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	Instructions for your first herbal consultation 

Thank you for giving thoughtful consideration as you complete the enclosed New Pediatric Client Questionnaire. You will have ample opportunity to address any concerns that require more detail during your appointment with your practitioner.

Required for your first visit:

•  The completed New Pediatric Client Questionnaire

Please also bring the following:

•  Any labs, blood tests or other pertinent medical information you think may be helpful.

•  If you are taking any pharmaceuticals, over-the-counter drugs, herbs, and/or supplements, please bring them in their original containers so your practitioner can be sure to see what ingredients and amounts are in the products.

Client confidentiality will be observed under all circumstances.

If you do have any questions please contact your practitioner:




	New Pediatric Client Questionnaire
	Client confidentiality will be maintained at all times. The information provided on this questionnaire may only be disclosed with the express written consent of the child’s legal guardian.


Please allow 30-45 minutes to complete this questionnaire. Your honest and full answers will greatly assist us in the assessment process and in reaching your health goals. Please feel free to put question marks next to any sections you are unclear about. 

Today’s Date: 
     
Basic Information

	Contact Information

	Child’s Name
	     

	Parent’s Name:
	     
	Address:
	     

	Work phone:
	     
	Home phone:
	     

	Mobile phone:
	     
	Email:
	     

	Preferred contact method:
	     
	Best time(s) of day to reach you:
	     

	Emergency Contact

	Name:
	     
	Relationship:
	     
	Phone:
	     

	Occupation & Interests

	Occupation:
	     
	How long?
	     
	Number of days/hours per week you work?
	     

	What are your child’s interests/passions:
	     


	Demographics

	Child’sAge:
	     
	Date of Birth:
	     
	Gender:
	     
	Race:
	     
	Ethnicity:
	     

	Birth Height:
	     
	Birth Weight:
	      lbs
	Current Height:
	      
	Current Weight:
	      lbs:      
	Grade in School
	     

	Childcare Arrangements (if any) Hours, Care-givers

	At home:
	     
	Group setting:
	     
	School setting:
	     

	Personal Information

	With whom (persons or animals) do you share your home?
	     

	Travel your child has taken outside the US and Canada
	     


What types of health practitioners are you currently working with?
     
How did you hear about Paris Holistic Health?
     
What are your primary reasons for coming to the Paris Holistic Health?
1.      
2.      
3.      
	Medical History



	

	Does your child have any allergies to foods, medications, chemicals, and/or other environmental substances?       
If so, to which ones?       
What is your child’s typical reaction and how severe is it?       


	Has your child had lengthy exposure to lead paint/ second-hand smoke / other chemical exposure?          

If so, when and to what?       

	Childhood illnesses       

	Injuries / broken bones       

	What, if any, surgeries/operations has your child undergone, and when?       

	Has your child ever been hospitalized for reasons other than surgeries/operations?       
If so, when and for what reason(s)?       

	Do you follow immunization schedules as recommended by your child’s doctor?       
Types and dates of any immunizations:       

	Is there anything that surfaced during a recent medical test, lab work, or doctor’s visit that you would like to report?  

     


	Medications (Over-the-Counter and Prescription)

	Name
	Dosage
	Frequency
	Length of Time
	Reason for Taking

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	

	Vitamins, Minerals or Herbal Supplements

	Name
	Brand
	Dosage
	Frequency
	Length of Time
	Reason for Taking

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	Please check any of the following you have noticed in your child during the past year

	Anxiety
	 FORMCHECKBOX 

	Headache
	 FORMCHECKBOX 

	Phobias
	 FORMCHECKBOX 


	Fearfulness
	 FORMCHECKBOX 

	Seizures
	 FORMCHECKBOX 

	Heart palpitations
	 FORMCHECKBOX 


	Low appetite
	 FORMCHECKBOX 

	Chemical sensitivity
	 FORMCHECKBOX 

	Bruise easily
	 FORMCHECKBOX 


	Overeating
	 FORMCHECKBOX 

	Hearing issues
	 FORMCHECKBOX 

	Skin rashes
	 FORMCHECKBOX 


	Digestive issues
	 FORMCHECKBOX 

	Nose bleeds
	 FORMCHECKBOX 

	Eczema / Psoriasis
	 FORMCHECKBOX 


	Frequent diarrhea
	 FORMCHECKBOX 

	Gum / dental problems
	 FORMCHECKBOX 

	Asthma
	 FORMCHECKBOX 


	Upset stomach
	 FORMCHECKBOX 

	Earaches
	 FORMCHECKBOX 

	Seasonal allergies
	 FORMCHECKBOX 


	Frequent gas
	 FORMCHECKBOX 

	Ear infections
	 FORMCHECKBOX 

	Poor concentration
	 FORMCHECKBOX 


	Constipation
	 FORMCHECKBOX 

	Sinus infections
	 FORMCHECKBOX 

	Shyness
	 FORMCHECKBOX 


	Restlessness
	 FORMCHECKBOX 

	Frequent cold sores
	 FORMCHECKBOX 

	Aggressive behavior
	 FORMCHECKBOX 


	Urinary tract infection
	 FORMCHECKBOX 

	Swollen glands
	 FORMCHECKBOX 

	Depression
	 FORMCHECKBOX 



	Bowels

	Toilet training began at age        FORMTEXT 

     
              Was completed at age  

	Regular bowel movements?                    How many per day?                 Per week?       

