McDONALD PEDIATRICS

DONNA J. McDONALD, M.D.

1960 Tamarack Rd.

Newark, OH 43055

CHILD’S NAME: ___________________________________  DOB:  ____________

Family History: (child’s parents, grandparents, aunts, uncles, siblings)

Place check mark beside any disease that your child’s family relatives have/had.

___ Diabetes


___ Tuberculosis

___ Epilepsy, Seizures

___ Birth Defects

___ Bleeding Problems
___ Allergies or Asthma

___ Infant/Childhood Death
___ Learning Problems/
___ Cancer






       School Problems


___ Kidney Problems

___ Hypertension

___ Heart Problems

Social History: Place check mark if any of these pertain to you or your family.

___ Pets in Home

___ Parents Divorced

___ History of Bedwetting

___ Any Smokers in Home
___ History of Alcoholism or Drug Addiction

ALLERGIES: _________________________________________________________

_____________________________________________________________________
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