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Does your child take any medications? [ |No [ |Yes (If yes, please complete:)
Name of medication What was it used for? Dosage and how often? How long?

Is your child taking any herbals, homeopathic remedies, vitamins, or neutraceuticals?

Name

What was it used for?

Dosage and how often?

For how long?

Does your child have allergies?

[ INo[ ]Yes (If yes, please complete)

Name of
food/medication/latex

Age at reaction

Type of Reaction

Has your child ever been hospitalized?
Has your child ever had surgery?

[ INo [ ]Yes Describe

[ INo [ ]Yes Describe

Please describe events surrounding the onset of your child’s medical problems and the impact it has
had on your child and family.

Has your child or anyone in the child’s family (mother, father, sibling) ever received psychological

treatment?

[ INo [ ]Yes (If yes, please complete:)

Child or Family Member

Provider/Clinic

Dates and Reason for treatment
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HOSPITALS AND CLINICS
of Minnesota

PAIN ASSESSMENT

Please complete only if your child has pain symptoms otherwise go to page 4

Was this a result from an injury: [_| Yes[ ]| No
When did this problem start?

Location of Pain:

Grade severity of the pain by circling the number that corresponds with the current level:
(0=No pain 10=worse pain possible) 0 1 2 3 4 5 6 7 8 9 10

Please rate your abilities to do the following activities (despite your pain)

Sleep: good fair poor can’tdo it

Chores: good fair poor can’tdoit

Sports/recreation: good fair poor can’tdoit

Please list activity:

School: good fair poor can’tdoit

Pain is currently: constant intermittent brief
Recently, the pain has been: getting better staying same getting worse

How would you describe your pain:
Sharp Dull Achy Burning

When is the pain the worse: (Please circle):
Morning Afternoon Evening Night No pattern

What makes the pain worse?
Please describe:

Do you experience any associated symptoms:
Numbness Weakness arms/legs loss of bladder/bowel control

What have you tried to help with the pain:

What has been most helpful to relieve pain:

What are you doing currently?




X X
Children’s.

Fotrrais awp cs Integrative Medicine Clinic- New Patient Intake Questionnaire 16)22 e(itzé?%)
FAMILY INFORMATION
Parent 1 Parent 2
Name
Address
Home Phone
Work Phone
Cell Phone

Education Level/Occupation

Email address:

Family Status:

] Married (date: ) ] Separated (date: ) L] Divorced (date: ) [] Never Married

Does your child have stepparents? [ ] No [_]| Yes If yes, please complete:

Step Parent 1 Step Parent 2

Name

Address

Home Phone

Work Phone

Cell Phone

Education Level/Occupation

Was your child adopted? [ ] No [ ] Yes How old was the child at the time of adoption?

If separated, child’s primary legal residence is with whom?

Child’s Legal Guardians

Foster Parents

Address

Brothers and Sisters

Grade | Relation to Child ?

(full, half, step)

Name Where Living? Any concerns?

Please describe family relationships:
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HOSPITALS AND CLINICS
of Minnesota

Has your child and/or family experienced any recent stressful events (last 6 months)? (Examples:
arguments with family/friend, peer problems, death, divorce, illness, financial problems) [_| No[ | Yes, if
yes please explain:

Has your child experienced any stressful events in your child’s lifetime? [ INo [] Yes, if yes please
explain what happened

PSYCHOSOCIAL HISTORY

Please describe our child’s personality including both positive and negative descriptors (e.g., happy,
stubborn, rigid, easygoing, perfectionist, etc.)

Please describe your child’s coping style and how effective it is.

CURRENT BEHAVIOR
Does your child experience any of the following difficulties with sleep?
[ ] Difficulty falling asleep [ ] Waking in the night
[ ] Nightmares [ ] Early morning waking
[ ] Night terrors [ ] Sleeps too much

[ ] Falls asleep during day

Does your child have any of the following concerns with nutrition/exercise?
[] Poor food choices [ 1 Excessive physical activity

[ ] Overeats [ | Limited physical activity

[ ] Avoids foods due to texture [ ] Lack of interest in physical activity
[ ] Skips meals

Does your child have any behavioral or emotional difficulties?
[ ] No[] Yes, if yes please explain
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FAMILY MEDICAL HISTORY
Please check all medical conditions that have occurred in the child’s immediate relatives (parents, grandparents,
siblings and half-siblings, aunts, uncles and cousins). Indicate whom the person is in the space provided.

Condition No | Yes | Mother’s Family Father’s Family

Learning Disability

Attention Deficit Disorder (ADHD)

Mental Retardation

Congenital Syndromes

Autistic Spectrum Disorder/Autism

Chronic Illness (please list) Asthma,
diabetes, IBD, cancer, allergies

Chronic Pain condition (please list)
headaches, migraines, fibromyalgia

Thyroid disease

Depression

Bipolar Disorder

Diabetes

IBD

Suicide Attempt

Anxiety

Obsessive compulsive Disorder

Alcohol or chemical Dependency

Psychological Problem
(Hospitalization)

Thyroid Disease

Other:

SCHOOL INFORMATION
School Name: Grade:

Address: Teacher:
Phone: Fax:

Do you have any specific concerns about your child’s school progress (such as academics, social, teacher or
peer relationships)
] No [ ] Yes, explain

Has your child missed school in the past year?

[ ]1-10 days [ ]11-25 days [ 126-50 days [ 150+ days
Has your child had a school evaluation due to special learning needs? L] No [] Yes
Does your child have an Individualized Education Plan (IEP)? [ ] No [] Yes

Does your child have a 504 Plan? L] No []Yes



