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Date:

Child’s Information

Child’s Given Name: 

Name Used/Nickname: 
                                                      Gender:  M    F

Date of birth:   dd  / mo   /  yy        
Referred by:
Parental/Guardian Contact Information (in order of preference)

1. Name: 

   Relation to the child: 

   Phone #: H  (         )           -     

W  (           )           -

   Address: 



2. Name: 

   Relation to the child: 

   Phone #: H  (         )           -     

W  (           )           -

   Address (if different from above) 




Who does the child reside with?

Other Health Care Providers

1. name:                                        profession:


     phone#:   (       )        -

2.  name:    


profession: 

     phone#:   (       )        -


Child’s Health Concerns, in order of importance:

1.

2.

3.

4.

5.

Medical History
General state of child’s health:    Excellent      Good     Fair       Poor

Indicate any past injuries, hospitalizations or illnesses that the child has had (please indicate dates if possible)





Does your child take medication regularly?    Y    N

	Medication
	amount
	How often?
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Has the child had any of the following vaccinations (please check all that apply):

	Vaccination
	Check
	Describe any adverse reactions

	MMR
	
	

	DPT
	
	

	Polio
	
	

	DT
	
	

	Hepatitis B
	
	

	Hemophilus B
	
	

	Influenza
	
	

	Tetanus
	
	

	Varivax (chicken pox)
	
	

	Other:
	
	


Child’s Past/Current Illnesses

Circle any illnesses that the child may have or has had in the past:

Asthma
     Allergies    ADHD      Colds and flus    Colic
      Chicken pox      Cold sores
    Croup    Diabetes    Diaper rash     Eczema   psoriasis    Ear infections    Epilepsy/seizures    Juvenile Arthritis     Impetigo     Lice       Mumps     Measles   Rubella    Roseola   Migraines   Mononucleosis     Respiratory infections    Rheumatic fever    Scabies     Throat infections  Thrush    Tuberculosis   Urinary tract/bladder infection   kidney infection   Warts
    Whooping Cough

Other illnesses: _____________________________________________

How many times a year does the child get sick (on average)? ____________

How many courses of antibiotics has the child used in the past? _________

Prenatal Health History

Mother’s health at conception:    Poor     Fair    Good     Excellent    Unknown

Father’s health at conception:   Poor    Fair
 Good
   Excellent
  Unknown

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






            Unknown

Method of Fertility:  Natural     fertility drugs      In Vitro 

Other: _____________________________________

Mother’s age at child’s birth: _____

Total weight gain during the pregnancy:_____ 

Prenatal medical care received:  Yes
 No
Unknown

Prenatal care received from:  MD   ND
    Midwife
   Other: ____________

Mother’s diet during the pregnancy:     Poor    Fair     Good      Excellent
   

                              



Unknown

During the pregnancy, did the mother use any of the following?  (please circle)    Alcohol
  Tobacco
  Caffeine


Recreational drugs (please specify): ______________________________

Did the mother take any medications during the pregnancy?:

	Medication
	Name
	amount
	How often
	Reason

	Prescription
	
	
	
	

	Supplements, vitamins/minerals
	
	
	
	

	Over the counter
	
	
	
	

	other
	
	
	
	


During the pregnancy, did the mother experience any of the following (please check)?

( Bleeding
 ( Hypertension/high blood pressure    ( Nausea    ( Vomiting     ( Diabetes
( Thyroid problems    ( Physical trauma    ( Emotional trauma   ( Rubella
( Chemical exposures  ( Other: _______________________

Birth History

Length of Pregnancy (circle one):    Full-term      Premature      Overdue/late

If premature, how many weeks? ____________

If overdue or late, how many days or weeks? _________

Length of labour: _____________________

Place of birth: ______________________________________________

Birth Attendants:  ( MD
( ND
( Midwife     ( Doula   ( Other__________

Type of birth (please check all that apply):  ( Vaginal    ( C-section                 ( Induced
( Forceps
( Vacuum extraction    ( Epidural                             ( Other:_________________

Complications during the labour/delivery: _________________________________________________________

Complications at birth: _________________________________________________________

APGAR score at birth: _____________

Did the child experience any of the following at or shortly after birth (check the ones that apply):  ( Jaundice    ( Rashes     ( Seizures   ( Infections
 (  Cyanosis        ( Respiratory distress


List any birth injuries and/or birth defects: _________________________________________________________

Is there anything else about the birth that has not been covered?

