Chief Health Concerns
What are your health concerns, in order of importance to you:
1. ________________________________________________________________________________________________________________
2. ________________________________________________________________________________________________________________
3. ________________________________________________________________________________________________________________
Medical History
How would you describe your child’s general state of health?
Excellent  		Good  			Fair  			Poor
Please list all your child’s past & present injuries, surgeries and/or hospitalizations? Include approximate date(s) or age.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list all your child’s allergies (medications, environmental, foods, other)?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has your child ever had a reaction to anesthetics?  Y  N   (local   or   general)
List ALL your child’s current medications (prescription, over-the-counter, vitamins, herbs, etc), with dose and frequency that you take them:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has your child ever been treated with antibiotics, and if so approximately how many times?  ________________________________________________________________________
Does your child frequently ingest any of the following? 
	
	
	Details: What & How often?

	Laxatives 
	Y     N
	

	Antacids
	Y     N
	

	Aspirin/Tylenol/Advil
	Y     N
	

	Caffeine
	Y     N
	

	Dairy 
	Y     N
	

	Sugar/Sweets (including fruit juice)
	Y     N
	



Is your child up to date on recommended immunizations?    Yes        No 
Is there any chemicals, fumes, toxins, second hand smoke that your child may be exposed to? Please list: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Health History (present & past)
Indicate if your child has or has had any of the following:
	 Headaches/Migraines
	 Gallstones

	 Sinus Issues 
	 Appendicitis 

	 Tonsilitis 
	 Diabetes 

	 Eczema
	 Measles

	 Psoriasis 
	 Mumps 

	 Skin Conditions 
	 Chicken Pox 

	 Asthma 
	 Herpes (face or genital)

	 Allergies 
	 Warts 

	 Frequent Colds/Flu
	 Mono/CMV/EBV

	 Epilepsy/Seizures 
	 Parasites/Worms

	 Croup
	 Colic

	 Anxiety
	 Strep Throat/Strep Infection

	 Depression
	 Ear Infections

	 ADHD/ADD
	 Tonsilitis

	 Learning Disorders
	 Digestive Concerns

	 Behavioural Disorders 
	 Bed Wetting

	 Nightmares/Night Terrors 
	 Recurrent Fevers

	 Constipation
	 Diarrhea

	 Coughing/Wheezing
	 Asthma

	 Pneumonia
	 Cystitis/Urinary Tract Infections



Health History (present & past)
Indicate if a close relative (parent, sibling, grandparent) has any of the following:
· 
· Allergies
· Asthma
· Headaches/Migraines
· Sinusitis
· Kidney conditions
· Arthritis (any)
· Heart condition
· Blood disorders  
· Cancer: Type:___________________________
· Thyroid condition
· Skin Conditions 
· Diabetes 
· Mental Illness/Depression/Anxiety
· Tuberculosis
· Epilepsy
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Please list all other notable past & present medical conditions?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does your child exercise regularly? (min. 60 mins/day)	Y 	N
What type of exercise, how much, how often?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your child’s hobbies and interests?
__________________________________________________________________________________________________________________
How would you describe the emotional climate of your home? Are there any family dynamics that may be impacting your child?
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How does your child sleep? How many hours per night? __________________________________________________________________________________________________________________
Dose you child co-sleep?     Yes                     No

Pre- and Postnatal: 
Did you have any complications during pregnancy/labour? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medications taken during pregnancy or for induction? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How many weeks did you carry your child? ________________________________________________________________
Birth length/weight? __________________________________________________________________________________________
Did your midwife or OB have any concerns at birth? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Were you or your child hospitalized after birth? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Did you have post-partum depression? _____________________________________________________________________
Did you breast feed? If yes, how many months? ____________________________________________________________
When did the introduction of the following foods occur? 
Solids: _____________________________________________________________
Cow’s Milk: ________________________________________________________
Wheat: _____________________________________________________________
Eggs: ________________________________________________________________
Peanuts: ____________________________________________________________

List any developmental concerns you may have (mental or physical): 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does your child currently attend daycare/school? _________________________________________________________
How would you describe your child socially? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What does your family do together for fun? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mothers Name: _________________________________________________________________________
Fathers Name: _________________________________________________________________________
Is there a custody arrangement we should be aware of: ___________________________________________________
Is there anything that you feel that is important that hasn't been covered? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

