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CHILD NEW PATIENT INTAKE FORM

Date:
________

Name:
_______________________________
   Nick Name:____________
Address:  ________________________________________________________

Home Phone:  __________________
Cell Phone:  ______________________
E-mail address:  _____________________
Date of Birth:
__________________
Height:  _______    Weight: _________
Grade in school: ________________
How did you hear about our office?  ___________________________________

What Brings You Into The Office Today?

Briefly explain what brings you into the office today.  ______________________

________________________________________________________________

________________________________________________________________

Health Profile

Rate Your Health:  __0-50 Very Challenged    __50-75 Challenged     __75-100 Transition



           __ 100-125 Good
  __ 125-200 Excellent

Briefly explain what keeps your child’s health from being excellent:  ________________________________________________________________
________________________________________________________________

________________________________________________________________
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Please answer the following based on how many 8 oz glasses per day consumed:  
___ Water
___ Soda
___ Coffee
___ Tea     ___Juice



___ Milk


Please list your child’s top 5 favorite foods: ________________________________________________________________________________________________________________________________

Please list any medications your child is taking:  ________________________________________________________________
________________________________________________________________

Please list any vitamins or supplements your child is taking:  ________________________________________________________________
________________________________________________________________

Please list any past surgeries:  _______________________________________

________________________________________________________________

Has your child had any history of ear infections or sinus infections? If yes, please explain: _________________________________________________________

________________________________________________________________

Has your child ever taken antibiotics? If yes, how many rounds? _____________
Was your child vaccinated? __________________________________________

Does your child ever have stomach pain, diarrhea, excessive gas, or constipation? If yes, please explain. ________________________________________________________________________________________________________________________________
Does your child have a bowel movement every day? ______________________

How many hours does your child sleep each night?  ____________

In what position does your child sleep?    __ Side
      __ Back        __ Stomach
What time does your child go to bed (on average)?  ________
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Which of the following has your child experienced in the last year?

__Allergies

__Headaches

__Sleep problems
__Fatigue

__Sinus problems
__Asthma

__Mood Swings
__Depression

__Anxiety

__Acid Reflux

__Ulcers

__IBS

__GERD

__Constipation
__Diarrhea

__Dizziness __Bedwetting  

__Menstrual Pain
__Menstrual Irregularity

__ Speech/Language Problems                        __ Frequent Nightmares

__ Seizures/Epilepsy    __ School/Learning Problems 
PAIN IN:  __Back   __Neck   __Arms   __Legs   __Shoulders
__ Head __ Stomach
On a scale of 1-10 (1=poor  10=excellent) please rate how your child is doing in the following areas:


___Eating
___Sleeping
    ___ Exercising    ___ General Health
If your child is in pain, please answer the following questions:

· When did it start?  ____________________________________________

· How did it start?  _____________________________________________

· What makes it feel better?  _____________________________________

· What makes it feel worse?  _____________________________________

· Rate the severity on a scale of 1-10:  
BIRTH HISTORY

How would you describe your pregnancy? ________________________________________________________________

Did you experience any stressful situations while pregnant? If yes, please explain. ________________________________________________________________________________________________________________________________

Did you experience any complications during your pregnancy? If so, please list. (Ex: Gestational diabetes, pre-eclampsia, high blood pressure._________________________________________________________
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Please check if your child experienced any of the following during birth:
Normal (no interventions)  ___       Caesarian Section __

Low Birth Weight ___                     Forceps or Suction used __

Difficulty Breathing ___                  Induced __

Torticollis __                                   Heart problems ___                                   

Was there a breech presentation? If so, please describe: ________________________________________________________________________________________________________________________________
Was your child breast fed? __________________________________________

When was solid food introduced? _____________________________________

Has there been any evidence of food intolerance? If so, please explain: ________________________________________________________________________________________________________________________________

How would you describe your child’s temperament as an infant? (Ex: Difficult, Irritable, Cranky, Calm, Hypersensitive, Sleepy, etc.) ________________________________________________________________________________________________________________________________

ACADEMIC PERFORMANCE:

How is your child academically? Excels __ Good __ Average __ Troubled __ 

Does your child have difficulty reading or writing? If so, please describe. ________________________________________________________________________________________________________________________________

Does your child have difficulty recalling information during test time? __________

Does your child have abnormal anxiety before tests, projects, or presentations? If yes, please describe. ________________________________________________________________________________________________________________________________
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Does your child have any difficulty with focusing on tasks? _________________

Does your child frequently begin a task and then not finish it? _______________
Does your child act out in school? _____________________________________
ATHLETIC PERFORMANCE
Is your child involved in any sports? If so, please explain. ________________________________________________________________________________________________________________________________________________________________________________________________

How would you describe your child’s current activity level? 

Excellent  __ Good __ Average __ Low __ Sedentary __
Please rate your child on the following (1 = poor, 10 = excellent)

Coordination: ___         Balance: ___                 Strength: ___

Endurance: ___            Flexibility: ___               Speed: ____
YOUR WELLNESS GOALS
We are dedicated to offering you a unique healing experience.  In doing so, we want to align our goals with yours. Concentrating on the 3 dimensions of your life, please list your goals that you would like to achieve in the next 6 months.
Physical (examples: better sleep, more energy, ideal weight):  __________________
________________________________________________________________

Biochemical (examples: drink more water, eat healthier):  _____________________
________________________________________________________________

Emotional (examples: less stress, happier, more organized):  ___________________

​​​​​________________________________________________________________

THANK YOU!
