
 
 

Pedia tric  Intake (infant to 12 yea rs) 
 
We are dedic a ted to offering you the  best in natura l family health c a re.  Help us in our efforts 
by taking  the  time to p rovide the  informa tion nec essa ry to make an assessment.  Please fill out 
the forms in as muc h deta il as possib le. Answer to the  best of your knowledge and  we  wi ll 
d isc uss the  deta ils together during  your appointment.   
 
 
Full Na me:                                                             Age:       DOB (d d / mm/ yy):     /      /       Gender:      
 
Home p hone:(     )      -        
Street Ad d ress:                                                                 
City:              Provinc e:               Posta l c ode:             
Home p hone:(     )      -      
 
Pa rent/ Guard ian (filling out form):                               
Numb er of c hild ren in home:          Rela tion:             
 
Emergenc y c onta c t:                                                              Rela tion:             
Home p hone:(     )      -           Work:(     )      -       
Ema il:                                                                How ma y we b est rea c h you? 
Na me a ny other pa rent/ gua rd ian a uthorized  to make d ec isions rega rd ing  this minor c hild : 
 
Conta c t:        Rela tion: 
If c ustody is sha red  p lea se ind ic a te the c hildÕs living  a rra ngements: 
 
 
 
Med ic a l d oc tor:                                                               
Phone:(     )      -            Fax:(     )      -       
Ad d ress:                                                                  
 
Other hea lth c a re p rovider:                                                                
Area  of spec ia lty:                                                               
Phone:(     )      -            Fax:(     )      -       
Ad d ress:                                                                City:            Posta l c ode:             
 

 
Does your c hild  get a n a nnua l: 

physic a l exa m  yes     no denta l exa m   yes     no 
urine ana lysis  yes     no eye exa m   yes     no  
 

Is your c hildÕs fa mily med ic a l history known:  yes    no  Ad op ted :  yes    no  
 
How d id  you he ar of the c linic  /  wh o referred you? 
 
 

b  o  d   y    o  f      
k  n  o  w   l   e  d  g e     
h  e  a  l   i   n   g     a  r   t  s 
 

 
 

 1 Ð 1 0 6 8   e g  l i n t o  n   a  v e   w 
t o r o  n t o ,   o n t a  r i o    m 6 c    2 c  5 
 
t e l :   4 1 6 . 7 8 3 . 1 8 0 0       f a  x:   4 1 6 . 7 8 3 . 1 8 0 1 
w w w . b  o  k h e a  l i n g  a r t s . c  o m 



 
CONTEXT OF CARE 
 
1. Why did you choose to bring your child to this clinic, and what do you know about our approach? 
 
 
 
 
 
 
2. What three expectations do you have from your childÕs visit to our clinic?  
 
 
 
 
 
 
3. What long term expectations do you have from working with us?  
 
 
 
 
 
 
4. What is your present level of commitment to addressing any underlying causes of your childÕs signs and 
symptoms that relate to diet and lifestyle? (Rate from 1 to 10, 10 being 100% committed)  
  
1     2     3     4     5     6     7     8     9     10 
 
 
5. Please list the behaviors or lifestyle habits that your child or family currently engage in regularly, that you 
believe support your childÕs health: 
 
 
 
 
 
 
 
 
 
6. What potential obstacles do you foresee in addressing the lifestyle factors that are undermining your childÕs 
health, and in adhering to the therapeutic protocols, which we will be sharing with you? 
 
 
 
 
 
 
7.  Will the other members of your family sincerely and consistently support and participate in the lifestyle 
changes you will be making for your child? 
 
 
 
 
 
8. What does your child LOVE to do? 
 
 
 
 
 



 
MEDICAL HISTORY 
Please list your c hildÕs main he alth c onc erns in order of importanc e: 

Conc ern Sinc e (mm/ yy) Cause(s) 
1.                                                                                                                                                                  
2.                                                                                                                                                                  
3.                                                                                                                                                                  
4.                                                                                                                                                                  

 
Medic a l c onditions your c hild  has been d iagnosed with: 

Diagno sis Date (mm/ yy) Current symp toms 
                                                                                                                                                                     
                                                                                                                                                                     
                                                                                                                                                                     
                                                                                                                                                                     
                                                                                                                                                                     

 
Have a ny of these issues c ha nged  or worsened  over time? 
 
