


 MEDICAL HISTORY

NAME: _____________________________________________________________________

DATE OF BIRTH:____________________________________	 	 	 	 PLACE OF BIRTH:___________________________________

BIRTH WEIGHT:____________________________________BIRTH LENGTH:____________________________________

PROBLEMS:  (E.G. JAUNDICE, PREMATURITY)

 ____________________________________________________________________________________________________________________________________________________________________________________________________

FAMILY HISTORY:

DIABETES 	 	     YES __________________NO__________________ COMMENTS__________________________________________________________________________________

SEIZURES      	 	     YES __________________NO__________________ COMMENTS__________________________________________________________________________________

ALLERGIES   	 	      YES __________________NO__________________ COMMENTS_________________________________________________________________________________

HEART DISEASE  	      YES __________________NO__________________ COMMENTS_________________________________________________________________________________

HIGH BLOOD PRESSURE    YES __________________NO__________________ COMMENTS_________________________________________________________________________________

ELEVATED CHOLESTEROL YES __________________NO__________________ COMMENTS_________________________________________________________________________________

CANCER   	 	       YES __________________NO__________________ COMMENTS_________________________________________________________________________________

DEVELOPMENTAL HISTORY  (if applicable) At what ages did the following occur?

Sat up without help  ________________________  Fed Self    ________________________Crawled ________________________  Bladder Control ________________________________

Walked ________________________  Bowel Control  _________________________Spoke 1st words_______________________________    Dressed Self  ____________________________

Used simple sentences  _____________________Was child breast or bottle fed?______________________ Any problems?____________________________________________

HEALTH AND MEDICAL HISTORY (if applicable)

Childhood Illnesses (Fill in circle if yes-note frequency & age)

 O Multiple Ear Infections ______________________________________________________________O Tubes in Ears_____________________________________________________________________
 O Asthma _____________________________________________________________________________________ O Allergies (to what?)___________________________________________________________
 O Seizures (when was last one?)______________________________________________________________

Please list & describe any other important injuries, illnesses, major operations or developmental problems & when they 
occurred:______________________________________________________________________________________________________________________________________________________________________________________
Please list medications child is currently taking and what they are being taken for:

Name of Medication  For What    
____________________________________________________________________________________________________________________________________________________________________________________________________
,
Has vision been examined? _______   Results:____________________________Does child wear glasses? ________  At what age were they prescribed? ____________

Has hearing been tested? ________ Results: ___________________________Does child wear hearing aid? _______ At what age was it prescribed? ____________

PATIENT REGISTRATION FORM    PAGE 2



PATIENT REGISTRATION FORM    PAGE 3

I hereby authorize examination and whatever services deemed necessary by Beverly Hills Pediatrics, Scott 
Cohen, MD, and Bess Raker, M.D.
  
 
  
I have read and understand the office policies. I hereby authorize all insurance benefits to be paid directly to 
Beverly Hills Pediatrics for services rendered.  I understand that I am financially responsible for charges as 
designated by my insurance company (e.g. deductibles, coinsurances and co-pays). I am also responsible for 
charges not covered by insurance, including but not limited to, school or camp forms, emergency 
medications administered in the office, telephone management, and finance fees incurred on unpaid 
balances. I authorize Beverly Hills Pediatrics, Scott Cohen, MD, and Bess Raker, M.D. to release information 
to my insurance company when requested. I have also received a copy of my privacy notice that describes 
how medical information about my child may be used and disclosed and how I can access this information.
  
 
  

Name of Guarantor/Parent   	 	 	 	 	 Name of Child                                                                                                                               
	 	

	 	 	 	 	 	 	 	

Signature	 	 	 	 	 	 	 	                    
                                                                                                                                                                                         

Date                                                                                                                                                                                               

Name of Child

Name of Child

Name of Child

Name of Child

Name of Child
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