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Date:_________________________

Pediatric Intake Form (6-12)
General Information

Child’s Name: ​​​​​​​​​​​​​​____________________________________________________________

Address: ​​​​​​​​​​​​​​​​​​​​​_____________________________________________________________________________________________________

Town/City: _____________________________ Province: ________________________ Postal Code: ________________
Date of Birth: M__________ D__________ Y__________
Age: _______________
Gender: M / F

Height: __________
Weight: __________

Who is filling out this form (name and relation)? _____________________________________________________
Contacts (in order of preference)

Name: _______________________________________________  Email: _________________________________________________re








































































































Home Phone Number: ______________________________ Work Phone Number: ______________________________

Relationship to child: ________________________________________________________________________________________

Name: _______________________________________________  Email: _________________________________________________re








































































































Home Phone Number: ______________________________ Work Phone Number: ______________________________

Relationship to child: ________________________________________________________________________________________

May we leave messages relating to your visits?  Y/N   Which phone number _________________________
Visit Reminders preference phone/email
May we email you Newsletters?  Y/N 

With whom does the child live?_____________________________________________________________________________
How did you hear about our clinic?_________________________________________________________________________
Were you referred to our office? Y/N, If yes, by whom? __________________________________________________
Other health care providers (MD, DC, RMT, DDS, Physiotherapist, Other):

	Name
	
	
	

	Phone #
	
	
	


Current Health Concerns:

What are your child’s health concerns, in order of importance, include approximate date of onset:

1. _________________________________________________________________________________________________________

2. _________________________________________________________________________________________________________

3. _________________________________________________________________________________________________________

4. _________________________________________________________________________________________________________

List any treatments your child has had for the above conditions, include approximate dates and results:

Please list all current medications (prescription, over-the-counter, vitamins, herbs, homeopathics), include dose and results:

Medical History

Are there any ethical, religious or cultural considerations that may interfere with your child’s treatment that your naturopathic doctor should be aware of? 

How would you rate your child’s general state of health?

· Excellent
□     Good
□     Fair
□     Poor

Please indicate any serious conditions, illnesses, injuries, surgeries, hospitalizations and traumas (emotional or physical), along with approximate dates:

Which of the following has your child had?
(N=Never, M=Mild, A=Average, S=Severe)

	N
	M
	A
	S
	Rubella (German Measles)
	N
	M
	A
	S
	Roseola

	N
	M
	A
	S
	Measles
	N
	M
	A
	S
	Mumps

	N
	M
	A
	S
	Chicken Pox
	N
	M
	A
	S
	Strep Throat

	N
	M
	A
	S
	Whooping Cough
	N
	M
	A
	S
	Mononucleosus

	N
	M
	A
	S
	Impetigo
	N
	M
	A
	S
	Ear Infections


Has your child been diagnosed with any diseases or syndromes?
Does your child have any allergies or adverse reaction to foods, medications, and/or environmental?

Please list past prescription medications, along with approximate dates:

How many times has your child taken antibiotics in the past 5 years? ___________________________

Please circle if your child has had any of the following tests, along with the approximate dates:

	Allergy test
	Ultrasound
	Hearing test

	X-rays
	MRI
	Vision test

	Blood tests
	CAT Scan
	Speech test

	Urine tests
	Colonoscopy
	Psychological evaluation


Please circle if your child has received any of the following immunizations:

	Chicken Pox (Varicella)
	Seasonal Influenza (Flu)

	MMR (Measles, Mumps, Rubella)
	Meningococcal (Meningitis)

	DTP (Diptheria, Tetanus, Pertusis)
	Polio

	Hepatitis A
	Hepatitis B

	Haemophilus Influenza B (Hib)
	HPV (Human papillomavirus)

	Tetanus booster; when?_______________________
	Other?______________________________


Please indicate if any vaccines caused an adverse reaction?