 
Wha t e ffec t have these issues ha d  on your c hildÕs life? 
 
 
 
How would  you d esc ribe your c hildÕs genera l sta te of hea lth? 
 
 
 
Plea se list a ny major trauma (physic a l, menta l or emotiona l), serious injury, ac c ident, 
opera tion or surg ic a l p roc edure, or hospita lization your c hild  ha s susta ined : 

Inc ident Date (mm/ yy) Complic a tions or  
long  term effec ts 

                                                                                                                                                                     
                                                                                                                                                                     
                                                                                                                                                                     
                                                                                                                                                                     
   

 
Whic h of the following  c ond itions ha s your c hild  ha d? 

 Asthma  
 Anemia  
 Arthritis 
 Bronc hitis 
 Ca nc er 
 Chic ken p ox 

 Diabetes  
 Ea ting  d isord er 
 Emp hysema 
 Ep ilep sy 
 Ga llb lad d er  

     d isea se 
 Hea rt d isea se 

 Liver d isea se 
 Herp es 
 Kidney d isea se 
 Ma la ria  
 Mea sles 
 Mono 
 Mump s 

 Pa ra sites 
 Pleurisy 
 Pneumonia  
 Rheuma tic  

fever 
 Rubella 
 Sc a rle t fever 
 Sexua l ab use 

 Strep  throa t 
 Tub erc ulosis 
 Typ hoid  fever 
 Whoop ing      

     Cough 
 Yellow fever 

 
Any other c ond itions? :                                                         
Any c ond itions your c hild  ha s never c omp lete ly rec overed  from or whic h have been severe? 
                                                                                                                                             

 



MEDICATIONS, SUPPLEMENTS, VACCINATIONS, ALLERGIES 
 
Medic a tions your c hild  is c urrently taking  (presc rip tion AND over the  c ounter): 

Medic a tion Dosage Sinc e  
(mm/ yy) 

Effec ts 
 

Helpful Well 
tolera ted 

                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 

 
Medic a tions your c hild  ha s taken in the past: 

Medic a tion Dosage Sinc e  
(mm/ yy) 

Effec ts 
 

Helpful Well 
tolera ted 

                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 

 
Any a llerg ies or a dverse rea c tions to  med ic a tions?   no    yes    Sp ec ify:   
    
Numb er of times your c hild  ha s taken a ntib io tic s in their life :                In the pa st 5 yea rs:            
Da te of most rec ent c ourse of antib iotic s: 
 
Supplements, remedies, he rbs or o the r trea tments your c hild  is c urrently using : 

Medic a tion Dosage Sinc e  
(mm/ yy) 

Effec ts 
 

Helpful Well 
tolera ted 

                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 
                                                                                                                     y    n  y    n 

 
Whic h of the following  vac c ina tions has your c hild  rec eived? 

 MMR (mea sles, mump s,  
     rub ella  

 DTP/ DTaP (Dip htheria , 
Typ hoid , Pertussis) 

 Hib  (Haemop hilus influenza ) 
 IPV (Polio) 

 Va ric ella 
 Pneumoc oc c a l 
 Meningoc oc c a l 
 Va ric ella  (c hicken p ox) 
 Hepa titis B 

 Hepa titis A 
 Influenza  (flu) 
 Sma ll p ox 
 Tub erc ulosis 
 Typ hoid  

Any other vac c ines or b oosters?                                   
Any symp toms follow ing  a  va c c ina tion (ra sh, neuro log ica l p rob lemsÉ) ?  no    yes    
If yes, p lea se d esc ribe:                                   
 
Has your c hild  been exposed to any of the  following: 

 Pestic ides, herb ic ides or  
     fertilizers 

 Fumes or gases  
 Construc tion ma teria ls  

     (insula tion, PVC, pa rtic le   
     b oa rd É)  

