Pediatric New Patient Intake Form

Patient Information:

Last name: First name:
Middle name: DOB:(DD/MM/YYYY)
Age: Grade in School:
Sex:
] Male
[J Female
Address:
City: Province/State: Postal/Zip code:

Parent/Guardian Name and Occupation:

Parent/Guardian Name and Occupation:
Parents are:

[J Married [J Divorced

[J Separated [ Living Together
Phone numbers:

Parent/Guardian 1

(M) (W) (H)
Parent/Guardian 2
(M) (W) (H)

Medical Information:
Most important concern you would like to address:

Additional concerns?

Name of Previous or Current Pediatrician

Has the child been seen by any other doctor(s) for this complaint?
[J Yes
[J No

List any surgeries or hospitalizations the child has had, including date occurred:
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Has the child had any blood work done? If yes, please list when and what:

Please list all medicines and supplements your child it taking:

Any known Allergies to medications:
O No

O Yes
If yes, list them:

Any known Allergies to food, drugs, environment, animals and their reaction (e.g. peanuts causes

hives):
O No
O Yes

If yes, list them:

Health History of child:

Jaundice as baby Y N

Cradle cap

Eczema or psoriasis

Diarrhea Y

Constipation Y N
Finicky eating Y N
Poor teeth Y N
Chronic sniffles Y N
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Bad foot odor

Very sweaty baby/child

Fears or phobias

Diaper rash

Early puberty

Y N
Y N
Hyperactivity Y N
Growing pains Y N
Colic Y N
Anemia Y N
Asthma Y N
Warts Y N
Nightmares Y N
Bed-wetting Y N
Tantrums Y N
Disobedient Y N
Y N
Y N
Y N
Y N

Stomach aches

Any particular household stressors child has witnessed or gone through:

Past Medical History:

Regarding the next section: Please circle (Y) if the child currently has the problem, (N) if they've
never had the problem and (P) if they had the problem in the past, also fill in the blanks as
appropriate.

Ear infection
Colds
Strep Throat

If yes, how many times total?

If yes, how many times total?

If yes, how many times total?

<|=<|=<]|=
z|lz|z|=z
| O| ©O| O

Antibiotic use

If yes, how many times total?
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Please list all other medicines your child has taken in the past and how often

Childhood testing

Hearing test
normal Y N | Not tested

\Vision test normal | Y N Not tested

Any speech

impediments Y [ N Past
Learning

impediments Y | N | Don’t know

Vaccinations

Did you have the following Disease (D), Been Vaccinated (V), or Neither (N)? Select answer

MMR DVN Chicken Pox DVN
DPT DVN HIB DVN
Hep B DVN [Tetanus DVN

Other vaccines:

Any reactions to vaccinations? If so, please explain:

Family Medical History:

Allergies

Cancer

Cardiovascular disease

Diabetes mellitus

Obesity

[Tuberculosis

<|=<|=<|=<|=<|=<]|=<
zlz|z|z|z|z]|=z

Mental illness
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Mother’s Pregnancy History

Mother’s age at conception:

Did she have other children already? v N

Mother’s Health During Pregnancy

Smoking Y N

Coffee intake

Recreational drugs

Preeclampsia

\Vaginal birth

[Tuberculosis

Diabetes

Nausea/vomiting

Emotional stress

<|=<|=<|=<|=<|=<|=<|=<]|=
zlz|lz|lz|z|lz|lz|z|=2

Traumatic birth

Length of labor:

Infant History

Child’s Birth Weight

Health of baby at birth:

Child breastfed Y N

If yes, for how long?

Formula fed Y N

If yes, type of formula used:

When was solid food started?
Child’s first foods:

When did your child develop teeth?
When did your child walk?
\When did your child talk?
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Social History:

Diet recall

Breakfast

Lunch

Dinner

Snacks

Child’s favourite foods:

Toxin Exposure

Did you grow up near a refinery, polluted area, or in a home with leaded paint? If so,
what sort of pollution?

Are you particularly sensitive to perfumes, gasoline or other vapours?

Do you use pesticides, herbicides or other chemicals around your home?

