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3 Health Services & Apothecary




2 College St. Suite 105    www.mahayahealth.com    (647) 435-0152


CHILD Patient Information FORM

	Date of initial visit:       

	PATIENT INFORMATION

	Last Name:  

     

	First Name:

     

	Middle Initial:

     


	Street Address:

     

	City:

     


	Postal Code: 

     

	Home phone number:  

     

	Your relationship to the child:  

     


	Your name: 

     

	
	Other parent/guardian name: (if applicable)  

     

	Date of Birth:  (MM/DD/YYYY)

     
	Sex:  

 FORMCHECKBOX 
 F   FORMCHECKBOX 
 M


	

	EMERGENCY CONTACT INFORMATION (in order of preference)

	1.  Last Name:

     

	First Name:  

     

	Relationship:

     


	Daytime phone number:  

     

	Evening phone number:

     


	2.  Last Name:

     

	First Name:  

     

	Relationship:

     


	Daytime phone number:  

     

	Evening phone number:

     


	OTHER HEALTH CARE PROVIDERS

	1.  Name: 

     
Phone number:

     
Specialty/focus:

     

	2.  Name: 

     
Phone number:

     
Specialty/focus:

     
	3.  Name: 

     
Phone number:

     
Specialty/focus:

     

	Date of last visit to medical doctor: 

     
Is your child currently under his/her care?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


	Please list regular screening tests done by other physicians (blood tests, physical screening tests, hearing tests):

     



Please list all the people who live in the child’s home and their relationship to the child:

	Name:
	Relationship:

	1.      

	     

	2.      

	     

	3.      

	     

	4.      

	     

	5.      

	     

	6.      

	     

	Child’s health concerns in order of importance:  



	1.       


	2.      


	3.      


	4.      


	5.      


	6.      


	HEALTH HISTORY QUESTIONNAIRE

	All questions contained in this questionnaire are strictly confidential and will become part of your child’s medical record.

	Date of last physical exam:

     

	Has your child ever seen a naturopathic doctor?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Immunizations:

 FORMCHECKBOX 
 Tetanus

 FORMCHECKBOX 
 Hepatitis A

 FORMCHECKBOX 
 Hepatitis B


	 FORMCHECKBOX 
 Smallpox

 FORMCHECKBOX 
 Tuberculosis

 FORMCHECKBOX 
 Influenza (flu shot)


	 FORMCHECKBOX 
 DPT

 FORMCHECKBOX 
 Chickenpox

 FORMCHECKBOX 
 MMR



	List if any of these caused adverse reactions:

     


	Childhood illnesses:

 FORMCHECKBOX 
 Measles     FORMCHECKBOX 
 Mumps     FORMCHECKBOX 
 Rubella     FORMCHECKBOX 
 Chickenpox     FORMCHECKBOX 
 Rheumatic Fever     FORMCHECKBOX 
 Polio  FORMCHECKBOX 
 Impetigo  FORMCHECKBOX 
 Scarlet Fever 
 FORMCHECKBOX 
 Mononucleosis   FORMCHECKBOX 
 Whooping cough    FORMCHECKBOX 
 Ear infections     FORMCHECKBOX 
 Strep throat    FORMCHECKBOX 
 Roseola 




	List any medical conditions that other doctors have diagnosed:

1.       


	2.       


	3.       


	4.       


	5.       

	Surgeries:

	Year
	Type of Surgery
	Reason



	     
	     
	     

	     
	     
	     

	     
	     
	     

	Other Hospitalizations:

	Year
	Reason



	     
	     

	     
	     

	     
	     


	List CURRENT prescribed drugs, over-the-counter medications and supplements, (vitamins, herbs, homeopathics, etc…)

	Medication
	Dosage/day
	Date started

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	

	List PAST prescribed drugs, over-the-counter medications and supplements, (vitamins, herbs, homeopathics, etc…)

	Medication
	Dosage/day
	Date started

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Has your child ever had a blood transfusion?              FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	How many times has your child been treated with antibiotics?       