 Polluting  industries nea r your  
     home 

 Rad ia tion (flying , x-rays) 
 Med ic a tions 
 Plastic  stora ge c onta iners to   

     hea t, freeze, or store food  
 Old  or da mp  home 

 Tob ac c o smoke 
 Dish soa p  w ithout g loves 
 Drinking tap  wa ter 
 Non-orga nic  a nima l p rod uc ts 
 Insec t rep ella nt 
 Lic e or flea  sha mp oo 
 Other                                



DIETARY & LIFESTYLE FACTORS 
 
Typic a l foods your c hild  eats during  the c ourse of the day: 
Breakfast Lunc h Dinne r Snac ks Beverages 

(inc lud e amount) 
                                                                                                                                                           
                                                                                                                                                           
                                                                                                                                                           
                                                                                                                                                           
                                                                                                                                                           
                                                                                                                                                           

 
Ea ting  ha b its (p ic ky, good  app etite , e tc É) :                                  
 
Wha t food s were introd uc ed  b efore 6 months (inc lud e month introd uc ed ): 
                                                                                                                                            
 
  
Wha t food s were introd uc ed  b etween 6-12 months (inc lud e month introd uc ed ): 
                                                                                                                                             
Brea st fed?     yes    no      Until wha t a ge:                        
Bottle fed?   yes    no      Sta rting a t wha t age:            
Formula  used :    yes    no   Typ e:                            When introduc ed :            
Any c olic ?     yes    no   For how long?               How severe?            
 
Any food  a llerg ies or intolera nc es?   

 no    yes   If yes, p lea se desc ribe: 
 
                                   

Any food  c ra vings?                                   
 
Often ea t on the run?   yes    no Ea t the sa me food s every d ay   yes    no 
 
Any d ieta ry restric tions (vegeta ria n, vega n, religiousÉ) ?   

 no    yes   If yes, p lea se sp ec ify:                                   
 
 
How muc h wa ter d oes your c hild  d rink d a ily? 
Sourc e? (b ottled , ta p , filtered , well..) 
 
Other b evera ges & a mounts per d ay? 
 
Average use of the following  per we ek: 

Pop            / week Chips or other junk food            / week 
Sweets           / week Artific ia l sweetener           / week 
Deep  fried  or fa tty food s           / week Marga rine           / week 

 
How often d oes your c hild  ha ve a  b owel movement? 
Toilet tra ined? 
Any toilet issues? 
 
 



Daily Ac tivities and  Lifestyle 
When d id  your c hild  first:  Sit up :             Show teeth:            Cra wl:             Wa lk:             Ta lk:            
 
Avera ge number of hours of sleep  p er night?             Qua lity o f your c hildÕs sleep :                  
Diffic ulty fa lling asleep :    yes    no  Interrup tions?  yes    no 
Any nightmares:     yes   no  Rested  on waking?  yes    no 
Does your c hild  take nap s?  yes   no  If yes,            m inutes/ da y  
Any sp ec ific  sleep ing  b eha viors (wa lking, swea t, p osition, grind  teeth):                                        
 
Desc ribe your c hildÕs temp era ment:                                                                      
Desc ribe your c hildÕs b ehavior a nd  performa nc e a t sc hool:  
                                                                                                                                             
 
Are there a ny p a st stresses tha t may ha ve a n imp ac t on your c hildÕs hea lth? 
                                                                                                                                             
 
Emotiona l triggers:                                                                     
 
Sc hool/ da yc a re:                    
Favourite  a c tivities:                                                                       
How often:                    

How often is your c hild  a c tive?                        Typ e of a c tivities:            
Numb er of hours per week your c hild  wa tc hes television:            
How often d oes your c hild  read  for rec rea tion (or is read  to):               
Emotiona l c lima te of home:            
Numb er of peop le living  a t home:                          
Anima ls in the home:             

 
FAMILY HISTORY 
Whic h c ond itions ha ve affec ted your rela tives? 