	Ever difficult to move bowels?                 Loose stools?                          Strange colored stools?       


	Temperament

	How would you describe your child’s general disposition?       

	On a scale of 1-10, how would you rate your child’s vitality?       

	Is your child satisfied to be alone?           Prefer company?           Does your child express feelings?          Hold them in?      

	Does your child seem to be happier when the weather is (check all that apply):  Warm  FORMCHECKBOX 
Hot  FORMCHECKBOX 
Cool  FORMCHECKBOX 
Cold  FORMCHECKBOX 
Dry  FORMCHECKBOX 
Damp  FORMCHECKBOX 




	Sleep / Naps

	Typical bedtime
	     

	Shares sleep space?
	     

	Nighttime waking?
	     

	Morning wake time?
	     

	Morning nap?
	     

	Afternoon nap?
	     

	Difficulty falling asleep?
	     

	Nightmares?
	     

	Bed-wetting?
	     

	Usually wakes (check as many as apply)
	Quietly  FORMCHECKBOX 
 Content  FORMCHECKBOX 
 Crying  FORMCHECKBOX 
 Restless  FORMCHECKBOX 
 Rested  FORMCHECKBOX 


	Describe evening/bedtime routine
	     



	Family History

	Relationship
	Alive/Deceased
	Present Health or Cause of Death

	Paternal Grandmother
	     
	     

	Paternal Grandfather
	     
	     

	Maternal Grandmother
	     
	     

	Maternal Grandfather
	     
	     

	Father
	     
	     

	Mother
	     
	     

	Brothers
	     
	     

	Sisters
	     
	     


	Pregnancy and Birth History


Any complications during the pregnancy?               

List any of the following used during the pregnancy:  

Vitamin/herbal supplements       

Over-the-counter medications      
Prescription medications      


Child born at how many weeks gestation?           

Mother’s age at child’s birth       


Length of labor       

 Home birth or hospital birth?       
Vaginal birth or C Section?        
  Were forceps or suction used during delivery?       

Anesthesia used during childbirth?       
Describe any complications during labor, delivery, or early months of infancy?       
Infant Feeding History

Child was breast-fed?        
  Until what age?           

If breast-fed, were there any difficulties with milk supply?       
with sucking skill?       
Breast-feeding was bottle supplemented?       

 If yes, with what products?       
Child was bottle-fed from birth with what products?        


Child was given water/ sweetened water/ juice from what age?       

Child was fed on a schedule?       
 Fed on demand?       
Did your child have digestive difficulties during infancy?             

Colic?       Vomiting?       Diarrhea?        Constipation?        Other?      
At what age did you introduce solid foods?             

Please list individual foods and age introduced:             

Child’s Current Diet

Who does family food shopping?       

Food preparation?      
Like to cook?        
How often do you cook/prepare food?      
Do you follow any particular cultural or dietary food practices in your household?       

How often does your child eat:

Store-bought prepared foods?        


Carry-out?      

Out at restaurants?      
List your child’s favorite foods       


List foods your child dislikes      
List any foods or substances your child is allergic or sensitive to      
	Please give examples of your child’s diet, including beverages

	
	Most nutritious
	Usual
	Least nutritious

	Breakfast
	     
	     
	     

	Lunch
	     
	     
	     

	Snack
	     
	     
	     

	Dinner
	     
	     
	     

	Typical Meal Times
	Breakfast:      
	Morning Snack:      


	Lunch:      
	Afternoon Snack:      
	Dinner:      
	Evening Snack:      



	Diet Detail or Mother’s Diet if Child is Currently Breastfeeding

	Food/Drink
	Frequency
	Comments

	
	Never or Rarely (< 1x/Month)
	Occasionally

(< 1x/Week)
	Regularly

(> 1x/Week)
	Most Days

of the Week
	

	Caffeine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	In what form?      

	Soda/Soft Drinks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	What type(s)?      

	Alcohol
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	What type(s)?      

	Red Meat
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Beef,  FORMCHECKBOX 
 Lamb

	White Meat
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Poultry,  FORMCHECKBOX 
 Pork

	Eggs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Fish
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Nuts & Seeds
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Fruits
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Canned,  FORMCHECKBOX 
 Fresh,  FORMCHECKBOX 
 Frozen

	Vegetables
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Canned,  FORMCHECKBOX 
 Fresh,  FORMCHECKBOX 
 Frozen

	Plant Oils (e.g., olive)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	What type(s)?      

	Dairy Products
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 Milk,  FORMCHECKBOX 
 Yogurt,  FORMCHECKBOX 
 Cheese,  FORMCHECKBOX 
 Butter

	Soy Products
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Bread & Other Grains
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	What type(s)?      

	”Junk / Fast Food”
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	What type(s)?      

	Fried Foods
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	What type(s)?      

	How many times each week do you eat each meal at home (vs. out)?
	      Breakfast,       Lunch,       Dinner

	How many ounces of water do you drink per day?
	      oz   FORMCHECKBOX 
 Bottled,  FORMCHECKBOX 
 Filtered,  FORMCHECKBOX 
 Tap


Thank you for taking the time to complete this questionnaire.
Version 1  April 2012
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