
                       
 

Health History 
Patient Name_______________________               Birthdate_______________ 
(Please circle YES or NO for each question. If answer is YES, please explain) 
 
Who recommended that your child’s cholesterol be checked?   _______________________________________________  MD  DO  NP  PA  (circle one) 
 
Has a doctor ever ordered a test for your child’s heart?      YES       NO 
 
Has your child had any previous heart problems?       YES       NO    If yes, what was this________________________________ 
 
Does your child use tobacco (cigarettes, vaping, chewing tobacco)?       YES       NO            
 
Does your child snore? YES       NO           Do you hear pauses in your child’s breathing at night?  YES       NO            
 
Family History 
Do the patient’s brothers or sisters  have any heart concerns or abnormal cholesterol/lipid levels?  _______________________________________ 
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Pediatric Preventive Cardiology Clinic (PPCC) 
608-263-6420 

Please fill this form out and bring it along to your child’s first visit. 

Does anyone in the family have an eating disorder?  YES   NO 
Does anyone in the family have a heart problem not listed above?  If so, what?   
_____________________________________________________________________________________________________________________________________________ 
 



 
 
Social History 
(to be filled out by the patient) 
 

Who do you live with?  ________________________________________________________________________________________________________ (please list all households) 
 
Have you ever felt that you should lose weight? YES       NO 
 
Please list any sports, clubs, exercise or activities that you do (any time of the year):   
 
_________________________________________________________________________________________________________________________________________________________ 
                                                               
 
 
This section for GIRLS only: 
 
Have you started getting menstrual periods?   YES       NO 
 
Is your period regular?    YES       NO 
 
Do you have acne that you think is worse than other girls your age?   YES       NO 
 
Do you think you have more body or facial hair than other girls your age?   YES       NO 
 
Do any of your family members have or have had in the past:  
 
______Polycystic ovarian syndrome (PCOS) 
 
______ Infertility 
 
______Irregular periods      
 

Thank you, we look forward to seeing you! 
Please call with any questions. 

Pediatric Preventive Cardiology Clinic (PPCC) 
American Family Children’s Hospital 

608-263-6420 
www.uwhealth.org/kidscholesterol 

 

 
 
 