 Alc oholism 
 Allerg ies 
 Anemia  
 Arthritis 
 Asthma  
 Brea st Ca nc er 
 Colon Ca nc er 
 Cystic  Fibrosis 
 Dep ression 
 Diabetes 
 Drug  use 

 Ep ilep sy 
 Gonorrhea  
 Gout 
 Ha y fever 
 Hea rt d isea se 
 High Blood  Pressure 
 Hyp er or Hyp o-thyroid ism 
 Inflamma tory Bowel Disea se 

(IBD) Ð Ulc era tive Colitis, CrohnÕs 
 Irritab le Bowel Synd rome (IBS) 
 Kidney Disea se 

 Liver Disea se 
 Menta l illness 
 Neurolog ic a l d isea se 
 Overweight or Ob esity 
 Pa ra lysis 
 Pneumonia  
 Skin d isea se 
 Stroke 
 Syp hilis 
 Tub erc ulosis 
 Other: 

 
Spec ify any  known c ond itions whic h ha ve affec ted the  following  1st degree rela tives: 

Rela tive Age if 
a live 

Age at 
dea th 

Cond ition(s) 

Mothe r                                                                                                                     
Father                                                                                                                     
Sib ling s                                                                                                                     
Ma terna l Grand mothe r                                                                                                                     
Ma terna l Grand fa ther                                                                                                                     
Pa terna l Grand mothe r                                                                                                                     
Pa terna l Grand fa the r                                                                                                                     



PERINATAL HEALTH HISTORY 
MotherÕs hea lth a t c onc ep tion:                          During p regna nc y:                                    
 
MotherÕs nutrition d uring  p regna nc y:                     Nutrition while b rea stfeed ing :                     
MotherÕs a ge a t c hildÕs b irth:                  Fa therÕs hea lth a t c onc ep tion:                    
 
Any fertility issues:    no    yes     Sp ec ify:                                      
Prena ta l c a re b y:                              Loc a tion of b irth:                  
Term leng th:                              Length of lab our:              
MotherÕs weight ga ined  d uring  p regna nc y:  
Were a ny of the follow ing  used  by the mother d uring p regna nc y? 

  Med ic a tions: 
 Tob ac c o       Alc ohol - If so, how muc h? 
 Rec rea tiona l Drugs - If so wha t kind  & how muc h? 
Exp osure to  workp lac e or o ther c hemic a ls: 

 
 
Any of the  following  medic a l p roc edures used  during  the  p regna nc y or delivery: 

 Ultra sound  
 Amnioc entesis 
 Chorionic  villi sa mp ling   

 Trip le sc reen 
 Ma terna l serum testing 
 Ind uc ed  lab our 
 Use of forc ep s    

 Ep idura l/ anesthesia     
 Ep isiotomy    
 C-sec tion 
 Other:            

 
Any of the  following  experienc ed during  the  p regna nc y or sho rtly a fter b irth? 

 Bleed ing  d uring p regna nc y 
 High b lood  p ressure 
 Anemia  
 Swollen a nkles 

 

 Na usea  
 Vomiting 
 Diabetes 
 Thyro id  p rob lems 

 

 Infec tion 
 Diffic ulty b rea stfeed ing 
 Physic a l or emotiona l tra uma 
 Post pa rtum dep ression 
 Other:            

 
Any of the  following  medic a l p roc edures after b irth? 

 Vita min K injec tion  PKU test (heel p ric k)  Eye a ntib iotic s 
 
Any of the  following  experienc ed by your c hild  a fter b irth: 

 Low APGAR sc ore 
 Ja und ic e 
 Ra shes 
 Seizures 

 Birth injuries 
 Birth c omp lic a tions 
 Infec tions 
 Diffic ulties w ith feed ing 

 Birth d efec ts 
 Ina deq ua te weight ga in 
 Fever 
 Other:            

 
 
Is the re any othe r informa tion relevant to your c hildÕs health tha t ha s not been add ressed? 
 
 
 
 
 
 
 
 
 
 
 



REVIEW OF SYSTEMS 
Selec t ÔYÕ (yes) for symptoms your c hild  is presently experienc ing  (inc lud es last 3 months).  
Selec t ÔPÕ (past) for symp toms experienc ed in the past.  It is possib le to c hec k both ÔYÕ and  ÔPÕ. 

GENERAL 
Height 
Weight 
Maximum weight 
Birth weight 
Rec ent weight c ha nge 
Rec ent interna tiona l  
travel 
Where? 
   
