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Dr.Anca Martalog,N.D.
Doctor of Naturopathic Medicine
282 Elgin Mills Rd.W.
Richmond Hill, Ontario
L4C 4M2
905-884-7965
www.doctoranca.com

PEDIATRIC INTAKE FORM
                                                                   
Patient’s Name____________________________ Age _________ Sex_______ Date of birth__________
Mother’s Name _______________________ Father’s Name _______________________________
Home Address _________________________________________ Postal Code_________________
Home Phone _______________________________Work Phone ___________________________
Email address: __________________________________________________________________
How did you hear about this office? __________________________________________________
Name and address of Dr.’s office/hospital where your child’s records are kept: ________________
 
 Main reason for presenting to this office: ___________________________________________________
 
Other reasons: _______________________________________________________________________




 MEDICAL HISTORY
_____ Chicken Pox                             ______ Scarlet Fever              ______Tonsilitis-approx. # ________
_____ Measles                                     ______Pneumonia                  ______Ear Infections   #_________
_____ Mumps                                      ______Frequent Colds           ______Rheumatic Fever
_____ Rubella                                      ______Allergies                       ______Others (please list)________
 
Has your child had any of the following tests?
                                                                             When             Where                  Results
Electroencephalogram
Psychological evaluation
Hearing
Speech/language
Injuries/surgeries/Hospitalizations/Accidents (please list): _________________________________
 ________________________________________________________________________________
IMMUNUZATIONS
___Measles        ____Polio      ____Tetanus   _____ Small Pox        _____Diphtheria         _____Others
___Mumps       ____DPT    _____ MMR      ____Influenza          ______ Hepatitis
Any reactions?  __________________________________________________________________
 
MEDICATIONS                    Now    Past                                                                    Now              Past
Aspirin                                 ___     ___                   Antibiotics                                ___               ____     
Tylenol                                ___     ___                   Anti-histamine                          ____             ____
Decongestant                    ___     ___                   Other                                          _____           _____         
Ibuprofen                           ___     ___                   Allergies to drugs                      _____            _____     
                                                                                  Supplements                             ______          ______
FAMILY HISTORY
____ Heart disease          _____Diabetes      ______ Birth defects          ______ Goiter
____Hypertension            _____Arthritis      ______Tuberculosis            ______Kidney disease
____Cancer                       _____Allergies       ______Mental illness         ______Stomach disease
 
Previous pregnancies by mother, miscarriages, complications? __________________________________
 
Any significant medical problems with the other children?___________________________________
 
 SYMPTOMS (mark C if current and P for past symptoms)
____Hives                                            ____Bed wetting                                   ____Cries easily
____Eczema                                        ____Burning urination                         _____Nervous
____Acne                                             ____Bloody urine                                   _____Sleep problem
____Chronic rash                               ____Stomach aches                              _____Nightmares
____Hair loss                                      ____ Constipation                                 _____Unusual fears
____Excessive fatigue                       ____Diarrhea                                         _____Night sweats
____Sore throats                               ____Gas                                                  _____Sensitive to light
____Frequent colds                           ____Frequent vomiting                       _____Body/breath odor
____Canker sores                              ____Change in appetite                       _____Motion/car sickness      
____High fevers                                 ____No appetite                                    _____Frequent headaches
____Easy bruising                              ____Vomiting spells                             _____Joint pains
____Dizzy spells                                 ____Bleeding gums                              _____Flat feet
____Anemia                                       ____Bleeding tendency                        ____hearing loss
____Cough                                         ____Jaundice                                           ____Heart murmur
____Wheezing                                  _____Nose bleeds
 
PARENTS INFORMATION
MOTHER’S AGE AT CHILD’S BIRTH: _________________
FATHER’S AGE AT CHILD’S BIRTH: __________________
Father’s general health status: ___________________________________________________________

Mother’s health during pregnancy (check if any): 
____Bleeding                       _____Physical or Emotional trauma
____Diabetes                       _____Cigarettes, alcohol, drug consumption
____Nausea                         _____Medications
____Hypertension              ____Thyroid problems                   ______Illnesses
 


BIRTH HISTORY
Term: Full______ Premature _____ Late ____; Weight at birth____________
Length of labour ____________ Complications? ___________________________________
C-section_____________ Vaginal Birth_____________________________


Has your child had any of the following problems?
___Jaundice                 ____Diarrhea            ____Birth defects   ____Rashes
____Colic                       ____Fever                ____Cerebral Palsy     ____Allergies     
____’Blue baby”          ____Seizures            ____Birth injuries (explain)
 
Food Intolerances (if any)/ Allergies_________________________________________________
Breast fed? ______ How long?____________ Formula? ___________What kind?______________
Age began solid foods____________________________________________________
What were the first foods introduced?______________________________________
Age began: Sitting ________________ Crawling_________Walking_______________Talking________
Sleep pattern:_________Nightly sleep (hours) _______ First words_______________
                                                  Naps: # __________ how long?_____________
Patterns of regularity: eating times ________________________________
                                                           Activity____________________________
                                                            Rest ______________________________
Fresh air and exercise: ________________________________________________________
Electromagnetic stress:____________TV time
                                                                    
                                           ___________computer time         
                                            ___________others 












CONSENT TO TREATMENT OF A MINOR
 
NAME OF PATEINT:__________________________________________
AGE:___________________SEX:________________MARITAL STATUS:________________
 
I AUTHORIZE Anca Martalog, Doctor of Naturopathic medicine to examine and administer Naturopathic care and treatment to ________________________________________, whose relationship to me is _____________________________________________________.
 
I have been given an explanation of and understand the nature of the naturopathic medical care and treatment. I authorize Anca martalog, naturopathic Doctor, to take whatever measures she considers necessary or desirable in connection with such naturopathic care and treatment. 
 
This consent form is modified as follows: _________________________________________
__________________________________________________________________________.
 
My name, address and telephone number or that of another contact person for the patient (whichever is appropriate) is a s follows: _________________________________________________________
 
_____________________________________________________________________________________.
Dated at ___________________________, in the province of Ontario, this _______ day of ___________.
                                                                
                                                                          Signed : ____________________________________ 
                                                                          Witness: ___________________________________            
905-884-7965	Dr.Anca Martalog,N.D.	www.doctoranca.com
