Pediatric Intake Form
Our practice is dedicated to providing the best possible care for your child.  In order for us to serve you better, please take a few minutes to answer the following questions.  Your answer will be kept strictly confidential as part of your child’s medical record.  Ongoing evaluations of our care may involve a series of treatments. 
Child’s Name_________________________ Parent’s Name____________________ Today’s Date__________
Age: 

 Date of Birth: _____/_____/_____ Gender:    female   or    male 

Mother's name:




 Father's name: 




 

Address: 





 City: 


 State: _____  Zip: 



Phone # (home): (_____)_________________  Parents # (work): (_____)________________  Parents e-mail address: 















How did you hear about this clinic? 










Reason for visit or presenting problems:  
























MEDICATIONS   Now 
   Past




 
Now 
   Past

Aspirin


  


Antibiotics


  




Tylenol


  


Anti-histamine
     

  

Decongestant

  


Other



  

Ibuprofin

  


Allergies to medicines _________________
MEDICAL HISTORY


 Chicken pox  

 Scarlet fever


 Tonsillitis, approx. no.                            



 Measles   

 Pneumonia


 Ear infections, no. 



            


 Mumps       

 Frequent colds    


 other (please list) 





 Rubella


 Rheumatic fever


Has your child had any of the following tests?          When

  Where
               Results
Electroencephalogram
.................................................................................................................................................. 
Psychological evaluation
..................................................................................................................................................
Hearing 
...............................................................................................................................................................................
Speech/Language
.................................................................................................................................................................

Injuries/Surgeries/Hospitalizations  (please list):   




















      
IMMUNIZATIONS

_____ Measles       _____ Polio     _____ MMR         _____ Smallpox   _____ Diphtheria

_____ Mumps         _____ DPT     _____ Tetanus     _____ Influenza    _____Others (list): ___________________________
____________________________________________________________________________________________________
Any adverse reactions?  Y   N     What ? ________________________________________
FAMILY MEDICAL HISTORY Does the child’s mother, father, or grandparents have any of the following? If yes, who?
Yes    No     High blood pressure  

Yes    No     Diabetes  

Yes    No     Lung problems (asthma) 

Yes    No     Heart problems  

Yes    No     Miscarriages  

Yes    No     Learning problems  

Yes    No     Nerve problems  

Yes    No     Mental illness (depression) 

Yes    No     Drinking problems  

Yes    No     Drug problems  

Yes    No     Other  _____________________________________________________________________________

PRENATAL HISTORY

Previous pregnancies by natural mother, miscarriages, or complications?  _________________________________________
____________________________________________________________________________________________________
Mother's age at child's birth? 


Mother's health during pregnancy? _____ Illnesses_____ Medications _____ Hypertension_____ Thyroid problems
_____ Diabetes_____ Bleeding _____ Physical or emotional trauma_____ Nausea_____ Cigarettes, alcohol, drug consumption

BIRTH HISTORY
Term:  Full 

 Premature 

    Late 

 Weight at birth


 

Length of labor 


  Complications? 







Did your child have any of the following problems shortly after birth?


 Birth defects


 Birth injuries


 Blue baby


 Cerebral palsy
               
 Seizures


 Jaundice


 Colic



 Fever 

               
 Rashes

Other (explain) ______________________________________________________________

Child's sleep patterns (first year) ________________________________________________

Food intolerances (if any) ______________________________________________________

Feeding:  Breast fed? 
      how long? 

      Formula? 
  milk / soy 

 

Age began solids 



 Which foods? 






Age began:  Sitting 

    Crawling 
   
    Walking 

      Talking 


 

SYMPTOMS  (mark  Y  if current,  P  significant past symptom)


 Hives
                 
 Burning of urine


 Bloody urine
 


 Eczema               

 Frequent urination

 Cries easily


 Bleeding gums

 Heart murmur


 Nervous


 Nose bleeds
 
 Vomiting spells


 Sleep problems


 Acne
               
 Anemia

               
 Night sweats


 High fevers

 Stomach aches


 Sensitive to light


 Chronic rash

 Jaundice


 Body/breath odor


 Hearing loss

 Easy bruising


 Motion/car sickness


 Diarrhea

 Flat feet

                 
 No appetite


 Sore throats

 Constipation 


 Nightmares


 Headaches 

 Gas

               
 Canker sores


 Frequent colds

 Bleeding tendency 

 Unusual fears


 Wheezing

 Joint pains

 
 Excessive fatigue


 Cough
               
 Dizzy spells
               
 Hair loss

DIET

Please describe your child's typical daily diet:

Breakfast: 














Lunch:















Dinner:















Snacks:















To Drink: 










__________

BEHAVIOR COMMENTS:____________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________

LIFESTYLE
              How many times have you moved in the last year? ___

Besides you, does anyone else take
              Yes
No

Care of the child? If yes, who?  _________

Has child received health care elsewhere?
Yes
No

Where?  ____________________________

Why? ______________________________
How would you rate this child’s health in general?

