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Welcome to Pediatric Gastroenterology
New Patient Questionnaire for Abdominal Pain

Patient Name: D.O.B: Sex: OM OF Person filling out this form:
Relationship: Home or Cell Phone number: Pediatrician:
Referred by: OMD OER OOnline OFriend/Family O Other: Previous Gl specialist(s):
How long has this been a problem? [0 2 weeks 01-2 month 03-4 month [5-7 months O010-12 months O Other:
Previous treatments tried: Duration of Use:
Location of pain: OAIll over abdomen OAround umbilicus
O Upper abdomen: O Middle OLeft ORight OLower abdomen: O Middle OLeft ORight
Character of pain: ODull OSharp OSqueezing OOther Timing of pain: OConstant OComes and goes 0 AM O PM
Relief of pain by: OMedication OPassing of stools OFood OOther

Worsened by: OFood O Lying down OOther

Other associated symptoms: CONausea OVomiting OConstipation ODiarrhea OBlood in stool ODifficulty Swallowing OFever
OWeight loss ORash OPainful urination OFrequent urination OBlood in urine OBack pain OVaginal discharge OOther:

Please list current medications (including OTC medications, vitamins, herbal remedies, birth control & holistic supplements):

Name Dose/Strength How often? Start Date

Does your child have any known allergies? ONo O Yes (If yes, indicate below)

Allergy Name of Food or Medication What was the reaction?
Drugs ONo [OvYes
Foods ONo  OYes

Past Medical History (Check all that apply): O None significant

Gl: O GERD OConstipation OPyloric Stenosis ODiarrhea OExcessive weight gain OOther
Heart: OMurmur OPalpitations OVasovagal attacks OChest pain OOther
Lung: OPneumonia 0O Bronchiolitis OAspiration Pneumonia O Apnea O Asthma OOther
Musculoskeletal: O Lupus OJuvenile Rheumatoid Arthritis OEhlers-Danlos O Muscular dystrophy OOther.
Nevro: O Seizure disorder O Cerebral Palsy 0O Autism/Asperger’'s OMeningitis OOther
Psych: O Anxiety O Depression OADD OADHD OODD OBipolar disorder OOther
Endocrine: ODiabetes O Hypothyroidism OFailure to thrive OGH deficiency OOther
O Other (if any, please specify)

Past Surgical History (Check all that apply): ONone

OAppendectomy  Oinguinal hernia repair OUmbilical Hernia Repair OTympanostomy OTonsillectomy OAdenoidectomy
O Lacrimal duct dilation O Cholecystectomy OCongenital heart repair OOther (specify)
Immunization History of your child:OUp fo date ODelayed O Withheld (please indicate reason): OMedical O Personal

Pregnancy History: Indicate # of pregnancy: O1st O2nd O 34 OOther

Were there any complications during pregnancy in the mother? ONo OYes (Please check all that apply)

OGestational Diabetes O Low amniotic fluid O Polyhydramnios OPre-eclompsia OHyperemesis Gravidarum OPre-term
confraction O Other

Birth History: O Full-term OPremature Estimated gestational age in weeks:
How was the baby delivered?2 0O Vaginal O Vacuum/forceps assist OCesarean (Please indicate reason )
Baby’s birth weight Ib. oz. Were there any complications with your baby at birth? O No O Yes

If yes, please check all that apply: OMeconium aspiration OBreathing difficulty OVentilator Use O Feeding difficulties
OJaundice OOther (please specify)
Was your baby in the NICU? O No OYes |If yes, how long?

What was the main diagnosis? What was the treatment?
When did your baby have the first bowel movement (meconium)?024-48hrs 048-72hrs OGreater than 72 hrs ONot sure
Were any interventions needed? [0 No O Yes If yes, what was it2 O Rectal tube 0O Suppository

Family history: Check the box and list the relationship to the patient next to the condition. O Childhood death O Cirrhosis O
Celiac disease O Crohn's Disease O Acid reflux OConstipation O Gallstones O Pancreatitis O Stomach ulcers O IBS O Lactose
infolerance 0O Polyps OUlcerative Colitis O Liver Disease O Jaundice OOther (Please specify)
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Review of Systems: If there are any symptoms, please check the box (es) that apply.