Additional Information:
Is there anything else you would like Dr. Coleman to know about your child? Please write in the
space below.



	untitled1: 
	untitled2: 
	untitled3: 
	untitled4: 
	untitled5: 
	untitled6: 
	untitled7: 
	untitled8: 
	untitled9: 
	untitled10: 
	untitled11: 
	untitled12: 
	untitled13: Off
	untitled14: Off
	untitled15: Off
	untitled16: Off
	untitled17: Off
	untitled18: Off
	untitled19: 
	untitled20: 
	untitled21: 
	untitled22: 
	untitled23: 
	untitled24: 
	untitled25: 
	untitled28: 
	untitled29: 
	untitled30: 
	untitled31: 
	untitled32: 
	untitled33: 
	untitled34: 
	untitled35: 
	untitled36: Off
	untitled37: Off
	untitled38: 
	untitled39: 
	untitled40: 
	untitled41: 
	untitled42: 
	untitled43: 
	untitled44: 
	untitled45: 
	untitled46: Off
	untitled47: Off
	untitled48: Off
	untitled49: Off
	untitled50: Off
	untitled51: Off
	untitled52: Off
	untitled53: Off
	untitled54: Off
	untitled55: Off
	untitled56: Off
	untitled57: Off
	untitled58: Off
	untitled59: Off
	untitled60: Off
	untitled61: Off
	untitled62: 
	untitled63: 
	untitled64: Off
	untitled65: Off
	untitled66: Off
	untitled67: Off
	untitled68: 
	untitled69: 
	untitled70: 
	untitled71: 
	untitled72: 
	untitled26: Off
	untitled27: Off
	untitled174: Off
	untitled175: Off
	untitled176: Off
	untitled177: Off
	untitled178: Off
	untitled179: Off
	untitled180: Off
	untitled181: Off
	untitled182: Off
	untitled183: Off
	untitled184: Off
	untitled185: Off
	untitled186: Off
	untitled187: Off
	untitled188: Off
	untitled189: Off
	untitled190: Off
	untitled191: Off
	untitled192: Off
	untitled193: Off
	untitled194: Off
	untitled195: Off
	untitled196: Off
	untitled197: Off
	untitled198: Off
	untitled199: Off
	untitled200: Off
	untitled201: Off
	untitled202: Off
	untitled203: Off
	untitled204: Off
	untitled205: Off
	untitled206: Off
	untitled207: Off
	untitled208: Off
	untitled209: Off
	untitled210: Off
	untitled211: Off
	untitled212: Off
	untitled213: Off
	untitled214: Off
	untitled215: Off
	untitled73: 
	untitled74: 
	untitled75: 
	untitled76: 
	untitled77: 
	untitled78: 
	untitled130: Off
	untitled131: Off
	untitled132: Off
	untitled133: Off
	untitled134: Off
	untitled135: Off
	untitled136: Off
	untitled137: Off
	untitled138: Off
	untitled139: Off
	untitled140: Off
	untitled141: Off
	untitled142: Off
	untitled143: Off
	untitled144: Off
	untitled145: Off
	untitled146: Off
	untitled147: Off
	untitled148: Off
	untitled149: Off
	untitled150: Off
	untitled151: Off
	untitled152: Off
	untitled153: Off
	untitled154: Off
	untitled155: Off
	untitled156: Off
	untitled157: Off
	untitled158: Off
	untitled159: Off
	untitled160: Off
	untitled161: Off
	untitled162: Off
	untitled163: Off
	untitled164: Off
	untitled165: Off
	untitled166: Off
	untitled167: Off
	untitled168: Off
	untitled169: Off
	untitled170: Off
	untitled171: Off
	untitled172: Off
	untitled173: Off
	untitled79: 
	untitled80: 
	untitled81: 
	untitled82: 
	untitled83: 
	untitled84: 
	untitled85: 
	untitled86: 
	untitled87: 
	untitled88: 
	untitled89: 
	untitled104: Off
	untitled105: Off
	untitled106: Off
	untitled107: Off
	untitled108: Off
	untitled109: Off
	untitled110: Off
	untitled111: Off
	untitled112: Off
	untitled113: Off
	untitled114: Off
	untitled115: Off
	untitled116: Off
	untitled117: Off
	untitled118: Off
	untitled119: Off
	untitled120: Off
	untitled121: Off
	untitled122: Off
	untitled123: Off
	untitled124: Off
	untitled125: Off
	untitled126: Off
	untitled127: Off
	untitled128: Off
	untitled129: Off
	untitled90: 
	untitled91: 
	untitled92: 
	untitled93: 
	untitled94: 
	untitled98: Off
	untitled99: Off
	untitled100: Off
	untitled101: Off
	untitled102: Off
	untitled103: Off
	untitled216: 


