EPSDT HEALTH HISTORY

NAME

BIRTH

SEX ‘ RACE ‘ SOCIAL SECURITY NUTBER DATE OF
[ 1 MALE [ ] FEMALE

Please list all people in household:

NAME DATE OF BIRTH | OCCUPATION EDUCATION
Father
Mother
Other
Other
Other
Other
Have there been any recent major changes or stresses in the child’s life? [ TYes [ ]No
If YES, explain
Does child go to a baby sitter, preschool or day care regularly? [ TYes [ 1No
BIRTH HISTORY
Birthweight Length Place of Birth
During the pregnancy did the mother see a doctor regularly? [ TYes [ 1No
During pregnancy did the mother: (If YES, explain) Explanation
Have any medical problems? [ TYes [ 1No
Smoke or drink? [ Iyes [ 1No
Use any medications? [ TYes [ ]No
Use alcohol or other drugs? [ TYes [ 1No
Have problems with labor/delivery? [ TYes [ 1No
How long did the baby stay in the hospital after birth?
PAST MEDICAL HISTORY
Is the child’s general health: (Check one) [ ]Good [ IFair [ IPoor
Does the child have any allergies? [ TYes [ 1No
Is the child taking medications? [ TYes [ 1No

Please list any hospitalizations, operations, serious illnesses or accidents with dates.

Date

Date

FORM 4041



Has child ever had any problems with following. If Yes, please explain.

Eyes/Vision [ TYes [ 1No
Feet [ 1Yes [ 1No
Digestion/Nutrition [ TYes [ 1No
Ears/Hearing [ TYes [ 1No
Urine/Kidneys [ TYes [ 1No
Joints [ TYes [ ]No
Skin [ 1Yes [ 1No
Lungs [ TYes [ 1No
Teeth [ TYes [ 1No
Heart [ TYes [ 1No
Seizures [ TYes [ 1No
Repeated Infections [ 1Yes [ ]No

FAMILY HISTORY

Have any of the child’s brothers or sisters died? [ ] Yes [ ] No
(If Yes, give age and cause)

Have any of the child’s blood relatives had the following diseases? (If Yes, please list family member)
FAMILY MEMBER

Heart Disease [ TYes [ 1No
Tuberculosis [ TYes [ 1No
High Blood Pressure [ TYes [ 1No
Kidney Disease [ TYes [ ]No
Allergies/Asthma [ TYes [ 1No
Cancer [ TYes [ 1No
Diabetes [ 1Yes [ 1No
Mental/Emotional Problems [ TYes [ 1No
Sickle Cell [ TYes [ 1No
Seizures [ TYes [ 1No
DEVELOPMENT
Do you have any concerns about the following? If Yes, please explain.
Development [ TYes [ 1No
Behavior [ TYes [ 1No
Eating Habits [ TYes [ 1No
Sleeping Habits [ TYes [ 1No
School Experience [ TYes [ 1No
Bathroom/Toilet Habits [ TYes [ 1No
Discipline [ TYes [ 1No
Other (explain) [ TYes [ 1No
IMMUNIZATIONS

NAME DATE DATE DATE DATE DATE REACTIONS
DPT
TOPV
MMR
TB (TEST)
HIB

Reviewed by Date




VIEDICAL CENTER

ngman Regional Medical Center
e. ® Suite 201 ®* Kingman, AZ 86401
12-3456 Fax: (928) 692-3464

LEAD SCREENING QUESTIONNAIRE

Date:

CHILD’S NAME DATE OF BIRTH AHCCCS ID#

PLEASE ANSWER ALL THE QUESTIONS BELOW. THIS WILL HELP THE DOCTOR
DECIDE IF YOUR CHILD NEEDS A SPECIAL BLOOD TEST.
YES NO

1. Does your child live in or regularly visit an old house with peeling
or chipped paint built before 1960? This might include a day care center,
preschool, babysitter’s or relative’s home.

2. Does your child live in or regularly visit a house built before 1960 with
recent, ongoing, or planned renovation or remodeling?

3. Does your child have a playmate, relative, brother, or sister who is being
treated for lead poisoning?

4. Does your child live with an adult or frequently come in contact with an
adult whose work or hobby involves exposure with lead? (Examples are
construction, welding, pottery, brass/foundry, auto repair shops).

5. Does your child live near a lead smelter, battery recycling plant, or other
industry likely to release lead? (Such as pottery or valve and pipe fitting
plant).

6. Do you give your child any home or folk remedies which may contain
lead?

7. Does your child live near a heavily traveled major highway where soil or

dust may be contaminated with lead?

8. Does your home’s plumbing have lead pipes or copper with a lead solder
joints?
9. Does your child eat food, drink juice or punch that has been stored or

cooked in pottery from Mexico?

10. Do you have any questions about this survey for your doctor?

IF YOU ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE BE SURE TO
TALK WITH YOUR DOCTOR TODAY DURING YOUR CHILD’S EXAMINATION.



