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  Highlands Naturopathic Physician   451 Duvall Ave. NE, Suite 200    Renton, WA 98059        (425) 235-9505

                                                Pediatric Intake Form
Patient Name:  










DOB:  




Sex (m/f):  
  Grade of School:  
  

Mother’s Name and Occupation:  













Father’s Name and Occupation:  













Parents are (circle):
Married     Separated     Divorced     Living Together     Other:  






Reason for Office Visit:  














Has child been seen by any other doctor(s) for this complaint?   Yes   No   Past

Regular Pediatrician name and city located in:  










Last time you had blood work done and with what physician:  
























List All Surgeries & Hospitalizations, including date occurred:

1)  







  4)  








2)  







  5)  








3)  







  6)  








List All medicines (from drugstore or prescription) child is on now:

1)  







  4)  








2)  







  5)  








3)  







  6)  








List all supplements child is taking:

1)  







  4)  








2)  







  5)  








3)  







  6)  








Any known Allergies to food, drugs, environment, animals:  
























Previous Medical History

YES (Y) indicates the child gets the problem regularly; NO (N) indicates the child never had the problem; PAST (P) indicates the child had the problem in the past, but not recently.  Please circle the correct one for your child.

Ear Infections:  Y   N   P

If has had, how many total:  



Colds:  Y   N   P
              

If has had, how many total:  


Strep Throat:  Y   N   P
              If has had, how many total:  


How many times has the child taken antibiotics:  






What other medicines has the child taken and how often:

1)  







  3)  








2)  







  4)  








Hearing Tests Normal:
      Yes
     No
  Not Tested                         Speech Impediments:        Yes
     No
  Past

Vision Tests Normal:
      Yes
     No
  Not Tested                         Learning Impediments:       Yes
     No
  Past

Patient Name:  










DOB:  




Vaccination History:

YES, has had; NO, has not; SOME, did not finish all shots:

MMR:

Yes   No   Some

DPT:

Yes   No   Some

Hep B:
  
Yes   No   Some

Hib:

Yes   No   Some

Chicken Pox:
Yes   No   Some

Polio:

Yes   No   Some

Other:  





Any reactions to vaccinations?  If so, please explain:  

























Family History:

Allergies:

Y   N   P


Obesity:

Y   N   P


Cancer:


Y   N   P

Tuberculosis:

Y   N   P


Mental Illness:
Y   N   P


Cardiovascular Disease:
Y   N   P

Diabetes mellitus:
Y   N   P

Mother’s Pregnancy History:

Age at conception:  


Did she have other children already?
Yes   No

Health During Pregnancy:

Smoking:

Y   N   

Diabetes:

Y   N  


Coffee:


Y   N   Nausea/Vomiting:
Y   N  

Recreational Drugs:
Y   N   


Emotional Stress:
Y   N   

Preeclampsia:

Y   N  

Length of Labor
:

   

Vaginal Birth:

Y   N   

Traumatic Birth:

Y   N  

If the birth was difficult, please explain:  





















Health of baby at birth:  












   

Health History of Child:

Child Breastfed:

Y   N   

For how Long:




When put on formula:  

   What Formula was used:


  
When was child put on solid food:    






When did child walk: 



  Talk:  



  Develop Teeth:  



	Jaundice as baby:
	Y   N
	
	Colic:
	Y   N

	Cradle Cap:
	Y   N
	
	Anemia:
	Y   N

	Eczema or Psoriasis:
	Y   N
	
	Asthma:
	Y   N

	Diarrhea:
	Y   N
	
	Warts:
	Y   N

	Constipation:
	Y   N
	
	Nightmares:
	Y   N

	Finicky Eating:
	Y   N
	
	Bed-wetting:
	Y   N

	Poor Teeth:
	Y   N
	
	Tantrums:
	Y   N

	Chronic Sniffles:
	Y   N
	
	Disobedient:
	Y   N

	Bad Foot Odor:
	Y   N
	
	Fears/Phobia:
	Y   N

	Very Sweaty Baby/Child:
	Y   N
	
	Diaper Rash:
	Y   N

	Hyperactivity:
	Y   N
	
	Early Puberty:
	Y   N

	Growing Pains:
	Y   N
	
	Stomach Aches:
	Y   N


Patient Name:  










DOB:  




Review of Systems:

REGARDING THE NEXT LONG SECTION:  Please circle (Y) if you have the problem NOW, (N) if you’ve NEVER had the problem, (P) if you had the problem in the PAST.

