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PEDIATRIC INTAKE FORM (Birth- 5 years) 

Name       ________ Date of first  visit        
Age    Date of Birt h     Gender:  female    male     
Mother' s name      Father's  name        
Address         City      State    
Phone # (home) (           )      Parents work  # (             )_____________ 
How did you  hear  abou t  th is cl in ic?           
Name of Dr. 's Office/ Hospital/ Clin ic where you r child's health record s are kept     
              
Reason for refer ra l or  present ing problems          
               

What  are your ch ild's most  import ant  health  problems?  List  as many as you  can in order  of 
import ance. 
 1)            
 2)            
 3)            
 4)            
Does your ch ild have a contagious disease at  th is t ime?   Y    N 
If yes, wh at?           
 
ALLERGIES 
Is you r ch ild hypersensit ive or allergic to: 
Any dru gs?             
Any foods?             
Anything environmental?          
Breast-fed? _____ how long? _____ Form u la? ____ milk  /  soy ____  
 
 
MEDICATIONS Now     Past        Now     Past  
Aspiri n         Ant ibiot ics         
Tylenol        Ant i-h istamine      
Decongestant        Other    ______  
Ibuprof en        Allergies to medicines _________________ 
 
MEDICAL HISTORY 
  Chicken pox   Scar let  fever             ______ Tonsil l it is (how often)                       __   
  Measles      Pneumonia    Ear infect ions (how often)             
  Mumps          Frequent  colds       other (please l ist )      
  Rubella   Rheumat ic fever   
 
 
 
 



Has your child had any of the fol lowi ng tests?   When  Where  Resu lts 
Electroencephalogram............................................................................................................. 
 
Psychological evaluat ion......................................................................................................... 
 
Heari ng É ÉÉ É ÉÉ É É. ....................................................................................................... 
 
Speech/ Language................................................................................................................ 
 
In ju ri es/ Surger ies/ Hospital izat ions  (please l ist ):          
               
 
IMMUNIZATIONS 
_____ MMR       _____ Polio     _____ Hib         _____ Smallpox   _____ Chicken Pox 
_____ Hep B       _____ DPT       _____ Tetanus     _____ Prevnar    
Others  (list ) _____________________________________________________________ 
Any adverse react ions?  Y   N     What  ? ________________________________________ 
 
FAMILY HISTORY 
_____ Heart  disease  _____ Diabetes  _____ Birt h  defects 
_____ Hypert ension   _____ Art hri t is  _____ Tubercu losis 
_____ Cancer    _____ Allergies  _____ Mental i l lness       

 
PRENATAL HISTORY 
Previous pregnancies by natu ra l mother,  miscarr iages, or complicat ions? 
Mother' s age at  ch ild's birt h?    
Any known  exposure to toxic chemicals or solvents in -u tero  or  after  ? __________________ 
Mother' s health  dur ing pregnancy? 

 _____ Bleeding  _____ Physical or emot ional t rauma 

 _____ Nausea   _____ Cigaret tes, alcohol, dru g consumpt ion 

 _____ Illnesses  _____ Medicat ions 

 _____ Hypert ension   _____ Thyro id problems  _____ Diabetes 

  

BIRTH HISTORY 

Term :  Fu ll    Prematu re       Late    Weight  at  birt h      

Length of labor      Complicat ions?         

Did you r ch ild have any of the fol lowi ng problems short ly after birt h? 

  Birt h  defects   Birt h  in ju ri es   Blue baby 
  Cerebra l palsy   Seizu res    Jaundice 
  Colic     Fever      Rashes 
Other (explain) ___________________________________________________________ 

Child's sleep pat tern s (firs t  year ) ______________________________________________ 

Feeding:  Breast -fed?        How long?         Form u la?    milk  /  soy     

Age began sol ids      Which foods?        

Age began:  Sit t ing       Crawling          Walk ing         Talk ing      



 

TYPICAL DIET 

Please descr ibe your child's typical daily diet : 

Breakfast :               

Lunch:               

Dinner:                

Snacks:               

To Dr ink :               

What  foods have you  found that  you r ch ild has react ions to? 

____________________________________________________________________________________ 

List  any food that  you r  child cra ves 

____________________________________________________________________________________ 

List  any foods that  your ch ild great ly dislikes 

____________________________________________________________________________________ 

Is you r ch ild th irsty ?  Yes    No            What  tempera tu re liqu id do they prefer ? ____________ 

How much do they dr ink  daily ? __________ 

What  type of water  do you  norm ally use (Please circle)? 

