[image: image1.png]\\J_f))

Family Health Clinic




CHILD INTAKE FORM

Dear Parent,
Please fill out this form and bring it with you on the first visit.  Please note that all information disclosed is confidential and will not be released without your permission.

Date: _________________

Child’s Name: _________________________________ Date of Birth: ________________ Age: _______









Month / Day / Year

Address:________________________________________________


________________________________________________

Home Phone Number: ________________



Mother’s Name:______________________

Phone Numbers: _____________, _______________

Father’s Name: _______________________

Phone Numbers: _____________, _______________

Who does this child live with (circle)?    

Mother      Father      Both      Other: (indicate relationship)____________________________
Who should we contact in case of Emergency? 

Name: ___________________________________ Relationship: _______________________

Address: ____________________________________________________________________

Phone Numbers: ______________________________________________________________

Who has permission to bring in your child to our office for treatment?


Name



Relationship to child

Phone Number

__________________________        ___________________________        _______________________

__________________________        ___________________________        _______________________

__________________________        ___________________________        _______________________

Name of Family Physician: ___________________________   Phone Number:_____________________

List reasons for visit in order of importance (include date of onset with each concern):

1. __________________________________________________________________________________

2. __________________________________________________________________________________

3. __________________________________________________________________________________

Is your child currently receiving any treatment for these concerns?  Have they been effective?

____________________________________________________________________________________________________________________________________________________________________________

List any medication he/she is taking or has taken in the past (include duration, dosage and frequency):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any vitamin, mineral, or herbal supplements he/she is taking or has taken in the past (include duration, dosage and frequency): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any screening tests done recently (blood work, X-rays, etc.; include year and results):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any surgeries:_______________________________________________________________________

List ant hospitalizations, accidents or serious injuries: __________________________________________ ______________________________________________________________________________________

List any known allergies or intolerances: _____________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________

IMMUNIZATIONS

	· Measles, mumps, rubella
	· Influenza
	· Other: __________________

	· Diphtheria, pertusiss, tetanus
	· Small Pox
	

	· Polio
	· Hepatitis
	


Has he/she had any adverse reactions to any immunizations?_____________________________________

FAMILY HISTORY

How many family members (including immediate family, grandparents, aunts and uncles) had any of the following conditions:

	· Diabetes
	· Headaches
	· Cancer

	· Tuberculosis
	· Epilepsy
	· Arthritis

	· Heart Disease
	· Mental Illness
	· Asthma

	· Hypertension
	· Alcoholism
	· Birth Defects

	· Stroke
	· Drug Addiction
	· Anemia

	· Kidney Disease
	· Allergies
	· Other?_______________


CHILDHOOD ILLNESSES


Has he/she ever had any of the following? Or other:____________________________________________

	· Chicken Pox
	· Ear Infections
	· Frequent Colds

	· Measles
	· Mumps
	· Pneumonia

	· Polio
	· Rheumatic Fever
	· Rubella

	· Scarlet Fever
	· Tonsillitis
	· Whooping Cough


PRENATAL HISTORY



Poor
Fair
good
excellent

Health of father at conception:


O
O
O
O

Health of mother at conception:


O
O
O
O



Physical Health of mother during pregnancy:
O
O
O
O

Emotional Health of mother during pregnancy:
O
O
O
O

Emotional Health of mother following pregnancy:
O
O
O
O

Mother’s diet during pregnancy:


O
O
O
O

Number of pregnancies: _____ Number of miscarriages: _____ Mother’s age at birth of child: ______

List any illnesses or other difficulties during pregnancy: _____________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________

Indicate any       drug 
or alcohol consumption 
or cigarette smoking 
during pregnancy. (circle)

List any medication, supplements or herbal remedies taken during pregnancy: ____________________ ___________________________________________________________________________________ ___________________________________________________________________________________ ___________________________________________________________________________________

LABOR AND DELIVERY

Location of the birth:_________________________________  Duration of Labor: _________________ 

Description of birth:

	· Induced
	· Forceps
	· C-section
	· Late
	· Pain medication

	· Spontaneous
	· Epidural
	· Natural
	· Premature
	· Other: ______


Birth Weight: ______________    Birth Length: ________________  Head Circumference: ____________ 

NEONATAL HISTORY

List any difficulties or complications soon after birth: ___________________________________________ 

