Child Questionnaire

Today’s Date: ____________________

Child's Name:
_________________________________Age:  ________  DOB _______________

Height  _______ Weight   ______________
Diagnosis (if any) ____________________________

Parents names ___________________________________________________________________

Address  _______________________________________________________________________


   _______________________________________________________________________

Phone numbers:  H: __________________W: _________________ Cell: ____________________

Email:   _______________________    Referred by:  ____________________________________
*      *      *      *      *

Main reason for child's visit today: ____________________________________________________

Number of children in family and order (i.e. 2nd of 3 children)  ______________________________

Was child born prematurely? _______  If yes, how many weeks early? ________________________

Describe the pregnancy  _____________________________________________________________

Was child breast fed? _______ If so, how long?  __________________________________________
If not, what formula did s/he have as an infant (cow, soy)? __________________________________

Child’s History: Please check what applies & describe:

Has had ear infections? _________ How many? ______________Has ear tubes? _______________

Received antibiotics: ____________ What ages? _________________________________________

Gets sick easily: ______________  Describe: ____________________________________________

Diarrhea or loose stool:______________________________________________________________

Constipation: ______________________________________________________________________
Gas pain: _________________________________________________________________________
Hyperactivity: _____________________________________________________________________
List any prescribed medication child is currently on & reason for taking: _______________________
__________________________________________________________________________________
Has the child taken any medications in the past?  Were they helpful?  __________________________
__________________________________________________________________________________
List any supplements the child is taking: _________________________________________________
__________________________________________________________________________________
Have any supplements caused problems? _________________________________________________
__________________________________________________________________________________
What type of activity/exercise does the child do? ___________________________________________  

If Autism or Developmental Delay please complete this section:
Age symptoms first appeared  _____  Describe symptoms___________________________________

_________________________________________________________________________________

_________________________________________________________________________________

List any events accompany onset of symptoms? ___________________________________________

What current developmental delays are evident (speech, eye contact, etc.) _______________________

__________________________________________________________________________________

Did child receive all standard vaccinations?  ______________________________________________

How did the child react to the vaccinations? _______________________________________________ __________________________________________________________________________________

Did anything out of the ordinary occur around the time of the MMR vaccine?  (reaction,

illness, impact on speech, etc?) _________________________________________________________

Does birth mother have any known food sensitivities? (wheat, dairy, corn…)  ____________________

__________________________________________________________________________________

Does mother have any chemical sensitivities or allergies? ____________________________________

Was mother exposed to any chemicals or medications during pregnancy, or received ______________

amalgam fillings or vaccinations (including Rh immune globulin) during pregnancy? ______________

__________________________________________________________________________________

Previous Tests (all fill out):
Please summarize any results of tests run in the last year (i.e. positive for candida, no mercury toxicity, diagnosed with hypoglycemia).  Include copies of the test results when possible:

Glucose/insulin tolerance (hypoglycemia) ______________________________________________

Digestive Stool Analysis (digestion, microbial analysis, yeast/candida, parasites_________________

_________________________________________________________________________________

Detoxification profile (caffeine, acetaminophen, salicylates) ________________________________

Intestinal Permeability (leaky gut) _____________________________________________________

Heavy metal and mineral analysis  ____________________________________________________

Amino acid profile _________________________________________________________________

Fatty acid analysis _________________________________________________________________

Food allergy/sensitivity testing _______________________________________________________

Environmental allergy and chemical testing _____________________________________________

Melatonin profile __________________________________________________________________

Other? 
___________________________________________________________________________

_________________________________________________________________________________

DIET: 

Is child on Gluten Free Casein Free diet? ______________   If so, for how long? _______________

List any food sensitivities you are aware of: _____________________________________________

_________________________________________________________________________________

Child’s 5 favorite foods: _____________________________________________________________

List foods s/he won’t eat: ____________________________________________________________

_________________________________________________________________________________

Number of sodas per week: ___________  Number of glasses of water per day: _________________

How much milk per day: _____________   Sweets per day: __________________

FAMILY HISTORY: Please indicate any siblings, parents, or relatives with a history of: 

Attention Deficient Hyperactivity Disorder _________________________________________


Diabetes  ___________________________ 

Migraines __________________________


Tourette’s Syndrome 
_________________

Hypoglycemia  ______________________
Autism _____________________________

Heart disease  _______________________
Schizophrenia  _______________________

Cancer  ____________________________

Depression  __________________________

Arthritis (osteo or rheumatoid) __________ 

Learning disabilities  __________________

Chronic Fatigue Syndrome _____________

Dyslexia  ___________________________

Alcoholism__________________________
Asperger Syndrome  __________________

Eating disorders ______________________
Bipolar Disorder _____________________

Celiac disease
________________________
Alzheimer’s _________________________

Irritable bowel syndrome  _______________
Down Syndrome _____________________

Other _______________________________
Please let us know of any other pertinent information to add: ____________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
__________________________________________________________________________________