	Please list all allergies (medications, foods, supplements, environmental, etc…)  

	Name of allergen:
	Reaction:

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	PRENATAL HEALTH

	Mother’s age at conception:

     

	Mother’s health at conception (please check):  
 FORMCHECKBOX 
  Poor     FORMCHECKBOX 
 Fair     FORMCHECKBOX 
 Good      FORMCHECKBOX 
 Excellent       FORMCHECKBOX 
 Unknown  

	Father’s age at conception:

     

	Father’s health at conception (please check):
 FORMCHECKBOX 
  Poor     FORMCHECKBOX 
 Fair     FORMCHECKBOX 
 Good      FORMCHECKBOX 
 Excellent       FORMCHECKBOX 
 Unknown  

	Was there any difficulty conceiving?  (if yes, please elaborate)  

     


	Did the mother use any of the following during the pregnancy:  

 FORMCHECKBOX 
  Tobacco    FORMCHECKBOX 
 Alcohol    FORMCHECKBOX 
 Prescription drugs    FORMCHECKBOX 
 Recreational Drugs   FORMCHECKBOX 
 Over the counter medication   FORMCHECKBOX 
  Supplements  FORMCHECKBOX 
 Other



	If yes, please elaborate:

     


	Did the mother experience any of these conditions during pregnancy:

 FORMCHECKBOX 
 Nausea   FORMCHECKBOX 
 Vomiting   FORMCHECKBOX 
 High blood pressure   FORMCHECKBOX 
 Thyroid problems   FORMCHECKBOX 
 Physical Trauma   FORMCHECKBOX 
 Emotional Trauma  FORMCHECKBOX 
 Other 



	If yes, please elaborate:

     


	BIRTH HISTORY

	Term length in weeks:  

     

	Weight at birth:

     

	Type of birth:

 FORMCHECKBOX 
 Vaginal   FORMCHECKBOX 
  C-Section   FORMCHECKBOX 
 Induced   FORMCHECKBOX 
 Forceps 



	Did the child experience any of the following at or shortly after birth?  

 FORMCHECKBOX 
  Jaundice   FORMCHECKBOX 
 Rashes   FORMCHECKBOX 
 Seizures  FORMCHECKBOX 
 Birth injuries   FORMCHECKBOX 
 Other 
	If yes, please elaborate :  

     

	DIET

	How was your infant fed?

 FORMCHECKBOX 
 Breast fed   FORMCHECKBOX 
 Formula Fed
	If breast fed, for how long?

     

	If formula fed, list type:  

     


	Did you follow a food introduction schedule?

 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No 
 
	Does your child have any food intolerances or allergies?  Please list.  

     


	What foods were introduced before 6 months?

     


	What foods were introduced between 6 and 12 months?

     


	Did your child ever experience colic?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	If yes, how severe?  

     

	Does your child have any dietary restrictions?  (religious, vegetarian etc.)   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
 No


	If yes, please list:

     


	Describe your child’s typical diet: 

	Breakfast:   

     

	Lunch:

     

	Dinner:  

     

	Snacks:  

     
	Beverages:  

     


	HEALTH AND DEVELOPMENT

	Age of developmental milestones:

	Sitting up:  

     
	Crawling:  

     
	Walking:

     
	Talking:  

     

	Describe your child’s sleep pattern:  

     


	Describe your child’s behaviour and performance at school:

     


	How would you describe your child’s temperament?

     



	FAMILY HEALTH HISTORY

	Including: Allergies, asthma, heart disease, high blood pressure, cancer, diabetes, depression, other mental illness, drug abuse, alcoholism, kidney disease and any other relevant health problems.  

	
	Age 
	Significant Health Problems 
	
	AGe
	Significant Health Problems

	Father
	     
	     
	GRANDMOTHER 

(maternal)
	     
	     

	Mother
	     
	     
	GRANDFATHER

(maternal)
	     
	     

	Siblings
	     
	 FORMCHECKBOX 
 M

 FORMCHECKBOX 
 F
	     
	GRANDMOTHER 

(paternal)
	     
	     

	
	     
	 FORMCHECKBOX 
 M

 FORMCHECKBOX 
 F
	     
	GRANDFATHER

(paternal)
	     
	     

	 FORMCHECKBOX 
  unknown 

	ENVIRONMENTAL HEALTH FACTORS

	Does anyone in the household smoke?

 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No
	Pets in the home?

 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No
	If yes, what kind?

     

	Method of heating the home?

     

	Wall to wall carpets?

 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No

	Do you know of any other potential toxins your 

child may be exposed to?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No


	If yes, what?

     


	LIFESTYLE HEALTH FACTORS

	How many hours a night does your child sleep?

     

	Hours of physical activity per day?

     

	Hours of TV per day?

     


	Baths and showers per week?

     
	Bowel movements per week?

     

	Hobbies, Teams, Lessions etc…

     

	Please elaborate on anything that you feel is relevant that has not been covered?  
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