Ears, Nose, & Throat [ONormal Ohearing Endocrine ONormal Oweakness/tired Ohyperactive | Cardiovascular CONormal Ochest pain Opalpitations
loss Otrouble swallowing Oear infections Ohot sensitivity Ocold sensitivity Opoor growth Oheart beats fast for no reason Ofainting Oheart
Onose bleeds Osleep apnea Osinus Omenstrual iregularity Age when periods started: __ murmur Ocongenital heart disease OOther:
Infections Ohoarseness Omouth sores Cycles: ORegular Olrregular OOther: Blood circulation O Normal anemia Oeasy bruising
OOther: OOther:
Urinary System O Normal Oincreased Gastrointestinal ONormal Otrouble with bowel Respiratory O Normal Owheezing Oasthma Opersistent
frequency or amount of urine Ourinary Ogassiness Oburping Odiarrhea ODifficult coughing Oshortness of breath with unusual exertion
fract infection Obedwetting Oday fime swallowing Onausea/vomiting Oexcess weight gain Opneumonia Oshortness of breath for no reason
wetting OOther: Oweight loss, how much Opoor appetite OOther:
General [ONormal Ofever Oexcessive Oexcessive appetite Ofeeling full after a small meal  ["Eyes ONormal Oglasses Ocontact lenses Dlitching of
sweating Ofatigue/tired OOther: Orectalbleeding OOther: eyes OOther:
Musculoskeletal ONormal Obone Psychology O Normal Ofeeling sad Ofeels upset Neurology ONormal Oseizures Odevelopmental
problems Oloose joints Oscoliosis Ojoint easily Ooutburst of temper Ofeels hopeless delay Oheadaches Odizziness Ofainting Otremors
problems Omuscle pain Oincreased Oanxiety Obehavior issues/problems Oideas of Onumbness Oabnormal movements Odecreased
flexibility of joints OOther: hurting self and others OOther: sensation OOther:
Skin ONormal Oeczema Odry skin Oacne Odiaper rash Obruising Immunology ONormal OAllergies OFrequent infections OUnusual infections
Oitching Ojaundice OOther: Oswollen lymph node OOther:

Social History:

Who all lives with the patient at home? (Please check all that apply)
OBoth parents OMother OFather OStep-father OStep-mother OFoster parents OGrandmother OGrandfather OAuni(s)
OUncle(s) O Sibling(s) O Significant other of parent O Youth Home (If yes, how long?___ what is the reason? )
Parental Status :0O0 Married O Single 0O Divorced O Separated O Unmarried 0O Dual parenting
Patient’s Sexual History: [0 Not applicable O Not currently sexually active 0O Never sexually active O Sexually active
If yes, does patient use protectione ONo OYes If active, how many partners¢ O Single OMultiple
Have you tried using alcohol? O No O Yes (If yes, please answer the following questions).
How much do you drink per week?2 O 1-2 drinks O 3-4 drinks O 5+ drinks
Have you tried using tobacco? 0O No O Yes (If yes please, answer the following questions).
What type of tobacco?2 O Cigarettes O Cigars OChewing 0O Snuff OHookah DOJuul OE cigarettes
How often perweeke 0O 1-2 fimes O 3-4 fimes 05+ times
If you smoke cigarettes, how many perday?2 O 1-2 0O3-4 0O5-6 Ohalfapack Ofull pack
Have you tried using marijuana? O No O Yes (If yes please, answer the following questions).
How often perweeke 0O 1-2 fimes O 3-4 fimes 05+ times
Does the patient have any pets? O dog(s) Ocat(s) Ofish(es) DOother (please specify)
Does the patient attend school? O No (OOnline OHome School OOther____ ) O Yes (If yes, answer the following questions).
What school grade is the patient in? ___ What type of grades does the patient get2e O A’s OB's OC’s OD’s OF's
Does the patient attend daycare? OO0 No OYes What does the patient want to be when he/she grows up?
What type(s) of sports does the patient participate in?
Please list the hobbies that the patient enjoys?

Diet History:
If your child is an infant/toddler, please answer the following If your child is older than a toddler, please answer the following
questions: questions:
Is your child currently being breastfed2d No OYes How many servings of milk per day?
If breastfed, how many feedings per day?2 What type of milke 0O1% O2% O Whole milk
Is there supplementation with formula? ONo OYes How many servings of vegetables per day?2
If not breastfed, what type of formula? How many servings of fruits per day?
How often202 hr O3 hrs 04 hrs 06 hrs How many ozs per feed?___ | How many cups of juice per day?
Are you adding cereal to the formula?2 ONo OYes Does your child consume spicy foodse ONo OYes
Other foods: Does your child have diet restrictionse ONo OYes
O Stage | baby food O Stage Il baby food If yes, please explain:

Development: Is your child’s development: ONormal ODelayed (If yes, what is the determined developmental age? __ )

Please tell us anything else that you think may be important for us to know about your child.

Please let us know what your child would want to know from this visit

What are his/her concerns?
O Fear of clinic O Fear of doctor OFear of needles OOther:
What are your concerns?

Parent Name/Signature: Date:




