

Naturopathic Pediatric Initial Intake Form

Child’s Full Name:	DOB(YYYY/MM/DD): __________


Who is filling out this form (name and relation to child):__________________________________________________

Emergency Contacts in order of preference:
1. Full Name:		Relationship to Child: 		                                                         Address:		Prov:	Postal Code: 	
Phone:	Cell:	Email:  	

2. Full Name:		Relationship to Child: 		                                                         Address:		Prov:	Postal Code: 	
Phone:	Cell:	Email:  	

How did you hear of Visionary Health?	______________________
Please list health concerns:




Other health care providers the child is seeing (doctors, chiropractor, homeopath, acupuncturist..etc.)



HEALTH HISTORY:

Height	Current Weight	___ Blood type: A □	B □	AB□	O□

Allergies: (please list any known allergies including medications, environmental & food related)
_________________________________________________________________________________________
Medications: (please list all prescription and non-prescription medications)


__________________________________ How many times has your child been treated with antibiotics: ________
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Supplements: (please list any vitamins, minerals or natural supplements your child is taking, with doses)



Accidents/injuries/hospitalizations/surgeries (date and type)



Immunizations: (please check any immunizations your child has had and note any reactions)
· Diphtheria, Pertussis, Tetanus, Polio, Hib

· MMR (measles, mumps, rubella)

· Pneumococcal conjugate
· Hepatitis A and/or B

· HPV (Gardasil)

· Chicken pox
· Other



Family Medical History: (please check areas pertaining to blood relatives NOT including yourself)

· Alcoholism
· Asthma
· Anxiety
· Arthritis
· Cancer
· Diabetes
· Depression
· Eating disorder
· Epilepsy
· 
Heart disease/stroke
· Herpes
· High Blood pressure
· Kidney Disease
· Liver Disease
· Mental Disorder
· Neurological disorder
· Obesity
· Substance Abuse
· 
Others






· Hay fever/allergies	□ Thyroid problems	 	


	Life Style:
	Daily
	Weekly

	Dairy
	________
	 	

	Exercise
	________
	 	

	Water
	________
	 	

	Sweets
	________
	_________

	Read (or read to)
	 	
	_________

	Screen
	________
_________
	

 	


(TV, tablets, cell phones, computers, video games)	 	


Are there any foods/food groups your child avoids?


Current Symptoms: (please check areas pertaining to your child’s current condition
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Blood
· Anemia
· Easy bruising/bleeding
· Clots/thrombosis/DVT
· other 	

Endocrine
· Thyroid Conditions
· Heat or cold intolerance
· Blood Sugar Irregularities
· Easy weight Gain
· other  	

Digestion
· Daily bowel movements
· Trouble swallowing
· Heartburn
· Abdominal pain
· History of parasites
· Change in thirst or appetite
· Nausea +/- vomiting
· Loose stools or diarrhea
· Constipation
· Blood or mucus in stools
· Diverticulosis
· Belching or gas/ Bloating
· Gall bladder disease
· Hemorrhoids
· History of eating disorder
· Other   	

Neurological
· Fainting or seizures
· Numbness/tingling/paralysis
· Memory loss
· other  	

Emotional
· Depression
· Mood swings or mood disorders
· Anxiety/nervousness
· other  	
· 
Muscles spasms/cramps/weakness
· Neck/back pain
· Difficulty chewing, jaw clicking
· other  	

Urinary
· Painful urination
· Excessive urination
· Frequency at night
· Inability to hold urine
· Bladder/kidney infection(s)
· Blood in urine
· other  	

General
· Night Sweats
· Fatigue
· Sleep disturbance
· Dizziness
· Stress
· Exposure to Toxic chemicals

Skin
· Rash/hives
· Infections/fungus/athletes’ foot
· Dryness/scaling
· Hair/nail Changes
· Moles/growth
· other   	

Mouth and Throat
· Sore throat/hoarseness
· Mouth sores/Gum Problems
· Dental Problems
· Silver/Mercury fillings
· Root Canal(s)
· Loss of sense of taste
· other  	

Eyes/Ears
· Recent change in Vision
· Redness/itching of eyes
· Eye pain, tearing or dryness
· Ringing in the ears
· Ear infection
· other  	


Musculoskeletal
· Joint pain or stiffness
· History of broken bone(s)




