
 
PEDIATRIC PERSONAL FILE 

 
 
 

  PERSONAL INFORMATION: 
 
   Child’s  name : ______________First name:_____________ Date of birth :      yy______ / mm______ / dd______ 

   Mother’s  name : ____________ First name:_____________ Child’s  sex :        ___________________________________ 

   Father’s  name: _____________ First name:_____________              Number of brothers : ________sisters:_______Rank________ 

   Address : _______________________________________ Postal code :_____________     

Telephone :   Home (    )_________________    Work (mother) (   )_________________   Work (father)  (   )_________________ 

 Who recommended you to our clinic?              Friend □ Family □ Yellow pages □ Outside sign □   Publicity □   other □ 
E-mail:                                                                       His/Her name: 

 

BIRTH AND DELIVERY : 
 
Weight at birth : ______  Present weight : ______ 

Height at birth : ______  Present height  : ______ 

Difficulties during pregnancy : _____________________________________ 

______________________________________________________________ 

______________________________________________________________ 

At delivery :  Normal vaginal   □    Forceps □   Breech □    Caesarean □ 

  At home □   At the hospital □  Which _______________ 

Difficulties during delivery : ______________________________________ 

Lenght of labor :   ______________________________________________ 

What was the APGAR :   ______   ______   ______  ____________________ 

At birth was there :       Jaundice  □        Cyanoses (blue) □ 

 Congenital abnormalities  □_________________________________ 

Feeding :  Breast □ How long _______    Bottle □ Type of milk_________ 

Sleeping : ______hours per night ; his sleeping is good □ fair □ agitated □ 

Pediatrician of the child : ________________________________________ 

Date of the last visit:_______________  Reason______________________ 

______________________________________________________________ 

Was there a diagnosis given? ______________________________________ 

______________________________________________________________ 

History of vaccination :________________________________________ 

______________________________________________________________

______________________________________________________________ 

Childhood diseases : _____________________________________________ 

______________________________________________________________ 

Others : _______________________________________________________ 

______________________________________________________________ 

  REASON FOR CONSULTATION 
 
REASON FOR PRESENT CONSULTATION : 

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________ 

Declaration for all: 
I declare that  the information given on this form is complete and exact and I consent to any necessary examinations for my 
child.  Signature_________________________________________________ Date:_______________________________ 



 
                                             PEDIATRIC EXAMINATION 
 
 
 
  
Name :_____________________First name :__________________________  File :_____________________  Date :_________________ 

GENERAL APPEARANCE : 
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________ 

VITAL SIGNS : 
 
Blood pressure :       Left  ____/____         Right  ____/____ 

Pulse :           Left  ______ /min.    Right  _____ /min. 

Respiratory rate :           ________ /min. 

Temperature :          ________ 

Weight : ________        Height : ________ 

HEART : 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
 

LUNGS: 
__________________________________ 
__________________________________ 
__________________________________ 
__________________________________ 
__________________________________ 
__________________________________ 
__________________________________ 
__________________________________ 
 

ABDOMEN : 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
 

EYES :________________________________________________
______________________________________________________ 
______________________________________________________ 
 
EARS: 
 Right Left 
Redness   
Bulging   
Retraction   
Liquid   
Wax   
Cone of light   

 
 

GENERAL MOBILITY : 
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________ 
HIPS : 
  Right  Left 
Barlow :   ______  _______ 
Ortolani  ______  _______ 
 

 

SUBLUXATIONS 
Occ C1 C2 C3 C4 C5 C6 C7 
        

T1 T2 T3 T4 T5 T6 T7 T8 T9 T10 T11 T12 
            
L1 L2 L3 L4 L5 S.I. Coc 
       
Others : 

 
 

REFLEXES : 
                               Duration Positive Negative 
Sucking         from 0 to 3-4 months   
Grip              from 0 to 3-4 months   
Walking                              variable   
Galant               from 0 to 2 months   
Tonic                from 2 to 6 months   
Vertical suspension   0 à 4 months   
Babinski           from 0 to 2 months   
Reverse Fencer         0 to 6 months Rt. Lt. Rt. Lt. 
Oculo-auditive                   variable   
Moro                 from 0 to 3 months   
Parachute                 from 4 à  ++   
Perez                          de 0 à 3 mois   

++ signifies persistence 
______________________________________________________
______________________________________________________
______________________________________________________ 

Pulmonary lobes  

 