Good Energy:
Y   N   P

Fatigue:

Y   N   P

If you have fatigue, when in morning, afternoon, evening is it the worst?  







If you have fatigue, can you do what you need to during the day?        Y   N

	
	
	SKIN
	
	

	Rash:
	Y   N   P
	
	Color Change:
	Y   N   P

	Hives:
	Y   N   P
	
	Lump:
	Y   N   P

	Psoriasis/eczema:
	Y   N   P
	
	Itchy:
	Y   N   P

	Dry:
	Y   N   P
	
	Warts/moles:
	Y   N   P

	Cancer:
	Y   N   P
	
	Perspiration:
	Y   N   P

	
	
	HEAD
	
	

	Headache:
	Y   N   P
	
	Migraine:
	Y   N   P

	Dandruff:
	Y   N   P
	
	Head Injury:
	Y   N   P

	Oil/dry hair:
	Y   N   P
	
	Itchy scalp
	Y   N   P

	
	
	NOSE
	
	

	Frequent Colds:
	Y   N   P
	
	Nosebleeds:
	Y   N   P

	Congestion:
	Y   N   P
	
	Post Nasal Drip:
	Y   N   P

	Polyps:
	Y   N   P
	
	Seasonal Allergies:
	Y   N   P


	
	
	EYES
	
	

	Dry/Watery:
	Y   N   P
	
	Blurry Vision:
	Y   N   P

	Double Vision
	Y   N   P
	
	Styes:
	Y   N   P

	Strain:
	Y   N   P
	
	Discharge:
	Y   N   P

	Itchy:
	Y   N   P
	
	Dark under Eyelid:
	Y   N   P

	
	
	MOUTH/THROAT
	
	

	Canker sores:
	Y   N   P
	
	Brush teeth  
	____ per day

	Sore Throat:
	Y   N   P
	
	Gum disease:
	Y   N   P

	Cold sores:
	Y   N   P
	
	Cavities:
	Y   N   P

	
	
	
	Hoarseness:
	Y   N   P

	
	
	NECK
	
	

	Stiffness:
	Y   N   P
	
	Swollen Glands:
	Y   N   P

	Full movement:
	Y   N   P
	
	Tension:
	Y   N   P
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DOB:  




	
	
	RESPIRATORY
	
	

	Cough:
	Y   N   P
	
	TB:
	Y   N   P

	Shortness of breath w/ exertion:
	Y   N   P
	
	Bronchitis:
	Y   N   P

	Shortness of breath sitting:
	Y   N   P
	
	Pneumonia:
	Y   N   P

	Shortness of breath lying down:
	Y   N   P
	
	Asthma:
	Y   N   P

	Wheezing:
	Y   N   P
	
	Painful breathing:
	Y   N   P

	Discharge:
	Amount_____
	Color______________
	Odor______________
	

	
	
	CARDIOVASCULAR
	
	

	High Blood Pressure:
	Y   N   P
	
	Cold Hands and Feet
	    Y   N   P

	Low Blood Pressure
	Y   N   P
	
	Rheumatic Fever:
	Y   N   P

	Arrhythmias:
	Y   N   P
	
	Murmurs:
	Y   N   P

	Edema:
	Y   N   P
	
	Palpitations:
	Y   N   P

	Perspiration:
	    Y   N   P
	Night sweat      /     Day sweat
	Chest Pain:
	Y   N   P

	Temperature: 
	   Hot / Cold 
	
	Rheumatic Fever:
	Y   N   P

	
	
	URINARY TRACT
	
	

	Incontinence:
	Y   N   P
	
	Pain w/ Urination
	Y   N   P

	Frequent Infections:
	Y   N   P
	
	Kidney Stones
	Y   N   P

	Urgency:
	Y   N   P
	
	Discharge/Blood:
	Y   N   P

	Urination:
	Times / day
	
	Night urination 

times per night
	

	
	
