
                                                 Emory Healthcare                  MR #____________ 
Pediatric Neurosurgery 

 
PATIENT INFORMATION SHEET 

 
Child’s Name:  _____________________________________ DOB:  ________________ 
Address:  ___________________________________________________________________ 
                 ___________________________________________________________________ 
Phone Number:  ______________________________________________________________ 
 
Pediatrician’s name, address, phone number:  Sub-specialist your child sees: 
_____________________________________  ________________________________ 
_____________________________________  ________________________________ 
_____________________________________  ________________________________ 
_____________________________________  ________________________________ 
 
FAMILY INFORMATION 
Mother’s Name:  ___________________________________ DOB:  _________________ 
Mother’s Address:  _____________________________________________________________ 
____________________________________________________________________________ 
Home Phone #:  _______________________ Work Phone #:  _________________________ 
Mother’s Occupation:  __________________________________________________________ 
 
Father’s Name:  ___________________________________ DOB:  _________________ 
Father’s Address:  _____________________________________________________________ 
____________________________________________________________________________ 
Home Phone #:  _______________________ Work Phone #:  _________________________ 
Father’s Occupation:  __________________________________________________________ 
 
LEGAL GUARDIAN INFORMATION 
Name:  ______________________________________________________________________ 
Address:  ____________________________________________________________________ 
____________________________________________________________________________ 
 
DFACS Caseworker Name:  _____________________________________________________ 
County:  __________________________   Phone #:  _________________________________ 
Supervisor’s Name:  _________________________  Phone #:  _________________________ 



PRENATAL HISTORY 
 
What month did prenatal care begin?  _____________________________________________ 
Describe any problems during the pregnancy:  _______________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
Describe any problems during the labor and delivery:  _________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
Gestation age (at how many weeks was your child born)?  _____________________________ 
APGAR scores: 1 minute:  __________ 5 minutes:  __________ 
Birth weight:  _________________ Birth Height:  ______________ 
Head circumference:  ________________________________________ 
 
Age released from hospital?  _____________________________________________________ 
Was the baby in the Intensive Care Unit?   ____ Yes               ____ No 
If YES, describe:  ______________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
PAST MEDICAL HISTORY 
 
Are your child’s immunizations up to date?  _________________________________________ 
Has your child ever received a blood transfusion?  ____________________________________ 
List any medicine or food your child is ALLERGIC to: __________________________________ 
____________________________________________________________________________ 
 
List all medicine your child takes. 

Name of medicine Dose of Medicine Times given 
   
   
   
   
   
   

   
 
 
 
 
 
 



MEDICAL HISTORY (continued) 
 
List any HOSPITALIZATIONS your child has had. 

Date of Hospitalization Reason for Admission Name of Hospital 
   
   
   

 
List any SURGERIES your child has undergone 

Date of surgery Procedure Name of Hospital Name of Doctor 
    
    
    

 
Does your child receive any of the following therapies? 

THERAPY Number of times per week Location 
Speech Therapy (ST)   
Occupational Therapy (OT)   
Physical Therapy (PT)   
Other   
 
FAMILY HISTORY 
Is there a FAMILY history of any illness or disease? ______    If YES, please describe:_______ 
____________________________________________________________________________ 
____________________________________________________________________________ 
SIBLING HISTORY 
List name, age, and health problems of child’s brothers and sisters 

Name DOB Health Status 
   
   
   

 
PAIN HISTORY 
Is your child currently experiencing pain?     Yes           No     
Location of pain:_______________________________________________________________ 
Please indicate the level of present pain on the following scale: 
No Pain                     Intolerable 
  0 1 2 3 4 5 6 7 8 9 10 
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