______________________________________________________________________________________ 

List any therapies or medications administered: _______________________________________________ 

______________________________________________________________________________________ 







Poor 
Fair 
Good 
Excellent
Health of child at birth:



O
O
O
O

Health of child in first year:


O
O
O
O

Sleep patterns in first year of life:


O
O
O
O


Eating patterns after weaning ______________________________________________________________
______________________________________________________________________________________
GROWTH AND DEVELOPMENT

Age he/she began:

Crawling: _____________________________
Toilet Training: _____________________________ 

Sitting: _______________________________
Teething: __________________________________ 

Walking alone: _________________________
Saying first words: ___________________________ 

Any concerns (by parents and/or teachers) in regards to his/her physical, social or mental development? 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

NUTRITION

Infant feeding:  


· Breast fed?
How long? _____________

· Formula
Describe _________________________________________________ 

· Milk?
__ Cow
       __ Goat 
__ Soy
      __ Nut 
__ Other_______

Current Weight?  ______________________________ Current Height?  ________________________

Age of introduction to solid foods: __________ 
What foods introduced first?____________________

Favourite foods: ____________________________
Excluded foods: _____________________________

Does he/she consume any of the following at least once per week?

	· Sweets
	· Fried foods
	· Luncheon Meats
	· Distilled Water

	· Excess Salt
	· Margarine
	· Soft Drinks
	· Artificial Sweetener


LIFESTYLE / ENVIRONMENTAL FACTORS

Is he/she exposed to any chemicals at home or at school? Explain :________________________________

______________________________________________________________________________________What are his/her special interests? ​​​​
________________________________________________________________

______________________________________________________________________________________

How is his/her energy level? Rate on a scale of 1 to 10 (1= very low, 10=excellent) ___________________

______________________________________________________________________________________

Emotional climate at home: 
O  Very Stable     O  Stable     O  Stressful     O  Very Stressful ______

______________________________________________________________________________________

How old is his/her residence? ____________  Type of heating: _____________________  Any Pets: _____

Type of flooring (hardwood, carpet, Linoleum, Tile etc.): ________________________________________

Has your child ever traveled outside your community? 
O  Yes
    O  No

Where? ___________________________________
When? _____________________________________

What was his/her response? _______________________________________________________________

Please use the space below to include any further information regarding your child’s personal health history, Family history, past medical history or lifestyle / environmental factors that may be of relevance to your service provider: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of parent / guardian: _______________________________                 Date: ________________

REVIEW OF SYSTEMS

Child’s Name: ______________________   Date: ________________

Please check off any conditions your child has now (Y) or has had in the past (P).   

	GENERAL
	Y
	P
	
	
	Y
	P
	

	Poor appetite
	
	
	
	Sleep Difficulties
	
	
	

	Intolerance to heat / cold
	
	
	
	Fever / chills
	
	
	

	Fatigue / weakness
	
	
	
	Significant weight change
	
	
	

	Change in thirst
	
	
	
	Other: _____________________
	
	
	

	
	
	
	
	
	
	
	

	SKIN
	Y
	P
	
	
	Y
	P
	

	Rash / hives
	
	
	
	Easy bruising
	
	
	

	Lumps
	
	
	
	Itching
	
	
	

	Nail problems / changes
	
	
	
	Hair problems / changes
	
	
	

	Color change
	
	
	
	Jaundice 
	
	
	

	Birthmarks
	
	
	
	Night Sweats
	
	
	

	Temperature
	
	
	
	Dryness / moistness
	
	
	

	Eczema
	
	
	
	Other: ________________________
	
	
	

	
	
	
	
	
	
	
	

	HEAD
	Y
	P
	
	
	Y
	P
	

	Headaches
	
	
	
	Dizziness
	
	
	

	Abnormal size or shape of head
	
	
	
	Injuries
	
	
	

	Vision problems
	
	
	
	Crossed eyes
	
	
	

	Tearing / dryness of eyes
	
	
	
	Eye infections
	
	
	

	Red eyes
	
	
	
	Itchy eyes
	
	
	

	Eye discharge
	
	
	
	Eyes bothered by sun
	
	
	

	Hearing problems
	
	
	
	Ear infections
	
	
	

	Ringing / buzzing in ears
	
	
	
