Strive Health - Integrative Naturopathic Clinic

Dr. Laura Anderson BSc. (Hons.) ND

2171 Springwood Road, Peterborough, ON, K9K 1N7, Phone: 705-931-8544 www.lauraandersonnd.com 


Confidential Patient Information FORM

(Pediatric)

	Date of initial visit:

	PATIENT INFORMATION

	Child’s Last Name:  


	Child’s First Name:


	Child’s Middle Initial:



	Parents’ Names:



	Street Address:


	City:



	Postal Code: 


	Home phone number:  


	Daytime phone number:



	May we leave messages relating to your visits:
	( Yes   ( No
	Email:

	Child’s Birthdate:  (MM/DD/YYYY)
	Age:
	Sex:  

( F  ( M



	How did you find out about Clark Naturopathic Clinic?



	EMERGENCY CONTACT INFORMATION

	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:




	Health concerns about your child in order of importance to you. (Please give a brief history, age of onset and first symptoms noticed and present symptoms)
1.


	

	2.


	

	3.


	

	4.


	

	5.


	

	6.


	


	HEALTH HISTORY QUESTIONNAIRE

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

	Date of last physical exam/medial check up:


	Have you been to a Naturopathic Doctor before?

( Yes  ( No

	Immunizations:

( Tetanus

( Hepatitis A

( Hepatitis B


	( Smallpox

( Tuberculosis

( Influenza (flu shot)


	( DPT

( Chickenpox

( MMR



	List if any of these caused adverse reactions:



	Childhood illnesses:

( Measles    ( Mumps    ( Rubella    ( Chickenpox    ( Rheumatic Fever    ( Polio ( Mono ( Strep Throat ( Scarlet Fever
(Roseola     ( Impetigo



	How many times had your child been treated with Antibiotics?



	List any medical conditions that other doctors have diagnosed:

1.



	2. 



	3.  



	4. 



	5.  

	6.

	Surgeries:

	Year
	Type of Surgery
	Reason



	
	
	

	
	
	

	
	
	

	Other Hospitalizations:

	Year
	Reason



	
	

	
	

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

Please list Past and Current

	Medication
	Dosage/day
	Date started- Date Finished
Date started - Present

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Have your child ever had a blood transfusion?             ( Yes ( No

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

	Name of allergen:
	Reaction your child had:

	
	

	
	


	Pregnancy and Birth Information

	Prenatal Health


	Any existing health conditions prior to conception?

Mother:

Father:



	Pregnancy


	Any health issues arise during pregnancy? (Nausea, vomiting, hypertension, placental complications, gestational diabetes etc.)



	
	Did you smoke during your pregnancy?
	( Yes ( No

	
	Did you drink alcohol during your pregnancy?
	( Yes ( No

	
	Did you use recreational drugs during your pregnancy?
	( Yes ( No

	
	Dietary restrictions?  (Religious, vegetarian, vegan?)

	
	Any medications during pregnancy?

Prescribed:

Over the Counter:



	
	Any supplements during pregnancy?



	Birth
	Describe the birth:



	
	Any complications during the birth?



	
	Was the baby nursed after birth?

If so for how long?




	Post natal
	Any health issues after birth? At what age?



	
	Was/is the child exposed to second hand smoke?
	( Yes ( No

	
	What was the first liquid apart from water introduced after the baby was weaned from breastfeeding, or was he/she on, if not nursed?



	
	Solid Foods Introduced


	At what month?



	
	Any reactions to any foods? (Allergies, vomiting, rash, behaviour?)



	Any other concerns or details that you would like to share?
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 

	Father
	
	

	Mother
	
	

	Siblings
	
	( M

( F
	

	
	
	( M

( F
	

	
	
	( M

( F
	

	GRANDMOTHER 

(maternal)
	
	
	GRANDMOTHER 

(paternal)
	
	

	GRANDFATHER

(maternal)
	
	
	GRANDFATHER

(paternal)
	
	


Thank you for taking the time to fill out the requested information. It will help greatly in the study of your child’s preset health and treatment plan. 
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