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      Affiliated with Boston Medical Center
Pediatric Health Questionnaire
Legal guardian to complete information and sign:









Chart #




Patient (child) Name:_____________________________________            Age: ___________
Patient (child) Date of Birth:
____________________________________Sex:   M  /  F

Reason for seeing Dr. LaRocca today:








Does the patient have any siblings?  Y / N
  If so, how many?






Patient (child) Medical History

Previous Surgeries




Previous Eye Surgeries



____________________________________
____________________________________
____________________________________
____________________________________
Medications













Allergies










______
I authorize the staff of Boston University Eye Associates to administer eye drops which are required for the eye exam. 

Signature of 
Parent or Legal Guardian:

________


______Date:




The information below referring to the child’s Parent or Legal Guardian is necessary for billing purposes.
Address______________________________________________________________________

DOB________________S.S. #______-_______-________Phone #_______________________

Place of work________________________________Subscriber to Ins__________________

Work phone: ____________________________Cell Phone:___________________________

