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     PEDIATRIC INTAKE FORM 
Child’s Name: ______________________________________________________________________________   

Child’s Age: _______________  Date of Birth: ______________________________    Sex: M F    

Child’s Height: ____________  Weight: ________________  Grade Level: _____________________________  

Today’s Date: _____________  Referred by: ______________________________________________________  

Who is filling out this form (name and relation): ___________________________________________________  

How did you hear about this clinic: _____________________________________________________________  

 

Contacts (in order of preference)  
Name and relation to child: ____________________________________________________________________ 

Phone: (home) _______________________ (work) ________________________________________________ 

Phone: (cell or other) ________________________________________________________________________ 

Address: __________________________________________________________________________________ 

Name and relation to child: ____________________________________________________________________ 

Phone: (home) _______________________ (work) ________________________________________________ 

Phone: (cell or other) ________________________________________________________________________ 

Address: __________________________________________________________________________________ 

 

Child’s Other Health Care Providers 
Provider’s name: ____________________________________________________________________________ 

Designation (e.g., pediatrician, family physician, etc.): ______________________________________________ 

Address (if available): ________________________________________________________________________ 

__________________________________________ Phone: _________________________________________ 

 

Health Concerns 
 

Please list your child’s health concerns in order of importance. 

Primary health concern: _____________________________________________________________________ 

At what age did this condition/illness begin: ______________________________________________________ 

What other (possibly unrelated) events occurred around the time the condition began? _____________________ 

__________________________________________________________________________________________ 

What treatment, if any (medications or supplements), did your child receive for this? ______________________ 

__________________________________________________________________________________________  

Other health concerns: 

__________________________________________________________________________________________

__________________________________________________________________________________________ 
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Prenatal Health and History 
 

What was the mother’s age at the time of the child’s birth? ___________________________________________  

How many previous pregnancies and births did the mother have? _____________________________________ 

Did the mother receive medical care during pregnancy?  Yes__   No__   Unknown__ 

Did the mother experience any of the following during pregnancy? 

 Bleeding   High blood pressure   Nausea   Vomiting/Nausea 

 Diabetes   Thyroid problems   Physical or emotional trauma 

 Acute illness  Depression    Pre-eclampsia  Exposure to toxins   

 Other:  __________________________________________________________________________________ 

Did the mother use any of the following during pregnancy? 

 Tobacco    Alcohol    Recreational drugs: ____________________________________________________ 

 Prescription medications: ___________________________________________________________________ 

 Over-the-counter medications: _______________________________________________________________ 

 Vitamins and/or supplements: ________________________________________________________________ 

 Other: ___________________________________________________________________________________ 

Were any of the following interventions used during pregnancy? 

 Ultrasound     Amniocentesis     Chorionic villi sampling     Triple Screen 

 Maternal serum screening     Other: __________________________________________________________ 

 

Birth History 
 

Pregnancy length:   Pre-term (37 weeks or less): __________ weeks 

             Full-term (38-42 weeks): __________ weeks 

             Post-term (more than 42 weeks): __________ weeks    

Location of birth:   Hospital     Home     Birthing Center     Other: ________________________________ 

Type of birth:   Vaginal    C-section    

Types of Intervention: 

 Induced labour     Use of forceps     Epidural/anesthesia     Episiotomy    

 Other: ___________________________________________________________________________________ 

Were there any complications during delivery (e.g., breech delivery)? __________________________________ 

Length of labour: __________    

Weight and length of infant at birth _________________________ 

Days in hospital: mother____ infant____   

 

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

 Jaundice     Rashes     Seizures     Birth injuries    Respiratory distress     Vitamin K administration 

 Infections: _______________________________________________________________________________     

 Difficulties with feeding: ____________________________________________________________________ 

 Birth defects: _____________________________________________________________________________ 

 Other: ___________________________________________________________________________________ 
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Dietary History 
 

How was your infant fed? 

 Breast fed. How long? _________     Formula. Milk/Soy/Other: ____________________________________ 

 Other: ___________________________________________________________________________________ 

Did your infant experience any reactions to the formula or breast milk? _________________________________ 

__________________________________________________________________________________________ 

What foods were introduced before 6 months?  Please list the approximate month that each food was 

introduced, as well as any reactions that may have occurred. 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

What foods were introduced between 6 and 12 months?  Were there any reactions to these foods? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Did your child ever experience colic?              Yes   No                      Mild   Moderate   Severe 

Did your child ever experience constipation?  Yes   No                      Mild   Moderate   Severe 

Did your child ever experience diarrhea?         Yes   No                      Mild   Moderate   Severe 

Does/did your child have any food/formula allergies/ intolerances?  Please list. 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Does your child have any dietary restrictions (vegetarian/vegan, religious, etc.)? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

Medical History 
 

Has your child ever experienced any of the following illnesses?   

 Rubella    Mumps    Influenza   Diptheria 

 Measles    Chickenpox    Strep Throat   Polio 

 Whooping Cough   Asthma/Bronchitis   Herpes (oral)  MSs 

 Scarlet Fever   Mononucleosis   Bladder infection  Fevers 

 Rheumatic Fever   Nose Bleeds    Bed wetting   Diabetes 

 Thyroid Disorders   Whooping cough   Cradle cap   Seizures 

 Frequent runny nose  Head Injury    Hives/Rashes  Jaundice 

 Chronic cough/Wheezing  Ear aches/infections   Pneumonia   Influenza 

 Meningitis    Encephalitis    Pleurisy   Vision problems 
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Has your child ever experienced any of the following conditions? 

 Diaper rash        Cradle cap  Diarrhea          Constipation  High fevers 

 Heat or cold intolerance         Trouble with bedwetting   Frequent colds  

 Ear infections. How many and how often? __________________________________________ 

 

Has your child received any of the following vaccinations? 

 DPT   MMR  HIB   Polio   TB   Flu 

 Smallpox    Pneumo vaccine   Chickenpox 

 Other: _______________________________________________________________________ 

Did your child have any adverse reactions to, or chronic illness following vaccination? ____________________ 

Has your child ever been hospitalized?  Yes  No     If yes, for what and for how long? _____________________ 

Is your child currently taking any medications or supplements?  Please list. 

__________________________________________________________________________________________ 

Has your child taken any medications or supplements in the past?  Please list. 

__________________________________________________________________________________________ 

Does your child have any known allergies? (drug, environment) ______________________________________ 

 

Family History 
 

Indicate if a close relative (parent, grandparent, sibling) has had any of the following: 

Condition Relative Condition Relative 
 Allergies   Seizures  

 Anemia   Stroke  

 Arthritis   Diabetes  

 Asthma   Eczema  

 Birth Defects   Glaucoma  

 Bleeding Disorder   Kidney Disease  

 Cancer   Psoriasis  

 Hay Fever   Depression  

 High Blood Pressure   Tuberculosis  

 Juvenile Arthritis   Mental Illness  

 Other: 

 

  Other: 

 

 

 

 I don’t know the family medical history 

 