A. Excellent
B. Good
      C. Fair
D. Poor

Do you have any concerns about your child?

_____________________________________________

_____________________________________________

 How old are you?   ________   
Are you   A. single   B. Married   C. Separated


  D.  Divorced
              E. Other

What is the highest grade you have completed?_________
FAMILY SAFETY
How often does your child use a seatbelt (car seat)?

A.  Never
B.  Sometimes
        C.  Always
In the past year, have you ever felt

Threatened in your home?


Yes
No

In the past year, has your partner or

Yes
No

Other family member pushed you, punched 

You, hit you, or threatened
 to hurt you?
Does anyone in your household smoke?
Yes
No
Do you currently smoke cigarettes?  If yes,
Yes
No

how many do you smoke per day?
______
Do you have a smoke alarm and fire 
Yes
No
extinguisher? 

Do you encourage your child to wear sunscreen?  Yes    No
FAMILY HEALTH   
Do you encourage your child to do physical activities or
 play sports? What sports are played? _______________________________________________
How many hours does your child spend using television, 
video games, and/ or computers on an average day?_________ 
What does your family do together for fun?

______________________________________________
How strong are your family’s religious beliefs or practices?
A. Very strong   B. Moderately strong   C. Not strong   

How often do you read bedtime stories to your child?

A. Frequently   B. Often  C. Occasionally  D. Rarely
E. Never

How many times per week do you eat “take-out” or eat in a restaurant?_______________
What type of milk do you usually serve?______________

How many times per week do you serve red meat?_____
What type of fat/oil  do you use most often in cooking?       __
_____________________________________________

WHEN YOU WERE A CHILD

Did either parent have a drug or alcohol
Yes
No

problem?

Were you raised part or all of the time by
Yes
No

foster parents or relatives (other than 

your parents)?

How often did your parents ground you or put you in time

out?   A. Frequently  B. Often  C. Occasionally D. Rarely

                                        E.  Never
How often were you hit, punched or kicked by a family

member?   A. Frequently    B. Often    C. Occasionally 

                               D. Rarely           E. Never

Do you feel you were physically abused?
 Yes        No
Do you feel you were neglected?
                Yes       No

Do you feel you were hurt in a sexual way?    Yes       No
Did your parents ever hurt you when they 
  Yes       No

were out of control?

Are you ever afraid you might lose control      Yes       No

and hurt your child?

How often in the last week have you felt depressed?

0

2-2

3-4               5-7 days

In the past year, have you had two weeks or
  Yes      No

more during which you felt sad, blue, or 

depressed or  lost pleasure in things that you 

usually cared about or enjoyed?

Have you had two or more years in your life    Yes       No

when you felt depressed or sad most days,

even if you felt OK sometimes?

Do you have dependable support when you need help?   

 Yes         No

DRINKING AND DRUGS
In the past year have you ever had a 
        Y/ N
drinking problem?

Have you tried to cut down on alcohol
       Y/N
in the past year?

Have you ever had a drug problem?

       Y/N
Have you used any drugs in the last

       Y/N
24 hours? If yes, which one(s)

Cocaine  Heroin   Methadone   Speed   Marijuana   Other:

                _____________________________________
   

Are you in a drug or alcohol recovery
Yes
No

program now?  If yes, which one(s)

Informed Consent to Treatment:

As a participant in holistic care, I understand that with its gentle and supportive role in my child’s health, this form of healthcare may not cure any of my child’s current conditions nor prevent any future conditions. I understand that although all therapies are natural and non-invasive, there may be potential side effects and complications including, but not limited to: aggravation of current symptoms; sensitivities to ingredients in botanicals or supplements. I understand that I have my own rights to accept or reject any Naturopathic treatments provided. 

I am understand of all charges and fees during the length of care and treatment and am responsible for paying them. I am also aware of the 24 hour cancellation policy whereby if I shall not be able to make a scheduled appointment, I will phone the clinic to cancel my appointment and reschedule at my earliest availability so as to not interrupt the progress of my treatment. I am also aware that I will be charged for returned checks.
_____________________________________________________

Parent/Guardian Signature                                          Date
Parent/Guardian printed full name: 
_____________________________________________________
