
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PEDIATRIC ENDOCRINOLOGY 
NEW PATIENT EVALUATION FORM 

 

Please complete the following as best as you 
can prior to the visit. Please bring this form 
with you to your first visit.   

GENERAL INFORMATION 
Name of Patient:  Patient’s age:                            Date of Birth:   
Person completing this form:  Relation to patient:  
Today’s date:  
Has this patient been seen by an endocrinologist before?    !No        ! Yes       
If yes:  where, when, why? 

 
PHARMACY: ______________________________________ SPECIALITY PHARMACY: _______________________________ 
Do you need 90-day prescriptions?  __________________________________________________________________________ 
 
 
Please share why you are being seen today? ________________________________________________________________ 
___________________________________________________________________________________________________________ 

BIRTH HISTORY 
Birth Weight:  
 

Birth Length:  ! Vaginal deliver ! C-section – why? 

Full term/born early/ born late (circle).  If born early/late, how many weeks at birth?  
 
Any problems during pregnancy (high blood pressure, preeclampsia, eclampsia, diabetes, placenta issues, etc.)?  
If yes, please explain.  



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SOCIAL HISTORY 
Does the patient live with both biological parents?  If no, please explain:   _____________________________________ 
_________________________________________________________________________________________________________ 
 
What grade is the patient in?  ______________________________________________________________________________ 
 
Is the patient in regular classes, advanced classes (AP), have an IEP, have a 504 Plan, need extra help with certain 
subjects?  (please circle and explain) ______________________________________________________________________ 
 
Are there any recent changes in school performance or academic concerns?  If yes, please explain.  ____________ 
_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________ 
 

CURRENT MEDICATIONS 
1._______________________________________________ 5. _____________________________________________________ 
2._______________________________________________ 6. _____________________________________________________ 
3. _______________________________________________ 7. _____________________________________________________ 
4. _______________________________________________ 8. _____________________________________________________ 
 
Do you take any supplements or herbals, including skin/hair products?  If yes, please list:  ______________________ 
_________________________________________________________________________________________________________ 
 
Do you take a multivitamin or Vitamin D? If yes, please indicate dose: _________________________________________ 

DIET AND EXERCISE HISTORY 
What sport(s) is/are your child involved in? __________________________________________________________________ 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FAMILY HISTORY  
Mother’s height: _________________ Father’s height: ____________________ Sibling Height (age): _______________ 
Sibling Height (age): _______________ Sibling Height (age): _______________ Sibling Height (age): _______________ 
Sibling Height (age): _______________ Sibling Height (age): _______________ Sibling Height (age): _______________ 
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REVIEW OF SYSTEMS 
Please check if your child has had a history of any of the following:   
 
GENERAL 
" Poor weight gain 
" Weight loss _____lbs. in 

_____months/years 
" Tiredness 
" Sweaty 
" Appetite changes


