Pediatric Intake

Child’s name: _________________________________ 	   Today’s Date: _______________     Gender:  Male / Female   

Date of Birth: __________	Guardian’s Name: _______________________	Relationship to Child: _____________

Who is filling out this form (name and relation)? __________________________________________________________ 

Who does the child live with? _________________________________________________________________________
	
Contacts 

Name: ______________________________________________________ Relationship to child: ____________________
Address: __________________________________________________________________________________________
Phone: ______________________________	Email: _____________________________________________________

Name: ______________________________________________________ Relationship to child: ____________________
Address: __________________________________________________________________________________________
Phone: ______________________________	Email: _____________________________________________________

What are your child’s health concerns, in order of importance: 

1. _____________________________________________   2. _______________________________________________
3. _____________________________________________   4. _______________________________________________
5. _____________________________________________   6. _______________________________________________

How would you describe your child’s general state of health?    _____Excellent     ___ Good      ___ Fair      ___ Poor

Please indicate any serious conditions, illnesses, or injuries, and any hospitalizations, along with approximate dates: 

1. _____________________________________________   2. _______________________________________________
3. _____________________________________________   4. _______________________________________________

Does your child have any allergies (food, medicine, environment)?

1. _____________________________________________   2. _______________________________________________
3. _____________________________________________   4. _______________________________________________

Please list all current medications (prescriptions, over-the-counter, vitamins, herbs, etc.)

1. _____________________________________________   2. _______________________________________________
3. _____________________________________________   4. _______________________________________________
5. _____________________________________________   6. _______________________________________________

Please indicate which immunizations your child received:    _____ DPT (diphtheria, pertussis, tetanus)       ____ Flu  _____Haemophilus influenza B      _____Hepatitis A     _____Hepatitis B     _____MMR (measles, mumps, rubella) _____Polio        _____Tetanus booster; when: _______  Other: ______________________________________________

Any adverse reactions to vaccination? ___________________________________________________________________
How many times has your child been treated with antibiotics? _________________

What screening tests has your child had (blood, hearing, vision, etc): 

1. _____________________________________________   2. _______________________________________________
3. _____________________________________________   4. _______________________________________________
5. _____________________________________________   6. _______________________________________________

Prenatal health

How would you describe the health of the parents, or surrogate / donor before conception?
Mother: ___________________________________________________________________________________________
Father: ____________________________________________________________________________________________

How would you describe the health of the parents or surrogate / donor at conception?
Mother: ___________________________________________________________________________________________ Father_____________________________________________________________________________________________

How would you describe the health of the parents during pregnancy? 
Mother / Surrogate: _________________________________________________________________________________
Father: ____________________________________________________________________________________________

What was the mother’s age at childbirth? _______ Did the mother receive any prenatal medical care? ____________

Did the mother experience any disease during pregnancy (hypertension, diabetes, bleeding, trauma, stress? _______________________________________________________________________________________________

Did the mother use any of the following during pregnancy?  _____ Tobacco (1st & 2nd hand smoke)    _____ Alcohol _____ Recreational drugs     _____Supplements     _____Prescription medications     _____Over the counter medications      Other ____________________________________________________________________________________________

Birth History

Term length _____ Weeks.     Length of labor: _______   Weight at birth: _______    Complications: _________________
Was the birth: _____Vaginal, _____C-Section, _____Induced, _____  	Anesthesia: Yes  / No
Other pertinent information: ___________________________________________________

Family History. Please list any pertinent information regarding your family’s health history. _______________________
____________________________________________________________________________________________________________________________________________________________________________________________________
Diet


Was your infant breast-fed? _______________ If yes, for how long: _____________ What types of formulas did you use: __________________________________________________________________________________________________

What foods were introduced before 6 months? ____________________________________________________________

What foods were introduced between 6 months- 12 months? _________________________________________________

Please list your child’s food allergies / intolerances: ________________________________________________________

Does your child have any restrictions (religious, vegan, etc.)? ________________________________________________

Please fill out the Daily Record of Food Intake on the back of this page.


Environment

Is the child in ___school    ___daycare      ___homecare  ___other: ___________________________________________

What are your child’s favorite activities?________________________________________________________________

Please describe the frequency and type of exercise: ________________________________________________________

How many hours of television, video, or electronic activity does your child participate in ? ________ Hours per wk.

Does anyone in the house smoke / drink? __________     Pets? _______________________________________________

Do you know of any toxins or other hazards that your child is regularly exposed to? ______________________________
_________________________________________________________________________________________________

How would you describe the emotional climate at home? ___________________________________________________
_________________________________________________________________________________________________

How would you describe your child’s temperament? _______________________________________________________
__________________________________________________________________________________________________

How would you describe your child’s behavior at school/ daycare? ____________________________________________
__________________________________________________________________________________________________

Is there anything that you feel is important that has not been covered? _________________________________________
_________________________________________________________________________________________________
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