11068 eglinton ave w
toronto, ontario m6c 2c5

tel: 416.783.1800 fax: 416.783.1801
www.bokhealingarts.com

Pediatric Intake (infant to 12 years)

We are dedicated to offering you the bestin natural family health care. Help usin our efforts
by taking the time to provide the information necessary to make an assessment. Please fill out
the formsin as much detail as possible. Answer to the best of your knowledge and we will
discuss the detailstogether during your appointment.

Full Name: Age: DOB(dd/mm/yy): [ [/ Gender:

Home phone:( ) -

Sreet Address

City: Province: Postal code:
Home phone:( ) -

Parent/ Guardian (filing out form):

Numberof children in home: Relation:

Emergency contact: Relation:

Home phone:( ) - Work:( ) -

Email: How may we bestreach you?

Name any other parent/guardian authorized to make decisonsregarding thisminor child:

Contact: Relation:
If custody isshared please indicate the child@living arrangements:

Medicaldoctor:
Phone:( ) - Fax:( ) -
Address:

Other health care provider:

Area of specialty:

Phone:( ) - Fax:( ) -

Address: City: Postal code:

Doesyour child get an annual:

physical exam [lyes [Ino dental exam [lyes [1no
urine analyss[_|yes [ ]no eye exam [lyes [Ino
Isyour c hild@family medical history known: [_]yes [ ]no Adopted: [ ]yes []no

How did you hear of the clinic / who referred you?



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 child® 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 child® 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 child® health:

6. What potential obstacles do you foresee in addressing the lifestyle factors that are undermining your child®
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 child® main health concernsin order ofimportance:

Concern Snce (mm/yy) Cause(s)
1.
2.
3.
4,
Medical conditions your child hasbeen diagnosed with:
Diagnosis Date (mm/yy) Current symptoms
Have any of these issueschanged orworsened overtime?
What effect have these issueshad on your child@life?
How would you describe your child@general state of health?
Please list any majortrauma (physical, mental or emotional), serious injury, accident,
operation or surgical procedure, or hospitalization your child hassustained:
Incident Date (mm/yy) Complications or
long term effects
Whic h of the following conditionshasyour child had?
[ ] Asthma [ ] Diabetes [ ] Liver disease [ ] Parastes [ ] Srep throat
[ ] Anemia [ ] Eating disorder |[ ] Herpes [ ] Pleurisy [ ] Tuberculosis
[ ] Arthritis [ ] Emphysema [l Kidney disesase |[_]Pneumonia [ ]Typhoid fever
[ ] Bronc hitis [ ] Epilepsy [ ] Malaria [ ] Rheumatic [ ] Whooping
[ Jcancer [ ] Gallbladder [ ] Meades fever Cough
[ ] Chicken pox disease [ ]Mono [ ] Rubella [ ] Yellow fever
[ ]Heart discase [ 1Mumps [ ] scarlet fever

[ ] sexualabuse

Any other conditions? :
Any conditionsyour child hasnevercompletely recovered from or which have been svere?



MEDICATIONS, SUPPLEMENTS, VACCINATIONS, ALLERGIES

Medications your child is currently taking (prescription AND over the counter):

Medication Dosage Snce Efects Helpful Well
(mm/yy) tolerated
[ly [In [[dy [In
[ly [In [[dy [In
L1y [In [Oy [n
[ly [In [[dy [In
L1y [dn [[dy [n
Medications your child hastaken in the past:
Medication Dosage Snce Efects Helpful Well
(mm/yy) tolerated
L1y [In [Oy [n
[ly [In [[dy [In
[ly [In [[dy [In
Lly OIn [Oy [n
Any allergiesoradverse reactionsto medications? [1no [lyes Fecify:
Number of timesyour child hastaken antibioticsin their life: Inthe past 5 years:
Date of most recent course of antibiotics:
Supplements, remedies, herbsor other treatments your child is currently using:
Medication Dosage Snce Efects Helpful Well
(mm/yy) tolerated
[ly [In [[dy [1n
[ly [In [[dy [1n
[ly [In [[dy [In
L1y [In [Oy [n
L1y [dn [[dy [n
Which of the following vaccinationshasyour child received?
[ IMMR (measdes, mumps, [ ]varicella [ | HepatitisA
rubella [ ] Pneumococcal [ ] Influenza (flu)
[ ] DTP/DTaP (Dip htheria, [ 1 Meningococcal [ ]sSmallpox
Typhoid, Pertussis) [ ]varicella (chicken pox) [ ] Tuberculosis
[ ] Hib (Haemophilusinfluenza) [ ] HepatitisB [ ] Typhoid
[ 1PV (Polio)

Any othervaccinesor boosters?
Any symptomsfollowing a vaccination (rash, neurological problemsg) 2 [l no []yes

If yes, please describe:

Has your child been exposed to any of the following:

[ ] Pesticides, herbicidesor
fertilizers

[ lFumesorgases

|:| Construction materials
(insulation, PVC, particle
boardE)

[] Polluting industries near your
home

[ ] Radiation (flying, x-rays)

[ ] Medications

|:| Plastic storage containersto
heat, freeze, or store food

[ ]old ordamp home

[ ]Tobacco smoke

[ ] Dish soap without gloves

[ ] Drinking tap water

[ ] Non-organic animal products
[ 1Insect repellant

[ ]Lice orflea shampoo

[ ] Other




DIETARY & LIFESTYLEFACTORS

Typical foods your child eats during the course of the day:

Breakfast

Lunc h

Dinner Snacks

Beverages
(include amount)

Eating habits (picky, good appetite, etcE) :

What foodswere introduced before 6 months(include month introduced):

What foodswere introduced between 6-12 months(include month introduced):

Breast fed? [ lyes []no
Bottle fed? [ lyes [ ]no

Formula used: [lyes
[Jyes

Any colic?

[ Jno
[ Jno

Until what age:
Sarting at what age:

Any food allergiesorintolerances?
[1no [lyes Ifyes please describe:

Any food cravings?

Often eat on the run? [lyes [ ]no

Type:
For how long?

Any dietary redtrictions (vegetarian, vegan, religiousE) ?
[1no [lyes Ifyes please specify:

How much waterdoesyour child drink daily?
Source? (bottled, tap, filtered, well..)

Otherbeverages& amountsperday?

Average use of the following per week:

When introduced:
How severe?

Eat the same foodseveryday [ lyes [ ]no

Pop /week Chipsor other junk food /week
Sweets /week | Arificial sweetener /week
Deep fried or fatty foods /week Margarine /week

How often doesyour child have a bowel movement?

Toilet trained?
Any toilet issues?



Daily Activities and Lifestyle

When did your child first: St up: Show teeth: Crawl: Walk: Talk:

Average number of hoursof deep per night? Quality of your child@deep:

Diffic ulty falling asleep: [lyes [1no Interruptions?[_lyes [ ]no
Any nightmares: [lyes [no Rested on waking? [lyes [ ]no
Doesyour child take naps? [lyes [ ]no If yes, minutesday

Any specific deeping behaviors(walking, sweat, position, grind teeth):

Describe your child@temperament:
Describe your child@behaviorand performance at school:

Are there any pas stressesthat may have an impact on your child@health?

Emotionaltriggers

Shool/daycare:
Favourite activities:
How often:

How often isyour child active?

Number of hoursper week your child watchestelevison:
How often doesyour child read forrecreation (orisread to):
Emotional climate of home:

Number of people living at home:

Animalsin the home:

Type of activities:

FAMILY HISTORY
Which conditions have affected your relatives?

[ ] Alcoholism [ | Epilepsy [ ] Liver Disease

[ ] Allergies [ ] Gonorrhea [ ] Mentalillness

[ ] Anemia [ ] Gout [ ] Neurological disease
[ ] Arthritis [ ] Hay fever [ ] Overweight or Obesity
[ ] Asthma [ ]Heart discase [ ] Paralysis

[ ]Breast Cancer [ 1 High Blood Pressure [ ] Pneumonia
[]Colon Cancer [ ] Hyper or Hyp o-thyroidism [ ] in disease

[ ] Cystic Fbrosis [ ]Infammatory Bowel Disease [ ] stroke

[ ] Depression (IBD) B Ulc erative Colitis, Crohn& | [_] Syp hilis

[ ] Diabetes [ ]Iritable Bowel Syndrome (IBS |[] Tuberculosis

[ ] Drug use [ ]Kidney Disease [ ] other:

Secify any known conditions which have affected the following 1t degree relatives:

Relative Age if Age at Condition(s)
alive death
Mother
Father
Shlings

Maternal Grand mother

Maternal Grandfather

Paternal Grand mother

Paternal Grandfather




PERINATAL HEALTH HISTORY

Mother@ health at conception:

Mother® nutrition during pregnancy:
Mother@age at child@birth:

Any fertility issues: [ |no [ ]yes
Prenatalcare by:

Term length:

Mother@weight gained during pregnancy:

During pregnancy:

Nutrition while breastfeeding:
Father@health at conception:

Fecify:
Location of birth:
Length of labour:

Were any of the following used by the mother during pregnancy?

[ ] Medications:
[ ]Tobacco

[ ] Alcohol - If so, how much?
|:| Recreational Drugs- If so what kind & how much?
[ |Exposure to workplace or other chemicals:

Any of the following medical procedures used during the pregnancy ordelivery:

[ ] utrasound
[ ] Amniocentesis
[] Chorionic villisampling

[ ] Tiple screen

[ ] Maternal serum testing
[ ]Induced labour

[ ] Use of forceps

[ ] Epidural/anesthesa
[ ] Episiotomy

[ ] C-section

[ ] other:

Any of the following experienc

ed during the pregnancy or shortly after birth?

