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CHILD INTAKE

Please submit by email, fax, mail, or in-person at least 3 BUSINESS DAYS before your appointment

To enter information, fill out by hand or click on the grey box and type
PROFILE

Child’s Name: 
     




Today’s Date:
     /     /      (dd/mm/yyyy)

Date of Birth: 
     /     /      (dd/mm/yyyy)
Gender:  FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
 

Address: 
     
Telephone: 
(home)      -     -          (cell)      -     -          (work)      -     -     
Email:

     
Parent’s Name:      


Occupation:
     


Employer:
     
How did you hear of us/who were you referred by:       
May we give you reminder calls?
 FORMCHECKBOX 
 Y
(phone)      -     -     
 FORMCHECKBOX 
 N


Emergency Contact

Name: 

     




Relationship:      
Telephone: 
(home)      -     -          (cell)      -     -          (work)      -     -     
Medical Contacts

Name of Medical Doctor:       


Telephone: 
      -     -           
Date last physical:      
List any other health care providers (name, specialty, telephone):

     
     
CHIEF CONCERNS
	List child’s health concerns in order of importance 
	Since

	1.      
	     

	2.      
	     

	3.      
	     

	4.      
	     

	5.      
	     


Has anything recently changed or become worse?

     
MEDICAL HISTORY
Please list all current medications (prescription, OTC) and supplements (herbs, vitamins):

	Name of Drug/Supplement
	Used For
	Date Start
	Dose/Frequency

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


List past prescription medications:
     
How many times has your child been treated with antibiotics? For what condition(s)?

      
List any known allergies (include drugs, food, environmental, chemical, etc):

     
List any traumas (mental, emotional, physical), injury, illness, surgery, or hospitalizations:

	Incident
	Date
	Long-term effects

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Childhood illnesses:

 FORMCHECKBOX 
 Chicken pox

 FORMCHECKBOX 
 Measles

 FORMCHECKBOX 
 Mumps

 FORMCHECKBOX 
 Rubella

 FORMCHECKBOX 
 Rheumatic fever
 FORMCHECKBOX 
 Scarlet fever

 FORMCHECKBOX 
 Tuberculosis

 FORMCHECKBOX 
 Whooping cough

 FORMCHECKBOX 
 Other:      
Vaccinations:

 FORMCHECKBOX 
 DPT (diptheria, pertussis, tetanus)    FORMCHECKBOX 
 (HIB) Haemophilus influenza B    FORMCHECKBOX 
 MMR (measles, mumps, rubella)

 FORMCHECKBOX 
 Polio
 FORMCHECKBOX 
 Smallpox 
 FORMCHECKBOX 
 Hepatitis A
 FORMCHECKBOX 
 Hepatitis B
 FORMCHECKBOX 
 Flu shot
 FORMCHECKBOX 
 Chicken pox
Adverse reactions?      
Prenatal Health:

Mother’s age at child’s birth:      
Did the mother receive prenatal medical care?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Mother’s health during pregnancy:  FORMCHECKBOX 
 Poor      FORMCHECKBOX 
 Fair      FORMCHECKBOX 
Good      FORMCHECKBOX 
Excellent

Did the mother experience any of the following during pregnancy?

 FORMCHECKBOX 
 Bleeding    FORMCHECKBOX 
 Diabetes    FORMCHECKBOX 
 Nausea/vomiting    FORMCHECKBOX 
 High blood pressure    FORMCHECKBOX 
 Thyroid problems   

 FORMCHECKBOX 
 Physical or emotional trauma
Other:      
Did the mother use any of the following during pregnancy?

 FORMCHECKBOX 
 Tobacco

 FORMCHECKBOX 
 Alcohol

 FORMCHECKBOX 
 Recreational drugs:      


Prescription medications:      
Over the counter medications:      
Supplements:      
Birth History:

Term length:  FORMCHECKBOX 
 Full      FORMCHECKBOX 
Premature:      

 FORMCHECKBOX 
 Late:      
Birth weight:      

Method of delivery:  FORMCHECKBOX 
 Vaginal      FORMCHECKBOX 
 C-section

Complications during labour:      
Did the child experience any of the following at or shortly after birth:

 FORMCHECKBOX 
 Jaundice

 FORMCHECKBOX 
 Rashes

 FORMCHECKBOX 
 Seizures

 FORMCHECKBOX 
 Other:      
FAMILY HISTORY
Please indicate if you or any of your immediate family has had from any of the following conditions:

	Condition
	Family Member(s)
	Condition
	Family Member(s)

	Alcoholism/drug use
	     
	Gout
	     

	Allergies/hayfever
	     
	Heart disease
	     

	Arthritis
	     
	High blood pressure
	     

	Asthma/emphysema
	     
	Kidney disease
	     

	Bleeding disorder
	     
	Liver disease
	     

	Cancer
	     
	Mental illness
	     

	Diabetes
	     
	Overweight/obesity
	     

	Digestive disorder
	     
	Stroke
	     

	Eating disorder
	     
	Thyroid problems
	     

	Epilepsy
	     
	Other (specify)
	     


 FORMCHECKBOX 
 I don’t know my family medical history

DIET, DIGESTION, LIFESTYLE, ENVIRONMENT

How is/was your child fed?
 FORMCHECKBOX 
 Breastfed     Duration:       
 FORMCHECKBOX 
 Formula     Type:      
Has your child ever experienced colic?
 FORMCHECKBOX 
 Mild      FORMCHECKBOX 
 Moderate      FORMCHECKBOX 
 Severe

What foods were introduced before 6 months of age:

     
What foods were introduced between 6 and 12 months of age:

     
Does your child have any food allergies/sensitivities:      
Does your child have dietary restrictions (religious, vegetarian, vegan)?      
How many hours does your child sleep nightly?      

Is your child:
 FORMCHECKBOX 
 At home
 FORMCHECKBOX 
 In daycare
 FORMCHECKBOX 
 In school
 FORMCHECKBOX 
 Other:      
Does your child exercise regularly?  FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
Type:      
DIET DIARY
Please record child’s diet for 3 days.

	
	Day 1
	Day 2
	Day 3

	Breakfast
	     
     
     
	     
     
     
	     
     
     

	Lunch
	     
     
     
	     
     
     
	     
     
     

	Dinner
	     
     
     
	     
     
     
	     
     
     


ADDITIONAL

Is there any other information that you feel is important that has not been covered?
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