Other:                             
 
SKIN 
Ac ne 
Bump s or lumps 
Warts 
Ec zema 
Psoriasis 
Hives 
Ra shes 
Itc hing 
Dry skin 
Slow wound  hea ling 
Persp ira tion a t night 
Od or to  p ersp ira tion 
Other:                             
 
NAILS 
Bend  or b reak easily 
White  sp ots 
Other:                             
 
HEAD 
Dizziness 
Hea da c hes 
Migra ines 
Injuries 
Other:                             
 
EARS 
Dec rea sed  hea ring 
Exc ess wax 
Infec tions 
Disc ha rge 
Itc hing 
Pa in 
Other:                             

 
        
        
        
         

Y P 
 

Y P 
 
 

Y P 
 
 

Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 

EYES 
Glasses or c onta c ts 
Vision d eteriora ting 
Blurring 
Blind  sp ot 
Sun irrita tes 
Disc ha rge 
Dryness 
Infec tions  
Itc hing 
Pa in 
Puffy eyes 
Red ness 
Tea ring 
Styes 
Dark c irc les 
Other:                             
 
NOSE & SINUSES 
Dec rea sed  smell 
Stuffy or runny 
Allerg ies 
Sinus p rob lems 
Bleed ing 
Polyp s 
Other:                             
 
MOUTH & THROAT 
Dec rea sed  ta ste 
Bad  b rea th 
Mouth d ryness 
Ca nker sores 
Cold  sores 
Tootha c he 
Gum b leed ing 
Freq uent sore throa t 
Hoa rseness 
Lump  in throa t 
Numb er of meta l 
fillings 
Other:                             
 
 

 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 
              

Y P 
 

NECK 
Pa in or stiffness 
Lump s 
Swollen g land s 
Other:                             
 
RESPIRATORY 
Shortness of b rea th 
Pa in on b rea thing 
Chronic  c ough 
Sp utum 
Wheezing 
Other:                             
 
CARDIOVASCULAR 
Murmurs 
Pa lp ita tions 
Red  fa c e, flush ea sy 
Cold  ha nd s a nd  feet 
Other:                             
 
BLOOD & LYMPH 
Freq uently ill 
Bleed  or b ruise ea sily 
Clotting  p rob lem 
Lymp h nod e swelling  
 
MUSCULO /  SKELETAL 
Musc le c ra mp s 
Musc le weakness 
Joint pa in or stiffness 
Joints p op  often 
Joint swelling 
Bac k p a in 
Broken b ones 
Other:                             
 

 
Y P 
Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 
Y P 

 
 
 

Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 
 



 
NEUROLOGICAL 
Convulsions 
Fainting 
Involuntary movement 
Loss of balance 
Numbness or tingling 
Paralysis 
Speech problems 
Other:                             
 
GASTROINTESTINAL 
Bowel movements  
    how often? 
Constipation  
Diarrhea 
Rectal bleeding 
Rectal itching 
Undigested food in  
    stool 
Blood in stool 
Mucous in stool 
Change in thirst 
Change in appetite 
Low blood sugar 
Pain in abdomen 
Hernias 
Burping 
Flatulence 
Bloating 
Nausea 
Vomiting 
Difficulty swallowing 
Other:                             

 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 
 
 
              

Y P 
Y P 
Y P 
Y P 

 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P  
Y P 
Y P 
Y P 
Y P 
Y P 

URINARY 
Bedwetting 
Infections 
Inability to hold urine 
Increased urination 
Pain on urination 
Blood in urine 
Cloudy urine 
Dark urine 
Other:                                                        
 
FEMALE ONLY 
Vaginal discharge 
Vaginal itching 
Other:                                                        
 
MALE ONLY 
Undescended testicles 
Testicular mass 
Difficult urination 
Other:                                                        
 

 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 

 
 

Y P 
Y P 
Y P 
Y P 

 

MENTAL & 
EMOTIONAL 
Anxiety 
Depression 
Fatigue 
Difficulty concentration  
Mood swings 
Phobias 
Other:                             
 

 
 

Y P 
Y P 
Y P 
Y P 
Y P 
Y P 
Y P 

 

 
Tha nk you for taking  the  time to fill out our intake forms.  We look forwa rd to wo rking  wi th you. 


