




Pediatric Intake Form 

General Information 

Child's Name: --------Birth Date Sex F M 

Postal Code. _____ _ 

Address 

Telephone ___________ _ 

Mother's Name Father's Name  -----�-----· 
---------------

Address (if different from child): _________________ _ 

Telephone: Home _________ Work _______ May leave message? Y N

Emergency Contact:__________Phone: _____ _ 

How did you hear about our clinic? _____________________ _ 

Would you like to receive our newsletter? Email Address ____________ _ 

Primary Health Concerns 

Please list health concerns order of importance to you: 
Concem When did it fil-st occur What makes better What makes wo1-se 

.,. 

Past/Present Medications (include supplements, antibiotics, vitamins, and homeopathies) 

Name Duration 

Illnesses (Past and Present) 

Mumps Ear infections Influenza 

Measles Frequent colds Small pox 

Rubella Tonsillitis Tetanus 

Allergies Scarlet fever Diphtheria 

Pneumonia Rheumatic fever Hepatitis 

High fevers Pertussis 
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Chicken pox Other: 

Past Medical History (surgeries, injuries, hospitalizations) 

Symptoms Your Child has Displayed 

Frequent vomiting Easy bruising 

Change in appetite Nosebleeds 

Body /breath odour Hearing loss 

Frequent urination Hair loss 

Cries easily Eczema 

Night sweats Headaches 

Digestion 

Cough 

Wheezing 

Fatigue 

Nervousness 

Tendency to bleed 

Sore throat 

Bed wetting 

Blood in urine 

Unusual fears 

Dizzy spells 

• 

Does your child experience (please check)? Abdominal Pain Reflux Nausea Constipation Diarrhea 

Other: 
-------------------------------------

Frequency of bowel movements? _ _,___ _____________________ _ 

Has this changed recently? Y    N

Suspected Allergies and Intolerances _____________________ _ 

Immunizations 

Measles 

Mumps 

Rubella 

Polio 

Diphtheria 

Pertussis 

Tetanus 

Other 

Hepatitis 

Influenza 

Small Pox 

Any adverse reactions to any of the above?  Y       N 

If yes, explain: ____________________________ _ 

Birth and Prenatal History 

Term of pregnancy: _______ _ Caesarean section: Y    N 

Birth weight: 
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'Interventions during birth (i.e. forceps, epidural): Y     N
If yes, explain: ____________________________ _ 

Mother's age at birth: ______ _ 
Mother's health at conception (rate on scale 1 to 10): 
Mother's health during pregnancy (rate on scale 1 to 10): 

Symptoms or interventions during pregnancy: 

Nausea 

Bleeding 

Thyroid problems 

Other Illness (list) 

Hypertension 

Physical trauma 

Diabetes 

Rhogam Shot (Rh+/-) 

Other illnesses (specify below) 

Emotional stress 

Medications or drugs used during pregnancy (including alcohol, tobacco, recreational drugs): 

• 

Was infant nursed? ______ If yes, how long? ________________ _ 

If no, alternative used? ______________ _ 
Food reactions or intolerances (past and present): _________________ _ 

.,. 

Symptoms which occurred at birth or during infancy: 

Colic Rashes 

Seizures Jaundice 

Age the following milestones were achieved: 

1st tooth 

All teeth 

First words 

Sitting 

Crawling 

Walking 

Child's health in the past year (l=poor, lO=excellent): __

Birth injuries 

Birth defects 

Solid foods 

Toilet trained 

Any significant change from the previous year: ________________ _ 

If yes, explain: 
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Child's activity level (l=poor, lO=excellent): __ _ 

Favourite activities or hobbies: ______________________ _ 

Child's temperament: _________________________ _ 

Behaviour and performance at school: ___________________ _ 

Communication with others (children and adults): ________________ _ 

Any pets in home: _________________________ _ 

Urban or mral home:. __________________________ _ 

Type of heating used in home:. _______________________ _ 

Any smokers in the home: ____ _ If yes, how many? __________ _ 

How often has child moved? ______________________

Any recent renovations to current or recent homes: Y       N                                                

If yes, specify: ___________________________ _ 

Has child had direct exposure to any potentially harmful substances or chemicals (pesticides, 
herbicides, insecticides, household cleaners, lead piping, poisons etc.?) Please specify: 

What is the current parenting situati9n at home (both parents at home, joint custody, single 
parent etc.)? 