Review of Systems - Pediatric 

Y
A condition you have now

N
 A condition you have NEVER had

P
A condition you had in the past

	1. GENERAL

	Weight
	Fatigue/weakness
	Y
	N
	P
	

	Weight one year ago
	Fever/chills
	Y
	N
	P
	

	Height
	


	2. SKIN

	Rashes
	Y
	N
	P
	
	Night  sweats
	Y
	N
	P
	

	Eczema, hives
	Y
	N
	P
	
	Dryness/moistness
	Y
	N
	P
	

	Acne, boils
	Y
	N
	P
	
	Temperature
	Y
	N
	P
	

	Itching
	Y
	N
	P
	
	Nail changes
	Y
	N
	P
	


	3. HEAD

	Headache
	Y
	N
	P
	
	Dizziness
	Y
	N
	P
	

	Head injury
	Y
	N
	P
	
	


	4. EYES

	Impaired vision
	Y
	N
	P
	
	Itching
	Y
	N
	P
	

	Glasses
	Y
	N
	P
	
	Redness
	Y
	N
	P
	

	Eye pain
	Y
	N
	P
	
	Discharge
	Y
	N
	P
	

	Tearing or dryness
	Y
	N
	P
	
	


	5. EARS

	Impaired hearing
	Y
	N
	P
	
	Discharge
	Y
	N
	P
	

	Earache
	Y
	N
	P
	
	Infections
	Y
	N
	P
	

	Dizziness
	Y
	N
	P
	
	


	6. NOSE AND SINUS

	Frequent colds
	Y
	N
	P
	
	Stuffiness
	Y
	N
	P
	

	Nose bleeds
	Y
	N
	P
	
	Hay fever
	Y
	N
	P
	


	7. MOUTH AND THROAT

	Frequent sore throat
	Y
	N
	P
	
	Dental cavities
	Y
	N
	P
	

	Sore tongue/mouth
	Y
	N
	P
	
	Loss of taste
	Y
	N
	P
	

	Gum problems
	Y
	N
	P
	
	


	8. NECK

	Lumps
	Y
	N
	P
	
	Goiter
	Y
	N
	P
	

	Swollen glands
	Y
	N
	P
	
	Pain or stiffness
	Y
	N
	P
	


	9. RESPIRATORY

	Cough
	Y
	N
	P
	
	Difficulty breathing
	Y
	N
	P
	

	Sputum
	Y
	N
	P
	
	Pain on breathing
	Y
	N
	P
	

	Spitting up blood
	Y
	N
	P
	
	Shortness of breath
	Y
	N
	P
	

	Wheezing
	Y
	N
	P
	
	Tuberculosis
	Y
	N
	P
	

	Asthma
	Y
	N
	P
	
	Tuberculin Test
	Y
	N
	P
	

	Bronchitis
	Y
	N
	P
	
	Last chest X-ray

	Pneumonia
	Y
	N
	P
	
	


	10. CARDIOVASCULAR

	Murmurs
	Y
	N
	P
	
	Past ECG
	Y
	N
	P
	

	Rheumatic fever
	Y
	N
	P
	
	Other heart tests
	Y
	N
	P
	

	Cyanosis
	Y
	N
	P
	
	


	11. GASTROINTESTINAL

	Trouble swallowing
	Y
	N
	P
	
	Belching or passing gas
	Y
	N
	P
	

	Change in thirst
	Y
	N
	P
	
	Jaundice (yellow skin)
	Y
	N
	P
	

	Change in appetite
	Y
	N
	P
	
	Constipation
	Y
	N
	P
	

	Nausea
	Y
	N
	P
	
	Diarrhea
	Y
	N
	P
	

	Vomiting
	Y
	N
	P
	
	Rectal bleeding
	Y
	N
	P
	

	Vomiting blood
	Y
	N
	P
	
	Black, tarry stool
	Y
	N
	P
	

	Bowel movements – how often
	Abdominal pain
	Y
	N
	P
	

	Is this a change?
	Y
	N
	P
	
	Food allergy
	Y
	N
	P
	

	Blood in stool
	Y
	N
	P
	
	Hernias
	Y
	N
	P
	


	12. URINARY

	Pain on urination
	Y
	N
	P
	
	Frequent infections
	Y
	N
	P
	

	Increased frequency
	Y
	N
	P
	
	Blood in urine
	Y
	N
	P
	

	Frequency at night
	Y
	N
	P
	
	Urgency
	Y
	N
	P
	

	Inability to hold urine
	Y
	N
	P
	
	Hesitancy
	Y
	N
	P
	


	13. MALE REPRODUCTIVE

	Hernias
	Y
	N
	P
	
	Testicular pain
	Y
	N
	P
	

	Testicular masses
	Y
	N
	P
	
	