[ ]Bleeding during pregnancy
[ 1 High blood pressure

[ ] Anemia

[ ] swollen ankles

[ ] Nausea
[]Vomiting

[ ] Diabetes

[ ] Thyroid problems

[ ] Infection

[] Difficulty breastfeeding

|:| Physical oremotional trauma
[ ] Post partum depression

[ ] other:

Any of the following medical procedures after birth?

| [] vVitamin Kinjection

| [ PKUtest (heel prick)

| [] Eye antibiotics

Any of the following experienc

ed by your child after birth:

[ ] Low APGARscore
[ ]Jaundice

[ ] Rashes

[] sizures

(] Birth injuries

[ ] Birth complications

[ ]Infections

[ ] Difficulties with feeding

[ ] Birth defects

[ lInadequate weight gain
[ ] Fever

[ ] other:

Isthere any other information relevant to your child@ health that has not been addressed?



REVIEW OF SYSTEM S

Select @Qyes) for symptoms your child is presently experiencing (includes last 3 months).

Select ®Q(past) for symptoms experienced in the past. Itispossible to check both &8and ®0

GENERAL

Height

Weight

Maximum weight

Birth weight

Recent weight change
Recent international
travel

Where?

Other:

XKIN

Acne
Bumpsorlumps
Warts

Eczema

Psoriass

Hives

Rashes

Itc hing

Dry skin

Jow wound healing
Perspiration at night
Odorto perspiration
Other:

NAILS

Bend or break easly
White spots

Other:

HEAD
Dizziness
Headaches
Migraines
Injuries
Other:

EARS

Decreased hearing
Excesswax
Infections
Discharge

Itc hing

Pain

Other:

[IvL P
[IvL P

[IvL P

[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ ]p
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ ]p
[Iv[ P
[Iv[ P
[IvL P

[Iv[ P
[Iv[ P
[IvL P

[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[IvL P

[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ ]p
[Iv[ P
[Iv[ P
[IvL P

EYES
Glassesorcontacts
Vidon deteriorating
Blurring

Blind sp ot

Sun irritates
Discharge

Dryness

Infections

Itc hing

Pain

Puffy eyes
Redness

Tearing

Syes

Dark circles

Other:

NOSE & SINUSES
Decreased smell
Suffy or runny
Allergies
Snusproblems
Bleeding

Polyps

Other:

MOUTH & THROAT
Decreased taste
Bad breath
Mouth dryness
Canker sores
Cold sores
Toothache

Gum bleeding
Fequent sore throat
Hoarseness

Lump in throat
Number of metal
fillings

Other:

[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ ]p
[Iv[ P
[Iv[ P
[Iv[ P
[IvL P

[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ ]p
[Iv[ P
[Iv[ P
[IvL P

[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ ]p
[Iv[ P
[Iv[ P
[Iv[ P
[Iv[ P
[IvL P

[IvL P

NECK

Pain or stiffness
Lumps

Swollen glands
Other:

RESPIRATORY
Shortnessof breath
Pain on breathing
Chronic cough
Sutum

Wheezng

Other:

CARDIOVASCULAR
Murmurs
Palpitations

Red face, flush easy
Cold handsand feet
Other:

BLOOD & LYMPH
Fequently ill

Bleed or bruise easily
Clotting problem
Lymph node swelling

MUSCULO / SKELETAL
Muscle cramps
Muscle weakness
Joint pain or stiffness
Jointspop often
Joint swelling

Back pain

Broken bones
Other:

LIvL P
[Iv[ P
LIvL P
vl P

[Iv[ P
LIvL P
LIvL P
LIvL P
LIvL P
vl P

LIvL P
[IvL P
[Iv[ P
LIvL P
vl P

[Iv[ P
[IvL P
[IvL P
vl P

[IvL P
[IvL P
[IvL P
[Iv[ P
[IvL P
[IvL P
[IvL P
vl 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:

OydpP
OyP
OyP
OydpP
OydpP
OydP
OyP
OyP

OyP
OydpP
OydpP
OydP

OydpP
OyP
OydpP
OydpP
OydpP
OydpP
OyP
OydpP
OyP
OyP
OydpP
OyP
OydP
OydpP
LYLIP

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:

OydpP
OydpP
OydpP
OydpP
OydpP
OydpP
OyP
OydpP
OydpP

OydpP
OydpP
OydpP

OydpP
OyP
OydpP
OydpP

MENTAL &
EMOTIONAL

Anxiety

Depression

Fatigue

Difficulty concentration
Mood swings

Phobias

Other:

OydpP
OydpP
OydpP
OydpP
OydpP
OydpP
OydpP

Thank you for taking the time to fill out our intake forms. We look forward to working with you.



