:

CHILD’S MAIN MEDICAL DIAGNOSES:

1)

2)

3)

Please check any symptoms/concerns you have about your child at this time:

[ ] Developmental Differences
[]Behavioral Difficulties

[] Abdominal Pain

[] Constipation

[ Diarrhea

] Frequent infections

] Seizures

] Other Neuro issues (i.e. muscle tone)

] Bedwetting

Prenatal (Pregnancy) History:
[ ] Full-term
Premature: wks
Breastfed (how long):

Birth Weight:
Where Born (Hospital, City/State):
Complications/Notes:

L] Allergies

[_] Sleep Problems

[ ] Energy Problems

[ ] Environmental Issues
[ ] Nutrition

] Medications/Therapies
] Vaccinations

[ ] Sensory Issue

| Other:

[]Vaginal Birth
[ ] C-section

[ ] Formula-fed (type):




Please describe events surrounding the onset of your child’s medical problems and the impact it has
had on your child and family.

Please describe your child’s personality (i.e. happy, stubborn, rigid, easygoing, perfectionistic).

Describe your child’s behavioral, developmental and/or emotional difficulties.

Has your child and/or family experienced any recent stressful events? (i.e. arguments with
family/friend, peer problems, death, divorce, illness, financial problems) No[_]Yes
If yes, please explain:

Describe your child’s coping style and how effective it is.

Describe what your child likes to do for fun (e.g. hobbies, favorite toys, favorite places)?

Describe what does your do well. What is your child’s greatest strength?




NUTRITION

Is your child on a special nutritional diet? If so, please describe:

Do you have any concerns about your child’s nutrition? ( e.g. Poor food choices, Overeating, picky
eater, avoids foods due to textures, skips meals, etc)

FOOD RECORD
This food record will help us evaluate your child’s diet. Write down anything your child eats
and drinks for one day( including snacks and drinks eaten between meals). Also include
condiments such as teaspoons of sugars, mayo, salad dressing etc)

TIME FOOD OR FORMULA AMOUNT EATEN PREPARATION
(E.g. ¥ egg, 10 potato chips, | (baked, fried, boiled etc)
Y5 hamburger, 8nz 2% milk)




Is your child taking any medications, herbals, homeopathic remedies, vitamins, or
neutraceuticals? You can attach a list if you prefer.

Name

What was it used for?

Dosage and how often?

For how long?

Have you used any alternative or complementary therapies for your child?

Name of Therapy

What was it used
for?

How often was it
used?

Did it work?

Are you still using
it?

VACCINATIONS

Please describe questions or concerns you have, if any, regarding vaccines:

FAMILY INFORMATION

Mother’s Education/Occupation:
Father’s Education/Occupation:

[ ]Married (date:

Brothers and Sisters

)| Separated (date:
Was your child adopted? [X] No
If separated, child’s primary legal residence is with whom?

) [ ] Divorced (date:

) [] Never Married
Yes How old was the child at the time of adoption?

Name

Age Grade

Relation to
Child ?
(full, half, step)

Where Living?

Any concerns?




Please describe family relationships:

FAMILY MEDICAL HISTORY

Please check all medical conditions that have occurred in the child’s immediate relatives (parents,
grandparents, siblings and half-siblings, aunts, uncles and cousins). Indicate whom the person is in the

space provided.

Condition

<
]

Mother’s Family

Father’s Family

Autistic Spectrum Disorder

Attention Deficit Disorder (ADHD)

Mental Retardation

Learning Disability

Other Genetic Syndromes

Asthmal/allergies

Chronic Headaches

Irritable Bowel Syndrome

IBD (crohns, colitis)

Autoimmune disorders

EEEEEEEEEE

Condition

<
3

Mother’s Family

Father’s Family

Depression/Bipolar

Suicide Attempt/Suicide

Anxiety

Substance Abuse

Obsessive Compulsive Disorder

Other
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SLEEP HISTORY

What time does your child go to bed at night during the week ?
What time does your child fall asleep at night ?
What time does your child get up during the week ?
What time does your child get up during weekends?
How long does it take your child to fall asleep ?
Does you child have breathing pauses or stop breathing while sleeping
Is your child sleepy during the day?
Any other concerns you have about your child and sleep?




SCHOOL INFORMATION

School Name: Grade:
Address: Teacher:
Phone: Fax:

EDUCATIONAL INFORMATION

Have you or any teacher had any specific concerns about your child’s school progress (such as
academics, social, teacher or peer relationships)?

No [ JYes, explain

Has your child missed school in the past year?
No [ ] 1-10 days []11-25 days [126-50 days []50+ days

Has your child had a school evaluation due to special learning needs? [] No [] Yes
Does your child have an Individualized Education Plan (IEP)? [] No [] Yes

MEDICAL RECORDS

Please include copies of evaluations, laboratory tests, vaccinations received and any other
information you feel is important for us to review.

Thank you,

Dr. Sevilla



	ADDITIONAL SPECIALISTS/THERAPISTS WORKING WITH YOUR CHILD
	MEDICAL INFORMATION
	Please summarize your main concerns at this time: 
	Have you used any alternative or complementary therapies for your child?
	Brothers and Sisters
	SCHOOL INFORMATION

	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	gender: Yes
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text8: 
	Text9: 
	Text21: 
	Text22: 
	Check Box30: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off

	Check Box31: 
	0: Off
	1: Off
	2: Off

	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Text38: 
	Check Box39: 
	0: Off
	1: Off
	2: Off

	Text40: 
	Text41: 
	Check Box42: 
	0: Off
	1: Off
	2: Off

	Text43: 
	Text44: 
	Text45: 
	Text47: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	stress: Yes
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 


	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: 
	Check Box142: Off
	Text143: 
	Check Box144: Off
	Text145: 
	Check Box146: Off
	Text147: 
	Check Box148: Off
	adop: Yes
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text176: 
	Text177: 
	Text178: 
	Text179: 
	Text180: 
	Text181: 
	1: Yes
	2: Yes
	3: Yes
	4: Yes
	5: Yes
	6: Yes
	7: Yes
	8: Yes
	9: Yes
	Text204: 
	Text205: 
	Text206: 
	Text207: 
	Text208: 
	Text209: 
	Text210: 
	Text211: 
	Text212: 
	Text213: 
	Text214: 
	Text215: 
	Text216: 
	Text217: 
	Text218: 
	Text219: 
	Text220: 
	Text221: 
	Text222: 
	Text223: 
	11: Yes
	12: Yes
	13: Yes
	14: Yes
	15: Yes
	16: Yes
	10: Yes
	Text225: 
	Text226: 
	Text227: 
	Text228: 
	Text229: 
	Text230: 
	Text231: 
	Text232: 
	Text233: 
	Text234: 
	Text235: 
	Text236: 
	Text237: 
	Text238: 
	Text239: 
	Text240: 
	Text241: 
	Text242: 
	Text243: 
	Text244: 
	Text245: 
	Text246: 
	Text247: 
	Text248: 
	Text249: 
	A: Yes
	Text252: 
	Text253: 
	Text254: 
	Text255: 
	33: Yes
	87: Off
	86: Off
	Button1: 
	Button2: 


