Y Pearl City Medical Associates, Inc.
98-1079 Moanalua Road / Suite 555 / Aiea, Hawaii 96701-4794

Welcome to Pearl City Medical Associates, Inc.
Please fill out this form to the best of your knowledge. Thank you.

Patient Name: Today's Date:

Mother's Name: Father's Name:

BIRTH HISTORY

Birth Date: I Gender: I Birth Weight: lbs. OZ.
Was child born within 3 weeks of expected due date? EI Yes EI No
Any complications during birth?2 DYes |:| No

if yes, please describe complications:

MEDICAL HISTORY

_ ILLNESSES
Asthma [ Ives [no Other:
Eczema I:lYes l:l No Other:
Diabetes DYes ':I No Ofher:
Seizures DYes DNo Other:
ADHD I:lYes DNo Other:
Developmental Delay [ |yes [Ino Other:
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Patient Name:

Today's Date:

ARG IES IS ISIES

-counter drugs
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Deceased

FAMILY HISTOR!
fo indicdite posinve history

Hypertension

Heart disease

High Cholesterol

Stroke

Diabetes

Obesity

Genetic disorder

Asthma

Depression

Cancer

Other:

Other:

Other:
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Patient Name: Today's Date:

... sociatHistoRy.. .
Location of home/address: ] Who lives at home?

Pet(s)2 [yes [INo If yes, please list type of pet(s):

Attends daycare/school? |:|Yes |:|No If yes, name of daycare/school:

Smokers in the household2  [] Yes [Ino If yes, whom (ex. mom, dad, etc.):

Mother's occupation: Name of employer:
Father's occupation: Name of employer:

__ NUTRITION / DIET

| DéSéribe:

_ PHYSICAL ACTIVITIES / INTERESTS
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Patient Name: Today's Date:

' questions you have regarding your child

PRINTED NAME OF PERSON FILLING OUT FORM RELATIONSHIP TO PATIENT

SIGNATURE OF PERSON FILLING OUT FORM

Thank you for joining Pearl City Medical Associates, Inc. We looking forward to serving
you with the highest quality of compassionate care!
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