London West Health Centre

Robert Dronyk D.C., N.D. □ 







Date: _________________________

Pediatric Intake Form (0-5)
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 these health concerns, 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

	Haemophius Influenza B (Hib)
	HPV (Human papillomavirus)

	Tetanus booster; when?_______________________
	Other?______________________________


Please indicate if any vaccines caused an adverse reaction?
Prenatal Health
□ Unknown
Previous pregnancies by mother, miscarriages or complications: 

What was the health of the parents at conception?

Mother-
□ Excellent
□ Good
□ Fair

□ Poor

□ Unknown

Father- 
□ Excellent
□ Good
□ Fair

□ Poor

□ Unknown

What was the health of the mother during pregnancy?



□ Excellent
□ Good
□ Fair

□ Poor

□ Unknown

How was the mother’s diet during pregnancy?



□ Excellent
□ Good
□ Fair

□ Poor

□ Unknown

Did the mother receive prenatal medical care (circle one)?

Yes
No
Unknown
Did the mother experience any of the following during the pregnancy?

□ Unknown
□ Bleeding

□ High Blood Pressure
□ Nausea

□ Vomiting

□ Diabetes

□ Thyroid Problems

□ Physical or Emotional Trauma

□ Other, _______________________________________________________________________________________________________
Did the mother use any of the following during pregnancy?

□ Unknown
□ Tobacco


□ Alcohol

□ Recreational Drugs

□ Prescription Medications



□ Over-the-Counter Medications

□ Supplements

□ Other______________________________________________________________________
Birth History

□ Unknown
Term Length: 
□ Full

□ Premature ______ wks
□ Overdue ​​​​______ wks
Length of Labour: ________________
Weight at birth ________________ Height at birth________________

Was the birth:
□ Vaginal

□ C-section

□ Induced


□ Forceps/Vacuum
□  Anaesthesia used
□ Other ​​​​​​​​​​​​​​​​​​​​​​​_____________________________

Did the child experience any of the following at or shortly after birth?

□ Unknown
□  Jaundice
□ Rashes
□ Seizures
□ Birth Injuries
□ Birth Defects
Other: _________________________________________________________________________________________________________

Mother’s age at this child’s birth: ______________________
Diet
Feeding: 
□ Breast fed (exclusive)
□  Breast fed & Formula 
□ Formula

Age began: 
Solid foods _______________
Any reactions? _____________________________________________

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
What is your child’s favourite food? _________________________ Least favourite?___________________________
Does your child have any food allergies or intolerances? Please list:

Any problems with bowel movements? Yes
No
 If yes, describe: _____________________________
Growth & Development
How was your child’s health in the first year?

□ Excellent
□ Good
□ Fair

□ Poor

□ Unknown

At what age did your child first:

Sit Up _______________ Crawl _______________ Walk _______________Show Teeth _______________

When was bladder control achieved? _______________________ Bowel?______________________________________
Has your child has problems with toilet training? Yes
No
Describe: ____________________________
_________________________________________________________________________________________________________________

Describe your child’s sleep patterns: 

How would you describe your child’s temperament?

Family History
Does anyone in the child immediate family have a history of any of the following? (please circle and say who)
 □ Unknown

	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 the child’s family heritage?

Environment
Is the child in: □ School
□ Daycare
□ Homecare
□ Other ______________________________________
What are the child’s favourite activities? 
Does the child exercise regularly? Yes
No
How much, how often?
How much television does the child watch? __________hours per day __________hours per week
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 animals 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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