	Cradle Cap
	
	
	

	Nosebleeds
	
	
	
	Nasal congestion
	
	
	

	Frequent nasal discharge
	
	
	
	Frequent colds
	
	
	

	Hay fever
	
	
	
	Other: _________________________
	
	
	

	
	
	
	
	
	
	
	

	MOUTH AND THROAT 
	Y
	P
	
	
	Y
	P
	

	Frequent sore throats
	
	
	
	Sore tongue / mouth / gums
	
	
	

	Chronic bad breath
	
	
	
	Dental cavities
	
	
	

	Hoarsness
	
	
	
	Speech difficulties
	
	
	

	Loss of taste
	
	
	
	Cold sores
	
	
	

	Coating on tongue
	
	
	
	Other: __________________________
	
	
	

	
	
	
	
	
	
	
	

	NECK
	Y
	P
	
	
	Y
	P
	

	Lumps
	
	
	
	Swollen Glands
	
	
	

	Pain or Stiffness
	
	
	
	Other: __________________________
	
	
	

	
	
	
	
	
	
	
	

	RESPIRATORY SYSTEM
	Y
	P
	
	
	Y
	P
	

	Chronic cough
	
	
	
	Sputum / Phlegm
	
	
	

	Chest pain
	
	
	
	Spitting up blood
	
	
	

	Breathing noises (Wheezing)
	
	
	
	Shortness of breath / difficulty breathing
	
	
	

	Asthma
	
	
	
	Bronchitis
	
	
	

	Pneumonia
	
	
	
	Other: __________________________
	
	
	

	
	
	
	
	
	
	
	

	HEART AND CIRCULATION
	Y
	P
	
	
	Y
	P
	

	Murmurs
	
	
	
	Cold extremities
	
	
	

	Rheumatic Fever
	
	
	
	Other: __________________________
	
	
	

	
	
	
	
	
	
	
	

	ABDOMEN & GASTROINTESTINAL
	Y
	P
	
	
	Y
	P
	

	Change in appetite
	
	
	
	Change in thirst
	
	
	

	Nausea / Vomiting
	
	
	
	Vomiting blood
	
	
	

	Belching / Flatulence
	
	
	
	Colic or indigestion
	
	
	

	Diarrhea
	
	
	
	Constipation
	
	
	

	Hernias
	
	
	
	Food Allergies / intolerances
	
	
	

	Abdominal pain
	
	
	
	Hepatitis
	
	
	

	Change in stool colour
	
	
	
	Change in stool odour
	
	
	

	Change in bowel habit
	
	
	
	Blood in stool
	
	
	

	Rectal bleeding
	
	
	
	Other: _________________________
	
	
	

	
	
	
	
	
	
	
	

	URINARY SYSTEM
	Y
	P
	
	
	Y
	P
	

	Urinary frequency
	
	
	
	Bed Wetting
	
	
	

	Sense of urgency
	
	
	
	Pain on urination
	
	
	

	Dribbling
	
	
	
	Hesitancy (difficulty starting)
	
	
	

	Difficulty passing urine
	
	
	
	Blood in Urine
	
	
	

	Frequent infections
	
	
	
	Change in colour
	
	
	

	Kidney Stones
	
	
	
	Other: _________________________
	
	
	

	
	
	
	
	
	
	
	

	MUSCULOSKELETAL
	Y
	P
	
	
	Y
	P
	

	Broken bones
	
	
	
	Muscle Cramps
	
	
	

	Weakness
	
	
	
	Bone pain
	
	
	

	Joint pain
	
	
	
	Joint Swelling
	
	
	

	Back Pain
	
	
	
	Other: __________________________
	
	
	

	
	
	
	
	
	
	
	

	NERVOUS SYSTEM
	Y
	P
	
	
	Y
	P
	

	Fainting
	
	
	
	Seizures / convulsions
	
	
	

	Numbness / tingling
	
	
	
	Loss of balance
	
	
	

	Paralysis
	
	
	
	Loss of memory
	
	
	

	Tremors
	
	
	
	Involuntary movement
	
	
	

	Muscle weakness
	
	
	
	Other: _________________________
	
	
	

	
	
	
	
	
	
	
	


Signature of parent / guardian: _______________________________                 Date: ________________
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