Erika Ristok, B.A., N.D.- Doctor of Naturopathic Medicine

Name: _________________________________   Age:  _____  Date of Birth:  ___________________________

Address:  __________________________________________________________________________________

Street




City


         Postal Code

Parent/Guardian: _______________________ Home Ph: (     ) ______________Work Ph:  (     ) ______________

Cell Ph.: (    ) _______________  E-mail: _____________________  Referred By: ________________
MAJOR HEALTH CONCERNS IN ORDER OF IMPORTANCE:

	HEALTH CONCERN
	SINCE
	CAUSES

	
	
	

	
	
	

	
	
	

	
	
	


WHAT SUPPLEMENTS AND/OR MEDICATIONS IS YOUR CHILD CURRENTLY TAKING?

	SUPPLEMENTS/MEDICATIONS
	SINCE
	CAUSES

	
	
	

	
	
	

	
	
	

	
	
	


WHAT OTHER TREATMENTS OR REGIMENS ARE YOU FOLLOWING?

	TREATMENTS (include special diets)
	SINCE
	EFFECTS

	
	
	

	
	
	


WHICH OF THE FOLLOWING CONDITIONS HAS YOUR CHILD HAD? (PLEASE CIRCLE)

AIDS/HIV
HAY FEVER


PNEUMONIA



SINUSITIS

ALLERGIES
HEPATITIS


RHEUMATIC FEVER

SUNSTROKE

ANEMIA
INFLUENZA


RUBELLA



TONSILLITIS

ASTHMA
MEASLES


SCARLET FEVER


TRAUMAS 

CHICKEN POX
MONONUCLEOSIS

SEXUAL ABUSE


     (physical/emotional)

EAR INFECTION
MUMPS



SKIN DISEASE


WARTS

ECZEMA
PARASITES


STREP THROAT


WHOOPING COUGH

ANY OTHER MAJOR CONDITIONS? ___________________________________________

Has your child been vaccinated?  yes/no

Any adverse reactions to a vaccination? yes/no    If yes, please explain: ____________________________

GENERAL SYMPTONS: (Use a Y for current and P for past symptoms)
__ALLERGIES

__CHRONIC RASH __FREQUENT                                                                        __HEADACHES

__COUGH

__HEART MURMUR

__UNUSUAL FEARS __WHEEZING

__SORE THROATS

__MOTION/CAR        __SICKNESS

__GAS

__DIZZY SPELLS

__BODY/BREATH __ODOR

__JAUNDICE

__NO APPETITE

__SENSITIVE TO LIGHT

__DIARRHEA

__NOSE BLEEDS

__BURNING __URINATION

__ANEMIA

__CONSTIPATION

__EXCESSIVE FATIGUE

__ACNE

__CANKER SORES
__FREQUENT COLDS

__ECZEMA

__STOMACH ACHES

__SLEEP PROBLEMS

__HAIR LOSS

__HEARING LOSS

__EASY BRUISING

__NIGHTMARES

__NIGHT TERRORS

__BED WETTING

__HIGH FEVER

__NERVOUSNESS

__FREQUENT __VOMITING

__JOINT PAIN

__NIGHT SWEATS

__CRIES EASILY

__MOOD PROBLEMS

__HABITS (EG. __THUMBSUCKING)
WHAT OPERATIONS OR MAJOR INJURIES HAS YOUR CHILD HAD?
	OPERATION/INJURY
	WHEN
	COMPLICATIONS

	
	
	

	
	
	

	
	
	

	
	
	


PRENATAL HISTORY

Mother’s age at child’s birth: ___________                      Planned pregnancy? yes/no

Complications of pregnancy (please circle):

HYPERTENSION

BLEEDING

THYROID PROBLEMS

TOXEMIA

MEDICATIONS

NAUSEA


TRAUMA (physical / emotional)

ILLNESSES

DIABETES

USE OF: CIGARETTES/DRUGS/ALCOHOL

LABOUR AND DELIVERY

Delivery setting (please circle): hospital/home/other:________________  Duration of labor:  ______________  Medications used:  _________________________________________________________________________

Type of birth (please circle):  vaginal/c-section

Complications (please specify):  ______________________________________________________________

NEONATAL HISTORY

Length of term (please circle):  full/premature/late

Birth weight: __________  Birth height: ____________ APGAR score: _______________                    

Complications at birth or soon after (please circle):

JAUNDICE

COLIC

BIRTH DEFECTS

FEVER

THRUSH

SEIZURES

RASHES

BIRTH INJURIES

OTHER (SPECIFY):

DIET

Breast fed? yes/no ( How long?_________   Formula used? yes/no ( What kind?______________________

Age at introduction of solid foods:____________  First foods: ______________________________________

Allergies or intolerances to any foods? (specify):_________________________________________________

GENERAL

Do you have pets? yes/no      Have you traveled recently? yes/no      # and ages of siblings:________________

LIST BELOW ANY MAJOR AILMENTS THAT HAVE AFFECTED YOUR CHILD’S RELATIVES: 

(including alcoholism, allergies, arthritis, asthma, cancer, depression, diabetes, epilepsy, gonorrhea, gout, hay fever, heart disease, mental illness, paralysis, pneumonia, skin disease, tuberculosis, or any other major health conditions)
	RELATIVE


	AGE IF

ALIVE
	AGE AT DEATH
	AILMENTS

	Mother
	
	
	

	Father
	
	
	

	Brothers
	
	
	

	Sisters
	
	
	

	Maternal Grandmother
	
	
	

	Maternal Grandfather
	
	
	

	Maternal Aunts/Uncles
	
	
	

	Paternal Grandmother
	
	
	

	Paternal Grandfather
	
	
	

	Paternal Aunts/Uncles
	
	
	


Name of family physician:  ___________________________ Phone #: ____________________

Please list any other health practitioners from whom your child is receiving treatment: 

______________________________________________________________________________







