IBRAHIM H. AMJAD, M.D., P.A

                                                                                 Phone (305) 267-8885                                             Medical Arts Plaza                                                                                  
                                                       Fax (305) 265-0142
                                             1100 SW 57th Avenue PH# 1                                                                                                                         Email: doctor@driamjad.com                      

Miami, FL 33144

PEDIATRIC HISTORY/ HISTORIA MEDICA PEDIATRICA
PLEASE FILL OUT ALL SECTIONS COMPLETELY AND ACCURATELY.  ALL QUESTIONS PERTAIN TO THE PATIENT.

LAS SIGUIENTES PREGUNTAS CORRESPONDEN AL PACIENTE.

POR FAVOR LLENAR COMPLETAMENTE Y LO MAS PRECISO POSIBLE.

Patient Name/
Nombre del Paciente: ________________________________________________________________________



[LAST/Apellido]                                    [FIRST/Primer]                                                [M.I.]     

Parents Name/Nombre de los Padres:                                                             
Mother/Madre: _____________________________________ Father/Padre:__________________________________
Why is your child here today/Cual es el motivo de la visita de hoy?

____________________________________________________________________________________________________________________________________________________________________________________
Patient’s Date of Birth/Fecha de Nacimiento:_______/________/________               Age/Edad: _________________
Birth Information/Información Sobre el Parto
Mother’s Age at Patient’s Birth/La Edad de la madre en el Nacimiento de Niño: ________________
Delivery/Parto Fue: [    ] Vaginal/Natural     [    ] C-Section/Cesaria
Premature/Prematuro:  [    ] Yes/Si    [   ] No/No
Complications at Birth/Algún complicación a la hora del parto?__________________________________
Patient’s Medical History/Historia Medica Sobre el Paciente

Past Illnesses/Enfermedades Pasadas:

___________________________________________    ___________________________________________

___________________________________________    ___________________________________________

Medical Problems or Conditions Now Under Treatment by a Physician/

Problemas Medicos o Condiciones Bajo Tratamiento Por Un Doctor:

Explain/Por favor explicar:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________
Admissions to Hospital/Admisiones al Hospital:                              
                 Reason/ 



Date/
            Complications or Difficulties/

                      Razón                                                       Fecha                          Complicaciones o Dificultades

1.
____________________________ _______________________ __________________________

2.
____________________________ _______________________ __________________________
3.
____________________________ _______________________ __________________________
4.
____________________________ _______________________ __________________________
Previous Surgeries (operations)/Cirugias Previas:


            

                   Type/ 

              Date/

    Complications or Difficulties/

                      Tipo                                              Fecha                           Complicaciones o Dificultades

1.
____________________________ _______________________ __________________________

2.
____________________________ _______________________ __________________________
3.
____________________________ _______________________ __________________________
4.
____________________________ _______________________ __________________________
Medications (PATIENT TAKES NOW)/Medicamentos (Que paciente este tomando actualmente):          

                    Type/

                       Dosage or Amount/                      How often/
 

                        Tipo                                                    Dosis o Cantidad                                 Con que frecuencia
1.
____________________________ _______________________ __________________________

2.
____________________________ _______________________ __________________________
3.
____________________________ _______________________ __________________________
4.
____________________________ _______________________ __________________________
5.
____________________________ _______________________ __________________________
ALLERGIES/Alergias:

Is Patient allergic to any medication? Please list and include reactions/
El paciente es alérgico a algún medicamentó? Por favor liste e incluya reacciones.
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
__________________________________________________________________________________________
Bleeding Problems (with cuts? Tooth extraction? Pregnancy? Surgery?)/
Problemas de Sangramiento:  (con Cortadas? Extracciones? Embarazo? Cirugia?)

Explain/Por favor explicar:
____________________________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Difficulties with Local or General Anesthesia/Dificultades con Anesthesia Local o General: 

Explain/Por favor explicar:

____________________________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Childhood Medical History/Historia Medica de la Ninez
Had All Known “Baby Shots”?/


Ha tenido toda las vacunas de niño?         [    ] Yes/Si     [   ] No/No      [   ] Unknown/Desconocido 
Immunizations Up to Date/
Vacunas estan al dia:                                [    ] Yes/Si     [   ] No/No      [   ] Unknown/Desconocido  
Family History/Historia Familiar:

Any Family History of Medical Problems or Illness/ 
Cualquier Historia Familiar de Enfermedad o Problemas Medicos?

Mother/




       Sister/

Madre _________________________________   Hermana ___________________________________
Father/                                                                         Brother/

Padre  _________________________________   Hermano ___________________________________
*Female patients/Pacientes hembras.

Is the patient pregnant at this time/Esta Embarazada?      
[    ] Yes/Si   [   ] No/No   [   ] Unknown/Desconocido  
Review of Systems/Revision de Su Sistema en General:

Any Medical Problems With any of the Following/
Cualquier Problema Medico Con Lo Siguiente?

Area/Área



          No/No               Yes(explanation)/Si(explicación)
Head/Cabeza …………………………………………… [    ]……………………………………….. …………………… …………………
Eyes/Ojos ………………………………………………  [    ]……………………………………………….. …………………… ………….
Ears, Nose, Throat/Oidos, Nariz, Garganta ………… [    ]…….. …………………… …………………… …………………… …………
Thyroid/Tyroide ……………………………………… [    ]……………………………………. …………………… ……………………...
Lungs/Pulmones ………………………………………  [    ]……………………………………. …………………… ……………………..
Heart/Corazon ………………………………………… [    ]………………………………………. …………………. ……………………
Blood or Blood Vessels/Sangre ……………………  [    ]…………………….. ………………… …………………… …………………
Digestive System/Systema Digestivo ………………   [    ]…………… ………………… …………………… ………………………….
Liver/Higado …………………………………………   [    ]…………………………………………… ………………….………………..
Muscles-Bones/Musculos, Huesos …………………   [    ]……………………. ………………………………………………………….. 
Reproductive Organs/Órganos Reproductivos……   [    ]…. ………………… …………………… ……………………………………
Kidneys-Bladder/Rinones ……………………………[    ]…………………………. ………………… ………………………………….
Epilepsy/Epilepsia ……………………………………  [    ]…………………………………… ………………… ………………………..


ADHD/ADD ……………………………………………[    ]…………………………………………….. ………………………………….
Mental Illness/Historia de o Enfermedad Mental ….    [    ]……………… ………………… ………………… ………………………....
Other/Otros……………………………………………  [    ]……………………………………………. ………………… ……………….
I have completed and reviewed the History and Physical and testify that I have filled out this form to the best of my knowledge and all facts are stated as the truth.

He revisado la Historia y Condiciones físicas y testifico que he llenado las planillas con mi mejor conocimiento y todo lo que esta escrito esta correcto y es verdad.

Signature of Parent or Guardian of Patient/Firma de Tutor Legal del Paciente:

________________________________________________________________________

Today’s Date/Fecha:_______________________________________________________

Modified 04/27/10
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