Marcia Gonzales Hom, DCHM       Registered Homeopath # 15474
416-996-4175

Children Intake Form

Child’s Name ___________________________________________________________________ 
Date of Birth (Month/Day/Year) ___________________ Age ____________ Gender: Female / Male 

Child’s Height _________________ Weight ___________________ Grade Level_______________ 

Mother’s/Guardian's Name__________________ Father’s/Guardian's Name____________________ 

Child'sAddress_____________________________________________________________________ 

City_______________________ Province_____________________ Postal Code________________ 

Phone (home) _______________________ (parents work/or cell)___________________________ 
 Major complaints in order of importance:
	Complaint
	Since
	Causes

	
	
	

	
	
	

	
	
	

	
	
	


Medications that your child is currently taking:
	Medications
	Since
	Adverse Effect

	
	
	

	
	
	

	
	
	


Which of the following conditions has your child had or currently have?

Abscesses, Allergies, Anemia, Anxiety, Asthma, Chicken pox, Cold sores, Colic, Ear Infections, Eczema, Frequent Colds, Hay Fever, Influenza, Measles, Mononucleosis, Mumps, Parasites, Pneumonia, Rheumatic fever, Rubella, Scarlet fever, Skin disease, Strep throat, Sinusitis, Sun stroke, Syphilis, Tonsillitis, Thrush, Travel Sickness, Tuberculosis, Typhoid fever, Warts, Whooping cough, Worms

Any Other Major Conditions?

__________________________________________________________________________________________________________________________________________________________________________

What major INJURIES or SURGERIES has your child had, if any?

_____________________________________________________________________________________

Description/Complications                                                                                 Age

_____________________________________________________________________________________

Description/Complications                                                                                 Age

Mother: Previous pregnancies, miscarriages or complications?

_____________________________________________________________________________________

Mother's age at child birth: __________

Mother's health during pregnancy? List any bleeding, nausea, illness, physical or emotional trauma, hypertension, diabetes, medications, alcohol, drug, cigarette consumption, etc.

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Birth History: Full Term_________  Premature:_________ Late: _________ Weight at Birth:_________
Length of labour:____________ Complications:______________________________________________

Age your child began: Sitting_____________ Crawling______________ Walking__________________

First Words___________ Feeding: Breast Fed/Formula?__________ Age began solid foods?__________

Favorite Foods?_____________ Food Intolerances/Allergies?___________________________________

Is there any other information that I need to know regarding your infant and toddler years?

_____________________________________________________________________________________

_____________________________________________________________________________________
Vaccination History or Illness:

Measles:

Age when vaccinated for: _________ age when/if ill with: ___________

Mumps:

Age when vaccinated for: _________ age when/if ill with: ___________

Rubella/German Measles:

Age when vaccinated for: _________ age when/if ill with: ___________

Chicken Pox:

Age when vaccinated for: _________ age when/if ill with: ___________

Whooping Cough:

Age when vaccinated for: _________ age when/if ill with: ___________

Pneumonia:  Age when/if ill with: _______________________

Mononucleosis:

Age when/if ill with: _______________________

Any adverse reactions to vaccinations? ________________________________________

__________________________________________________________________________

Have you or your child ever used or been treated with Homeopathic medicine before?
_____________________________________________________________________________________

Homeopath                                                                                                    When

_____________________________________________________________________________________

For what condition

Health History of Relatives

Alcoholism, Allergies,  Arthritis, Asthma,  Cancer,  Depression,  Diabetes,  Epilepsy,  Gonorrhea, Gout,  

Hay fever, Heart  disease,  Mental Illness (specify type),   Paralysis,  Pneumonia,  Skin  disease,   Syphilis,  Tuberculosis,  or

ANY OTHER MAJOR AILMENTS:  ____________________________________________________

                                                              AGE IF          AGE AT &                     AILMENTS

                                                              ALIVE           CAUSE OF DEATH

MOTHER: __________________________________________________________________________

FATHER: ___________________________________________________________________________

BROTHERS: ________________________________________________________________________

SISTERS: ___________________________________________________________________________

CHILDREN: ________________________________________________________________________

MATERNAL GRANDMOTHER: _______________________________________________________

MATERNAL GRANDFATHER: ________________________________________________________

MATERNAL AUNTS/UNCLES: ________________________________________________________

PATERNAL GRANDMOTHER: ________________________________________________________

PATERNAL GRANDFATHER: _________________________________________________________

PATERNAL AUNTS/UNCLES: _________________________________________________________
Thank you for taking the time to complete this form.  All information contained herein will remain strictly confidential.
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