Well          Spri ng      Dist il led      Fi ltered        De-ion ized          Tap 

 

REVIEW OF SYSTEMS 
Please check  any of the fol lowing condit ions you r ch ild cu rr ent ly has (C box), has had in the 
past  (P box), or has never had (N box). Please also check if you  feel any of the following are a 
sign ificant  part  of your  childÕs medical h istory. 

 
LIFESTYLE 

C    P   N            C    P   N     
   Sleep problems     Nervou s 
    Cr ies easily     Night  sweats 
     Nightmares     Un usual fears 
 

ENDOCRINE 
C    P   N            C    P   N     
     Heat  or cold intolerance     Excessive hunger 
   Excessive th irst      Fat igue 

 
IMMUNE 

C    P   N            C    P   N     
   Chronic fat igue syndrome     Chronic infect ions 
    Chronically swollen glands     Slow wou nd healing 
     React ions to vaccines     React ions to immunizat ions 
   High fevers      
 

 



NEUROLOGIC 
 

C    P   N            C    P   N     
   Seizu res      Heat  or cold intolerance 
    Muscle weakness     Numb/ Tingling ext remit ies 
     Tremor     Loss of memory  
   Vert igo or  dizziness     Difficu lty concent ra t ing 
 

SKIN 
C    P   N            C    P   N     
   Hives     Eczema 
    Acne     Chronic rash 
     Hair  loss     Itch ing 

 
HEAD 

C    P   N            C    P   N     
   Headaches     Head in ju ry  
    Migra ines     Jaw/ TMJ problems 

 
EARS 

C    P   N            C    P   N     
   Impaired heari ng     Ringing in  the ears/  Tinn itus 
    Earaches     Dizziness/  car  sickness 

 
EYES 

C    P   N            C    P   N     
   Spots in eyes     Cataracts 
    Impaired vision     Glasses or contacts 
     Blu rr iness     Eye st rain/ pain 
   Color  blindness     Tear ing or dryness 
   Dou ble vision     Glaucoma 

 
NOSE & SINUSES 

C    P   N            C    P   N     
   Frequent  colds     Nose bleeds 
    Stu ffiness or  post-nasal dr ip     Hayfever  
     Sinus problems     Loss of smell 
 

MOUTH & THROAT 
C    P   N            C    P   N     
   Frequent  sore throa t      Copiou s saliva 
    Teeth gri nding     Sore tongue/ lips, canker sores 
     Gum problems/ bleeding gums     Hoarseness 
   Dental cavit ies     Jaw cl icks 

 
 
 
 
 
 



RESPIRATORY 
 

C    P   N            C    P   N     
   Cough     Spu tum 
    Spit t ing up blood     Wheezing 
     Asthma     Bronch it is 
   Pneumonia     Short ness of breath lying down 
   Short ness of breath at  n ight      Difficu lty breath ing 
   Pain on  breathing     Short ness of breath 

 
CARDIOVASCULAR/ PERIPHERAL VASCULAR 

C    P   N            C    P   N     
    High/ low blood pressu re     Murm urs 
     Blood clots     Faint ing 
   Anemia     Easy bru ising 

 
GASTROINTESTINAL 

 
C    P   N            C    P   N     
   Trou ble swallowing     Const ipat ion 
    Reflux     Diar rh ea 
     Heart burn      Blood wi th  stool 
   Vomit ing blood     Change in bowel movements 
   Nausea     Abdominal pain or cra mps 
   Change in appet ite     No appet ite 
   Vomit ing     Black  stools 
   Belch ing or passing gas     Jaundice 

 
URINARY 

C    P   N            C    P   N     
   Pain on  u r inat ion     Frequency at  n ight  
    Increased frequency     Inability to hold u r ine/ u rgency 
     Frequent  infect ions     Bloody u r ine 

 
MUSCULOSKELETAL 

C    P   N            C    P   N     
   Joint  pain or st iffness     Art hr it is 
    Broken bones     Weakness 
     Muscle spasms or cra mps     Flat  feet  
 

LIVING ENVIRONMENT 
Which of the following do you  use rou t inely in you r  home : 
Forced air        Radiant  heat            Air Condit ion ing         Elect ri c Blanket       Wood Stove 
Oil heat             Gas Heat                  Elect r ic Heat                 Microwave              Television 
Computer  screen                             Cigaret tes                     Feather  Pil low        
Has your child experi enced any major gr ief or loss in their  l ife? 
____________________________________________________________________________________ 
Does your ch ild have any fears?  Are they unmanageable? 
____________________________________________________________________________________ 

 
Thank you . We look forwa rd to helping your ch ild in  any way we can. 


