Dr. Teresa Cline  DNM
                                                    2335 Rosedale Ave., Armstrong BC  V4Y 0B5
                                                                                                                               (250)214-3344
Pediatric Health Intake                                Date:__________

All information is strictly confidential

Name_______________________________________  Birth Date___________  Current Age_______

Address_____________________________________________________   Postal Code____________

Phone#(home)   ___________________________                       (work or cell)  ___________________

Occupation____________________________             Email:__________________________________

Emergency Contact Name & #:_____________________________ Relationship to you:____________
Doctor: _____________________________________________  Phone#_________________________

Doctor:______________________________________________ Phone#_________________________

Health History

Is your child currently under the care of a Physician?__________________________________________

Is your child  currently undergoing other therapies?    Yes____    No____ 

List_________________________________________________________________________________

____________________________________________________________________________________

What else are you doing for your child’s health?  ____________________________________________________________________________________

____________________________________________________________________________________

Is your child currently taking medications, supplements or other remedies?  Please list:______________
____________________________________________________________________________________

What are your child’s main concerns and when did they begin?_________________________________

____________________________________________________________________________________

Have they been diagnosed?______________________________________________________________

Have any improvements been made?______________________________________________________

Previous surgeries, hospitalizations and injuries; including dates and cause:_______________________

____________________________________________________________________________________

____________________________________________________________________________________

Past or Recent Trauma (Physical or Emotional)?_____________________________________________

___________________________________________________________________________________

Does your child have any allergies (medications, pollen, animals or food)?_______________________
___________________________________________________________________________________
Please indicate any other problems that you would like to discuss regarding your child’s health:______
___________________________________________________________________________________

Past Medical History

If your child has any of the following conditions below, please mark P (past) or C (current):

Acne _______              Depression_______          Insomnia________            Scarlet Fever________

Allergies_____             Diarrhea________            Jaundice________            Skin Disease________

Anemia______             Dizzy Spells______          Learning Disorder_____  Sinusitis___________  

Bed Wetting____         Earaches/Infections_____  Low/High B.P.______    Strep Throat________ 

Birth Defects____        Exposure to smoke______ Malaria_________         Stuffy Nose________ 
Cancer_________        Epilepsy/Seizures______   Mononucleosis______   Thrush____________ 

Chicken Pox_____       Fatigue_____________     Moodiness________      Tonsillitis___________

Colic___________       Frequently ill________     Mumps_________          Typhoid Fever_______

Cold Sores_______     Headache___________     Parasites/Worms_____    Tuberculosis_________

Constipation______    Heart Murmur________    Pneumonia________       Vomiting Spells______

Coughing/Wheezing___ High Fever_______       Rheumatic Fever____      Warts______________ 

Cradle Cap_______     Hyperactivity_______       Rubella___________      Whooping Cough_____

Immunizations
DPT           Yes/No                  Age given___________   Adverse Reactions?_______________________

MMR        Yes/No                   Age given___________   Adverse Reactions?_______________________

Polio          Yes/No                  Age given___________   Adverse Reactions?_______________________

Hep B         Yes/No                 Age given___________   Adverse Reactions?_______________________

Other___________________   Age given___________   Adverse Reactions?_______________________

Other___________________   Age given___________   Adverse Reactions?_______________________

Exam and Imaging History:  Indicate date, doctor’s name, or location of tests
Physical Exam_____________________________  HIV/STD test______________________________

Pap Smear________________________________  Chest X-ray________________________________

Colonoscopy______________________________  EKG_____________________________________

EEG_____________________________________  Blood Glucose_____________________________

Fecal Occult Blood_________________________   Urinalysis_________________________________

Other physical exam________________________  Other test__________________________________
Lifestyle and Social History
Parents;  circle one:      Married         Separated          Divorced

Mother’s Occupation_________________________________      full time        part time

Father’s Occupation__________________________________      full time       part time

Other guardian (s)________________________________  Relationship:__________________________

Number of Siblings:____________________________________________________________________

Daycare             Preschool                School           Hours per day:______  Hours per week:_____

Exercise frequency, type and duration:______________________________________________________

Your child’s interactions with others?______________________________________________________

Support network of family and friends?_____________________________________________________

What is the child’s predominant emotion?___________________________________________________

Child’s stress level:    Low   Medium     High     Stress source:___________________________________

