
                                                          El Paso Pediatric Associates,  P.A.
Drs. Kahn, Alpard, Segapeli, Rodriguez, Brower, Coleman, Craig and Kronfol

650 Belvidere                                                                            9398 Viscount Bldg 2
El Paso, Texas 79912                                                                El Paso, Texas 79925

            
PATIENT  RECORD

 
Name ____________________________________________Birth Date______________ Male/Female_____  Blood type _____
Father’s Name_____________________________________ S.S.#__________________ Phone(          )___________________
Mother’sName_____________________________________S.S.#__________________ Phone(          )___________________
Father’s Address__________________________________  City__________________    State_________  Zip_____________
Mother’sAddress__________________________________  City__________________   State_________   Zip_____________
Child’s S.S.#__________________________________ Referred by:_______________________________________________
Father’s Employer _________________________________________________________Phone(         )___________________
Mother’s Empoyer_________________________________________________________Phone(         )___________________
Insurance Carrier_______________________________________________________Ins. ID#__________________________
      

FAMILY HISTORY

                                 AGE                          HEALTH                                 ALLERGIES OR OTHER PROBLEMS
Mother_________________________________________________________________________________________________
Father_________________________________________________________________________________________________
Children________________________________________________________________________________________________
  

PAST HISTORY

PCP_________________________Hosp.___________________Gestation_________Birth Wt.__________Length_________
Condition/Complications at Birth____________________________________________________________________________
______________________________________________________________________________________________________
Hospitalizations__________________________________________________________________________________________
_______________________________________________________________________________________________________
Drug Allergies__________________________________________________________________________________________
_______________________________________________________________________________________________________
Reactions to Immunizations________________________________________________________________________________
Any Additional Concerns_________________________________________________________________________________

   PLEASE DO NOT FILL BELOW                                                                                            OFFICE USE ONLY
                                                                                    IMMUNIZATIONS 
VACCINE VIS DATE      1ST       2ND     3RD     4TH BOOSTER BOOSTER
HEP-B (07-18-07)
DTAP (05-17-07)
IPV (01-01-00)
HIB (12-16-98)
PCV7 (09-30-02)
ROTAVIRUS (04-12-06)
MMR (01-15-03)
VARIVAX (01-10-07)
HEP -A (03-21-06)
TDAP (07-12-06)
MCV4 (01-28-08)
HPV (02-02-07)
PPD
FLU (current yr)

                    



 