__________________________________________________________________________________________________________________

Feeding History/Diet

Breast-fed: ( Yes   ( No
How long?_______ 

Formula fed: ( Milk    ( Soy   ( Other_________   How long?_______

Reactions to breast milk or formula (please circle the ones that apply):

Rashes    Diarrhea
    Constipation     Irritability    Other: _____________

Did your child ever experience colic?  Yes
No

If yes, how severe was the colic?    Mild
Moderate
Severe


What were the child’s first solid foods and at what age were they introduced? 

Food: _____________________________
Age: ______________

Food: _____________________________
Age: ______________

Food: _____________________________
Age: ______________

Did your child exhibit any reactions to the introduction of solid foods:  

Yes
No  If yes then please specify (include changes in bowel habits, colic, temperament, rashes, etc.): __________________________________________________________________________________________________________________

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

Does your child have any dietary restrictions (religious/personal reasons, etc.)?______________________________________________________________________________________________________________

Describe your child’s past and current eating habits (including favourite and disliked foods):_____________________________________________ _________________________________________________________

Describe the child’s typical types and amounts of foods and beverages consumed on an average day:

Breakfast:_________________________________________________

Lunch:____________________________________________________

Dinner:____________________________________________________

Snacks:___________________________________________________

Child’s Growth and Development History

Current height:________

Height at birth: _______  Height at 1 year: _______

Current weight:________

Weight at birth: _______ Weight at 1 year: _______

How was your child’s health during the first year of life (circle one)?



Poor
Fair
Good
   Excellent
Unknown

At what age did the child first:  Sit up _____  Roll over ______

Crawl ______ Walk ______  Talk ___________
 

Did the child experience any developmental difficulties?

Teething:  Yes
     No

Age began: ______________

Bedwetting:  Yes    No
Age: ___________________

Toilet training:  Yes
No
Age began: _______________

Dressing:  Yes
    No

Age began: _______________

Other: __________________________________________

Child’s Social Development History

How many hours of sleep does the child get?_______

Nap time and frequency:  ___________________

Describe any sleep problems (i.e. insomnia, nightmares, terrors, sleep walking, bedwetting): _________________________________________________________

Does the child have any problems with speech? (please check all that apply)  ( Hesitation
 ( Stuttering     ( Lisp    ( Limited Vocabulary for age

How many hours/day are spent watching TV? ____________


How many hours/day are spent reading (not school-related) or being read to? ______

How many hours/day are spent doing exercise? ______

School/daycare attended: ______________________
Grade: ________

Describe the child’s personality: ________________________________

Child’s ability to interact socially with others:  Poor    Fair    Good   Excellent    







             Unknown

Describe the child’s behaviour and performance at school/daycare: __________________________________________________________________________________________________________________

Describe any fears that the child may have: _________________________________________________________

_________________________________________________________

Describe any physical/emotional/mental problems/traumas: _________________________________________________________

_________________________________________________________

Is there anything that should not be discussed in front of the child? __________________________________________________________________________________________________________________

Child’s Environmental History

Is the child exposed any of the following (check all that apply):

( Tobacco smoke    ( pets  ( chemicals   ( toxins  ( moulds/fungi   ( dust

How is the home heated?    Gas     Electricity   Other:_________________  

Are there any other toxins/health hazards that the child is exposed to on a daily basis (at school, daycare, home, etc.)? Yes    No    (if yes, please specify):__________________________________________________ __________________________________________________________________________________________________________________

Does the child suffer from any environmental allergies?  Yes
   No

If yes, please specify: _________________________________________________________

Is there anything that may be pertinent to the case that has not been covered? __________________________________________________

_______________________________________________________

Family History

Have any members of the child’s family (grandparents, parents, siblings) been afflicted with any of the following:  

	Illness
	Who?

	Alcoholism/drug abuse
	

	Allergies
	

	Asthma
	

	Birth defects
	

	Diabetes
	

	High blood pressure
	

	High cholesterol
	

	Thyroid problems
	

	Cancer
	

	Digestive disorders
	

	Heart conditions/disease
	

	Kidney disease
	

	Arthritis
	

	Skin conditions
	

	tuberculosis
	

	Mental illness
	


Other conditions:____________________________________________ 

Do either/both of the parents smoke?  Yes / No
  How much?__________ 

Do either/both of the parents have a chronic illness?  Yes
No

If yes, please describe the illness/condition:________________________
Thank you for your time and cooperation in completing these forms.  They will be used to assess the child’s past and present health concerns, and aid in implementing an accurate treatment protocol.  
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