Stress Relief:__________________________________________________________________________

Child’s sleep patterns:___________________________________________________________________

Nutritional Habits

Does your child follow a particular diet?____________________________________________________

Known food allergies, sensitivities, and intolerances:__________________________________________

Typical Breakfast:______________________________________________________________________

Lunch:_______________________________________________________________________________

Dinner:______________________________________________________________________________

Snacks:______________________________________________________________________________

Desserts & Treats:______________________________________________________________________

Water & Fluid Consumption per day?______________________________________________________

Child’s current weight:  ___________    Height:  ____________  Weight one year ago?______________
Prenatal/Birth Feeding/Feeding History:
Mother’s Health during the Pregnancy with this patient
Age_______           Alcohol consumption   Yes/No               Bleeding   Yes/No              Smoking   Yes/No  

Stress   Yes/No       Medications                 Yes/No                X-rays       Yes/No              Nausea     Yes/No

Drugs   Yes/No       Trauma/Injury              Yes/No          Autoimmune Disease   Yes/No           

High B.P.   Yes/ No              Other_________________________________________________________

Term:              Premature (weeks)_________    Full-Term  Yes/No               Birth weight:_____________

Was Pregnancy/Birth:         Easy            Difficult            C-section

Breast-fed – how long?__________  Formula fed – how long?___________  Type of Formula:_________

Age solid foods introduced:__________  Age cow’s milk introduced:________

Family Medical History            Has any family member had:  (please circle all that apply)

Allergies               Alzheimer’s/Dementia            Arthritis           Asthma            Autoimmune Disorder  

Birth Defects         Blood Concerns                  Cancer (type________________)       Chronic Fatigue Chronic infections      Colitis/Crohns Disease        Depression           Diabetes               Fibromyalgia Gallbladder Issues        Heart Disease       Hepatitis       High Blood Pressure         High Cholesterol
 IBS/IBD              Kidney Disease             Liver Disease            Mental Illness            Osteoporosis

Skin Conditions            Stroke           Substance Addiction            Thyroid Problems    

Other:_______________________________________________________________________________

Which relatives and Age of Onset?_______________________________________________________

_____________________________________________________________________________________ 
Signature of child, parent or guardian:________________________________________  Date_________

Parent/Guardian Name printed:___________________________________________
Dr. Teresa Cline  DNM
Food as Medicine

                                                    2335 Rosedale Ave., Armstrong BC  V0E 1B1
                                                                                                                               (250)214-3344

Statement of Acknowledgement
Persons seeking care in this office should understand that Doctors of Natural Medicine are NOT Medical Doctors.  As such, assessment, diagnosis and treatment of your health concerns may not be typical.  If standard medical diagnosis or treatment is required, it MUST be obtained from a licensed medical doctor.

Natural Medicine uses non-invasive methods for the assessment and treatment of bodily dysfunctions. Natural Medicine emphasizes the removal of the underlying cause of disease as opposed to short term alleviation of symptoms.  Therefore treatment is usually more detailed and requires longer term commitment and lifestyle change.  Each person is to read, in detail, the following document and ask any questions that he/she may have before treatment is rendered.  Your signature acknowledges the following:

1.  You understand that the practitioner in this office works within the Natural Medicine scope of practice, are not medical doctors, and employ some methods which are not orthodox medical practice.  If you have any questions regarding the Natural Medicine Scope of Practice, please ask.

2. You understand that treatment here and/or referral to other health practitioners is based upon the assessment of conditions revealed through your personal history and interview, physical assessment, and any other testing performed.

3. While changes in dietary habits are not a prerequisite for treatment, you understand that failure to follow sound nutritional and exercise programs could undermine the expected results.

4. You are not an agent of any private, local, county, provincial or federal agency attempting to gather information without so stating your intentions.

5. You accept full responsibility for any fees incurred during care and treatment (that have been set out beforehand), and you agree to fully discharge this responsibility at the time of your visit, unless prior arrangements have been made.

6. You are accepting/rejecting this care of your own free will and choice.  If you have any questions about the treatments suggested, please ask.

7. If you are under the age of 18 years old, we require the signature of your parent or guardian.

I, ______________________________ have read, understood and acknowledge the above statements.

             (please print name)

Date______________________________                    Signature_______________________________

                                                                                                          (or Parent/Guardian if applicable)