Outside of school, about how many hours a week does the child spend at the following: 

Physical activities (sports, play, etc.): 

Electronic activities (TV, computer, video games): 

Outdoor activities: 

Creative activities (reading, schoolwork, music, etc.): ______ _ 

What is your main dtinking water source? City (tap), Spring, Reverse Osmosis. 

Family Health History 

In the following table, please indicate which of the following ailments, have affected your 
child's family. Please specify any other major ailments not listed here. 

Alcoholism 
Allergies 
Arthritis 

Asthma 
Autism 
Cancer 
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Depression 
Diabetes 
Epilepsy 

Gonorrhea 
Gout 
Hay Fever 

Heart Disease 
Paralysis 
Pneumonia 

Skin Disease 
Syphilis 
Tuberculosis 
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Please indicate relative to your child: 

Relative 

Mother: 

Father: 

Brothers: 

Sisters: 

Children: 

Maternal Grandmother: 

Maternal Grandfather: 

Maternal Aunts/Uncles 

Paternal Grandmother: 

Paternal Grandfather: 

Paternal Aunts/Uncles 
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Age 

(If living) 

Age Ailments and Cause of Death 

at death 

• 

.,. 

Pages 


	WHOLE PESON HEALTHCAE fO you ANOYOU FAMILY: 
	Patient Name: 
	Date: 
	Date_2: 
	Patient or ParentGuardia: 
	Address Postal Code: 
	Telephone: 
	Mothers Name Fathers Name: 
	Address if different from child: 
	Telephone Home: 
	Work: 
	Emergency Contact Phone: 
	How did you hear about our clinic: 
	Would you like to receive our newsletter Email Address: 
	Past Medical History surgeries injuries hospitalizations 1: 
	Past Medical History surgeries injuries hospitalizations 2: 
	Frequency of bowel movements: 
	Suspected Allergies and Intolerances 1: 
	Suspected Allergies and Intolerances 2: 
	If yes explain 1: 
	If yes explain 2: 
	Term of pregnancy: 
	Birth weight: 
	If yes explain 1_2: 
	If yes explain 2_2: 
	Mothers age at birth: 
	Mothers health at conception rate on scale 1 to 10: 
	Mothers health during pregnancy rate on scale 1 to 10: 
	undefined: 
	Was infant nursed: 
	If yes how long: 
	If no alternative used: 
	Food reactions or intolerances past and present: 
	1: 
	2: 
	Childs health in the past year lpoor lOexcellent: 
	Any significant change from the previous year: 
	If yes explain 1_3: 
	If yes explain 2_3: 
	Childs activity level lpoor lOexcellent: 
	Favourite activities or hobbies: 
	Childs temperament: 
	Behaviour and performance at school: 
	Communication with others children and adults: 
	Any pets in home: 
	Urban or mral home: 
	Type of heating used in home: 
	Any smokers in the home: 
	If yes how many: 
	How often has child moved: 
	If yes specify 1: 
	If yes specify 2: 
	What is the current parenting situati5m at home both parents at home joint custody single: 
	Outside of school about how many hours a week does the child spend at the following: 
	undefined_2: 
	Electronic activities TV computer video games 1: 
	Electronic activities TV computer video games 2: 
	Creative activities reading schoolwork music etc: 
	Signature145_es_:signer:signature: 
	child's name: 
	birth date: 
	Check Box148: Off
	Check Box149: Off
	Text150: 
	Father's name: 
	address: 
	concern1: 
	concern: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text174: 
	Text175: 
	Text176: 
	Text177: 
	Text178: 
	Text179: 
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Text198: 
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Text226: 
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Text253: 
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Text262: 
	Text263: 
	Text264: 
	Text265: 
	Text266: 
	Text267: 
	Text268: 
	Text269: 
	Check Box270: Off
	Check Box271: Off
	Text272: 
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Text291: 
	Text292: 
	Text293: 
	Text294: 
	Text295: 
	Text296: 
	Text297: 
	Text298: 
	Text299: 
	Text300: 
	Text301: 
	Text302: 
	Text303: 
	Text304: 
	Text305: 
	Text306: 
	Text307: 
	Text308: 
	Text309: 
	Text310: 
	Text311: 
	Text312: 
	Text313: 
	Text314: 
	Text315: 
	Text316: 
	Text317: 
	Text318: 
	Text319: 
	Text320: 
	Text321: 
	Text322: 
	Text323: 


