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Please provide the following information.

Today’s Date:

Child’s Name:

Date of Birth: Was your baby premature?
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======================= Initial Pediatric
EHR Health Information Form

Patient's Name Age MR# Date

Parent's Name(s) Preferred Contact Person

Please list any Allergies or Reactions to Medications, Foods, Latex, etc. that you have had in the past:

Immunizations up-to-date? L1 Yes [1 No [ Not sure

Last Well Child Exam (Date/Practice)

Family Medical History:
Please indicate family members (parent, sibling, grandparent, aunt or uncle) with any of the following conditions:

Cancer Psychological Problems
Diabetes Alcohol/Drug Problems
Angina or Heart Problems Developmental Delays/
(younger than 55 yrs) Learning Disabilities
High Blood Pressure Other Major llinesses

Personal Medical History: Please note date and reason or description.
Surgeries or Hospitalizations:

Injuries or Accidents:

Medical Conditions:

Medical Specialists:

Medications: ALL prescription AND non-prescription medicines, vitamins, nutritional supplements, herbs, homeopathic remedies
Medication Dose How many times per day

Birth:
Was child full term (40 weeks)? [0 Yes [ No If no, gestational age at time of birth
Complications of pregnancy or birth:

Who lives in your home?

© Copyright 2022 by SAS Institute Inc., Cary, NC. All Rights Reserved.



Edinburgh Postnatal Depression Scale' (EPDS)

Name: Address:
Your Date of Birth:
Baby’s Date of Birth: Phone:

As you are pregnant or have recently had a baby, we would like to know how you are feeling. Please check
the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today.

Here is an example, already completed.

| have felt happy:

o Yes, all the time

Yes, most of the time  This would mean: “I have felt happy most of the time” during the past week.
o No, not very often Please complete the other questions in the same way.

o No, notatall

In the past 7 days:

1. I have been able to laugh and see the funny side of things  *6. Things have been getting on top of me

o As much as | always could o Yes, most of the time | haven’t been able
o Not quite so much now to cope at all
o  Definitely not so much now o  Yes, sometimes | haven’t been coping as well
o Notatall as usual
o No, most of the time | have coped quite well
2. | have looked forward with enjoyment to things o No, | have been coping as well as ever
o  As much as | ever did
o Rather less than | used to *7 1 have been so unhappy that | have had difficulty sleeping
o  Definitely less than | used to o Yes, most of the time
o Hardly at all o Yes, sometimes
o Not very often
*3. | have blamed myself unnecessarily when things o No, not at all
went wrong
o Yes, most of the time *8 | have felt sad or miserable
o Yes, some of the time o Yes, most of the time
o Not very often o Yes, quite often
o No, never o Not very often
o No, not at all
4. | have been anxious or worried for no good reason
o No, notatall *9 | have been so unhappy that | have been crying
o Hardly ever o Yes, most of the time
o Yes, sometimes o Yes, quite often
o Yes, very often o Only occasionally
o No, never
*5 | have felt scared or panicky for no very good reason
o Yes, quite a lot *10 The thought of harming myself has occurred to me
o Yes, sometimes o Yes, quite often
o No, not much o Sometimes
o No, not at all o Hardly ever
o Never
Administered/Reviewed by Date

'Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale. British Journal of Psychiatry 150:782-786 .

2Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18,2002,
194-199

Users may reproduce the scale without further permission providing they respect copyright by quoting the names of the
authors, the title and the source of the paper in all reproduced copies.
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