Head
· Headache/migraine
· Head injury
· other



Nose and Sinuses
· Sinus problems/congestion
· Nosebleeds
· Loss of smell
· Frequent colds
· Hay fever/Rhinitis/ congestion
· other



Respiratory
· Cough
· Difficult or painful breathing
· Shortness of breath
· Asthma
· Bronchitis
· Positive TB Test
· other


Cardiovascular
· Angina
· High blood pressure / stroke
· Murmurs
· Chest Pains
· Ankle Swelling
· Palpitations, Fluttering, Irregular beat
· Poor circulation
· other  	

Sleep:
· Do you feel refreshed upon waking
· Do you have difficulty falling or staying a sleep How many hours do you sleep on average?   	
Bowel Movements:
How many Bowel movements so you have a day/week ?_________
Is there blood or mucus in your stools? 	
Are there any undigested foods in your stool?  	




BIRTH HISTORY:

Term length:  Full		Premature:		wks		Late		wks Delivery:	Vaginal	C-section	Induced		Forceps		Anesthesia used
Any Complications?  	

Environment:

In the household (check all that apply) Pets
· smoker □	toxic solvents □	O□


Please list the foods your child eats on a regular day:







INFORMED CONSENT- ND PEDS

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended treatments and procedures to be used so that you make an informed decision whether or not to undergo the recommended procedure(s) after knowing the benefits and risks involved. This document is not meant to alarm you; it is simply to inform you that you may give or withhold your consent to treatment.
If you refuse any special procedure this will not affect your receiving other care or future treatments.
· [bookmark: _GoBack]I voluntarily request Dr. Arvind Tuteja, Dr. Manesh, Dr. Jacob Cossmann to examine me. I understand that the course of care therapy may include the use of multiple modalities of naturopathic medicine including nutritional supplements, acupuncture, injection therapies, spinal corrections, modified neuro injections and other therapies offered by Dr. Tuteja, Dr. Manesh, Dr. Cossmann at the 5359 Dundas St West Unit 108, Toronto, Ontario, M9B 1B1.
· I understand that there maybe some health risks with treatment from Naturopathic Medicine. These include, but are not limited to:
· Aggravation of pre-existing symptoms and conditions from re-activation of the body’s corrective healing capacities by homeopathic and energetic medicines
· Allergic or hypersensitivity reactions to herbs or supplements
· Pain, bruising or other injury from venipuncture, intramuscular injections, soft tissue therapy, or acupuncture needling
· Fainting from acupuncture, venipuncture, parenteral therapy
· Rib dislocations or fractures or muscle/ligament sprains from following spinaladjustments
· The potential for stroke is a concern in neck manipulation, but tests will be done to screen for this possibility

· I understand that my verbal consent to a specific treatment and my willing participation in receiving these therapies after explanation of benefits and risks is sufficient to indicate my consent to receive treatment.
· I waive the option of signing consent to treat for each and every special procedure at each treatment date.
· I understand that I am free to pursue other medical opinions and treatments including conventional medical care at any time.
· I understand that I have the right and the opportunity to ask questions about my condition, discuss naturopathic and conventional options at any time.
· I understand there may be complications and risks related to the recommended procedure(s) and that I may
request additional information regarding complications and risks (side effects) and refuse any specific treatment at any time.
· I understand that there is payment for today’s treatment, and subsequent follow-ups, at the time of service accordingly to the fee schedule.
· I understand that a phone consultation fee may apply.
· A Missed Appointment Fee of $50 will be charged to your credit card for any missed appointments or cancellations within 24 hours of the appointment. All outstanding invoices will need to be paid before the appointment.
· I understand that no warranty or guarantee regarding a promise of cure as a result of care is provided for any condition.
· I understand that a record will be kept of the health services provided to me and will be kept confidential.
· I give consent and authorize Visionary Health Educational Medical Clinic Practitioners to be contacted in the near future, for continued treatment.
· I understand that in the event there is a chance that media, audio or visual or published information could happen, all of which I am consenting that Visionary Health be able to use all various forms of social media.
· I authorize Visionary Health Educational Medical Clinic team to contact me for educational events, promotions, incentives, newsletters, engagements or information regarding of any health benefit.
· I certify that I have read this form or have had it read to me, and that I understand its content and meaning. I have sufficient information to give this informed consent.




Patient Name (please print): 	

Patient Signature:	Date: 	
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