	14. FEMALE REPRODUCTIVE

	Vaginal discharge
	Y
	N
	P
	
	Vaginal itching
	Y
	N
	P
	


	15. MUSCULOSKELETAL

	Joint pain or stiffness
	Y
	N
	P
	
	Muscle spasms/ cramps
	Y
	N
	P
	

	Arthritis
	Y
	N
	P
	
	Weakness
	Y
	N
	P
	

	Broken bones
	Y
	N
	P
	
	Backache
	Y
	N
	P
	


	16. NEUROLOGIC

	Fainting
	Y
	N
	P
	
	Loss of memory
	Y
	N
	P
	

	Seizures/convulsions
	Y
	N
	P
	
	Involuntary movement
	Y
	N
	P
	

	Paralysis
	Y
	N
	P
	
	Loss of balance
	Y
	N
	P
	

	Muscle weakness
	Y
	N
	P
	
	Speech problems
	Y
	N
	P
	

	Numbness or tingling
	Y
	N
	P
	
	


	17. ENDOCRINE

	Excessive thirst
	Y
	N
	P
	
	Excessive sweating
	Y
	N
	P
	

	Excessive hunger
	Y
	N
	P
	
	Diabetes
	Y
	N
	P
	

	Excessive urination
	Y
	N
	P
	
	


	18. ALLERGIC HISTORY

	Drug sensitivity
	Y
	N
	P
	
	Allergies?  Please list

	Reaction to vaccine
	Y
	N
	P
	
	


	19.  EMOTIONAL

	Depression
	Y
	N
	P
	
	Phobias
	Y
	N
	P
	

	Mood swings
	Y
	N
	P
	
	Insomnia
	Y
	N
	P
	

	Anxiety or nervousness
	Y
	N
	P
	
	


	20. HABITS

	Please answer yes (Y) or no (N)
	Y
	N
	
	Does your child watch television?
	Y
	N
	

	Does your child eat 3 meals daily?
	Y
	N
	
	     How many hours a day?

	Does your child awake rested?
	Y
	N
	
	Does your child read?
	Y
	N
	

	Does your child sleep well?
	Y
	N
	
	Does your child exercise?
	Y
	N
	

	Does your child average 6-8 hrs sleep?
	Y
	N
	
	     What forms?

	Does your child enjoy school?
	Y
	N
	
	     How many times/ week?


Diet 
Feeding: 
□ Breast fed (exclusive)
□ Breast fed & Formula 
□ Formula

What foods were introduced before 6 months? (Please list approximate month)

Foods between 6-12 months?

Did your child experience colic? 

Yes
No

If yes, how severe was the colic?

Mild
Moderate
Severe

Does your child have any food allergies or intolerances? Please list:

What is your child’s favourite food? _________________________ Least favourite?___________________________
Any problems with bowel movements? Yes
No
 If yes, describe: _____________________________
Family History
Does your child or anyone in your family have a history of any of the following? (please circle and indicate which family member)
	Cancer
	Kidney Disease
	Tuberculosis
	Asthma

	Diabetes
	Epilepsy
	Stroke
	Hay Fever

	Heart Disease
	Arthritis
	Anemia
	Hives

	High Blood Pressure
	Glaucoma
	Mental Illness
	


Any other relevant family history?

What is your child’s family heritage?
Environment

Is the child in: □ School
□ Daycare
□ Homecare
□ Other ______________________________________

What are your child’s favourite activities? 

How often does your child read (not for school), or is read to by someone?

□ Daily
□ Several times a week
□ Weekly
□ Less than weekly
□ Not at all

Does anyone in the child’s household smoke? 

Yes
No

Are there any animal in the home?


Yes
No

How is the child’s home heated? _________________________________________________________________________

Do you know of any toxins or other hazards the child is regularly exposed to?

How would you describe the emotional climate of the child’s home?

Is there anything that you feel is important that has not been covered?
Context of Care

Why did you choose to come to this clinic?

What do you know about our approach?

What three expectations do you have for this visit to our clinic?

What long term expectations do you have from working with our clinic?

What expectations do you have of me personally as your child’s health care provider?

What is your present level of commitment to address any underlying causes of your child’s signs and symptoms that relate to your child’s lifestyle? Rate from 0-10, 10 being 100% committed.

0%
1
2
3
4
5
6
7
8
9
10
100%

What behaviours or lifestyle habits does your child currently engage in regularly that you believe supports their health?
What behaviours or lifestyle habits does your child currently engage in regularly that you believe negatively impact their health?
What potential obstacles do you foresee in addressing lifestyle factors which are undermining your child’s health and adhering to the therapeutic protocols which we will be sharing with you?

Who do you know that will sincerely and consistently support you with the beneficial lifestyle changes your child will be making?
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