Stephanie Georgieff

Board Certified Licensed Acupuncturist and Naturopath

Full Spectrum Natural Medicine for the Entire Family

Pediatric Intake Form

Please print clearly

Name ___________________ Date of Birth _____________ Sex Male or Female

Address __________________________________________________________

City _____________________ State ________________ Zip ________________

Grade in School _____________ Name of School _________________________

Mother’s Name and Occupation ________________________________________

Mother’s Home Phone _________________ Cell Phone ____________________

Mother’s email _____________________________________________________

Father’s Name and Occupation _________________________________________

Father’s Home Phone __________________ Cell Phone ____________________

Parents are (circle) Married    Separated   Divorced   Living Together  Deceased

Are the parents listed the Biological parents of the child?

Emergency Contact and Phone___________________________________________

Name and Contact information of child’s Pediatrician ________________________

___________________________________________________________________

Please list the top five health concerns of the child

1.

2.

3.

4.

5.

Has the child been seen by any other health care professional for these issues?

________________________________________________________________________

What lab work, (blood, urine, parasite and other) has the child most recently done?

Please list any operations/hospitalizations and the year they took place.

Please list any physical trauma (broken bones, stitches, accidents) that have taken place

Please list known allergies to food, drugs, environment or animals.

Please list all the medications the child is taken, either over the counter medications or prescription the child is currently taking:_______________________________________

Please list any vitamins, herbs, homeopathics or supplements the child is currently taking:

Please describe the mother’s pregnancy, high risk, stressful etc. ____________________

What type of delivery did the mother have for the child?  _________________________

Mothers age at delivery _________  Other children delivered and ages _______________

Was the child conceived naturally or with the aid of in vitro reproduction technology and what kind? ______________________________________________________________

Circle all that mother experienced during pregnancy:  Cigarette Smoking, Lived with a Smoker, Drank Alcohol, Recreational drugs, prescription drugs, physical abuse, emotional abuse.

Circle the health conditions of the mother during pregnancy: Gestational Diabetes, High Blood Pressure, Preeclampsia, Nausea and Vomiting.

Health of the baby at birth __________________________________________________

Was the child breast fed and for how long?

When was the child put on formula and what kind?

When was the child put on solid food?                                 

How did the child do initially on solid food?  

How old was the child when she started to walk______________ talk_______________

Develop teeth ________ sleep through the night ___________ toilette trained ________

Please circle all conditions that the child has experienced:

Jaundice as a baby, Cradle cap, Eczema, Psoriasis, Diarrhea, Constipation, Picky eater, Poor teeth, Chronic Sniffles, Sweats easily, Hyperactive, Colic, Anemia, Asthma, Allergies, Warts, Nightmares, Bed –wetting, Uncontrollable Tantrums, Diaper rash. Chicken pox, Mumps, Measles, Seizures. Ear Aches, Colds, Strep Throat

Please circle all conditions that are in the child’s family history

Allergies. Asthma, Arthritis, Cancer, Heart Disease, Diabetes, Alcohol Addiction, Drug Addiction, Mental Illness, Seizures, Eczema, Psoriasis.

Has the child taken Antibiotics in the past, if so, why? __________________________

Vaccination History : Please Circle Yes if the child has had the vaccination, No if not or Some, if the child had the vaccination but did not finish all the shots, and list the reaction to the shot.

MMR:  Yes    No    Some  Reaction________________________________________

DPT:    Yes    No    Some  Reaction________________________________________

Hep B   Yes    No    Some  Reaction________________________________________

Hib       Yes    No    Some  Reaction________________________________________

Chickenpox Yes    No    Some  Reaction____________________________________

Polio    Yes    No    Some  Reaction________________________________________

Other ________ Yes    No    Some  Reaction_________________________________

Has the child ever lived near a refinery or other highly polluted area?

Has the child ever lived in a house with lead based paint?

Has the child lived in a house that had new point, cabinets, carpeting that seemed to affect the child in any way?

Has the child ever lived in a household that had a lot of mold in the walls?

Are pesticides, herbicides or toxic cleaners used in the house where the child lives?

Does the child live in a house with smokers?

Are there any particular household stressors the child has witnessed or gone through?

Does the child have any pets, if so, what kind?

How much TV or computer time does the child spend each day?

Does the child engage in any sort of physical exercise, if so what kind?

Please list the foods that the child likes:

Please list the foods that the child refuses to eat:

Does the child drink water on a regular basis?

What are the five most healthy things the child eats on a regular basis?

1.

2.

3.

4.

5.

What are the five least healthy things the child eats on a regular basis?

1.

2.

3.

4.

5.

How often does the child eat our at fast food or restaurants per week?

Please circle and give amount after each beverage serving in a typical week

Juice _______  Milk ________ Soda _________ Sport Drinks __________ Other ______

Where does the child eat the majority of her meals? Please circle

Car    School     Day Care    In front of the TV    With Family    At the Family Table

Please describe  the child’s typical daily diet:

Breakfast

Snack

Lunch

Snack

Supper

Snack

Stephanie Georgieff

Board Certified Licensed Acupuncturist and Naturopath

Full Spectrum Natural Medicine for the Entire Family
I (parent or guardian) ______________________ authorize Stephanie Georgieff, LAc to

examine and treat (Name of minor ) ______________________