	GASTROINTESTINAL
	
	

	Heartburn:
	Y   N   P
	
	Bowel Movement (BM) Frequency per day
	

	Indigestion:
	Y   N   P
	
	Recent BM Change:
	Y   N   P

	Bloating:
	Y   N   P
	
	Diarrhea/Constipation:
	Y   N   P

	Nausea:
	Y   N   P
	
	Hemorrhoids:
	Y   N   P

	Vomiting:
	Y   N   P
	
	Gall Bladder Disease
	Y   N   P

	Change in Appetite:
	Y   N   P
	
	Liver Disease:
	Y   N   P

	Appetite:
	Normal
	Poor             /       Excessive
	
	

	Pancreatitis:
	Y   N   P
	
	Ulcer
	Y   N   P

	Thirst:
	Normal
	Thirsty          /    No Thirst
	
	


Patient Name:  








  DOB:  


	
	
	MALE GENITALIA
	
	

	Testicular pain/swelling:
	Y   N   P
	
	Discharge:
	Y   N   P

	Hernia:
	Y   N   P
	
	
	

	
	
	FEMALE GENITALIA
	
	

	Age Period Began:
	
	
	How Often Period Occurs:
	

	How long period lasts:
	
	
	Heavy menstrual bleeding:
	Y   N   P

	Menstrual cramping: 
	Y   N   P
	
	Menstrual Pain:
	Y   N   P

	Last Pap Smear:
	
	
	Food cravings:
	Y   N   P

	Any abnormal paps:
	Y   N   P
	
	
	


	
	
	MUSCULOSKELETAL
	
	

	Weakness:
	Y   N   P
	
	Arthritis:
	Y   N   P

	Stiffness:
	Y   N   P
	
	Leg Cramps:
	Y   N   P

	Tremors:
	Y   N   P
	
	Pain:
	Y   N   P

	Pain is better with:
	Hot  / cold
	Motion      /          rest
	Pressure      /     no pressure
	

	
	
	NERVOUS
	
	

	Paralysis:
	Y   N   P
	
	Seizures:
	Y   N   P

	Tingling/numbness:
	Y   N   P
	
	
	

	
	
	Mental/Emotional
	
	

	Depression:
	Y   N   P
	
	Anger/irritability:
	Y   N   P

	Suicidal:
	Y   N   P
	
	High-strung/tense:
	Y   N   P

	Anxiety:
	Y   N   P
	
	Fear/Panic
	Y   N   P

	Eating disorder:
	Y   N   P
	
	Psych Hospitalization:
	Y   N   P


 Exercise

How often do you exercise?  


  What type of exercise?  







For how long?  




  Hobbies:  























Sleep

How long per night?  


  If you wake up frequently, what is the reason?  





Nightmares:   Y   N   P


Wake Refreshed:   Y   N   P

Must nap during the day:   Y   N   P

Sleep walk:    Y   N   P


Grind teeth:             Y  N  P  

Snore:


   Y   N  P

Any Particular household stressors child has witnessed or gone through:

1)  







2)  








3)  







4)  







Patient Name:  










DOB:  




Toxin Exposure

Has the child ever lived near a refinery, polluted area or in a home with leaded paint?  If so, what sort of pollution were  you exposed to?  















Has the child ever lived in a house that had new carpeting, paint, cabinets or any other refurbishing that seemed to affect their health at all?  














Does the child seem particularly sensitive to perfumes, gasoline or other vapors?  






Do you spray pesticides, herbicides or other chemicals around your home?  





















Typical Day’s Diet

Breakfast:  















Lunch:  















Dinner:  














Snacks:  






























Allergies

List all known Allergies (food, drugs, environment):  







































To be filled out individually by pediatric patient in the exam room

Are you sexually active? _______________________________________________________________________________________

If so, what type of protection are you using? _______________________________________________________________________

Are you currently taking birth control pills? _________________________________________________________________________

Are you taking any drug /drugs (marijuana, cocaine, heroin, over the counter medication that was not prescribed to you, etc)?  Yes / No

If so specify which type/ types of drug? __________________________________________________________________________

How often are you using the drug/ drugs? ___________________________________________________________________

Do you experience bullying at school? ______________________________________________________________________
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