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Dr. Donna Acree  | Center for Mind-Body Therapies 
 5 N. Bentz Street | Frederick, MD| 21701  | 301-631-2936  ext. 305

CHILD NATUROPATHIC FORM 

Date: ________________

Child’s Name: ___________________________     Child’s Nickname: ______________

Address: ________________________________________________________________
Age: ________    Birth Date: __________   Height _____   Weight _____   Gender: F/M
Mother’s Name ______________________    Hm Ph: __________ Work Ph__________
Email ______________________________

Father’s Name _______________________   Hm Ph: _________ Work Ph___________
How did you hear about us?   _______________________________________________

Name/phone of current healthcare providers: ________________________________________________________________________ ________________________________________________________________________________________________
Purpose for your naturopathic visit:  

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies (medicines, food, environmental) and describe the allergic reaction:  ________________________________________________________________________________________________________________________________________________

MEDICATIONS and SUPPLEMENTS 
List everything using now or occasionally including prescriptions, over the counter, vitamin/minerals, herbal, homeopathic, etc. and include dose, how long, and reason for taking it.  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MEDICAL HISTORY (Please check appropriate boxes)
[  ] Chicken pox
[  ] Pneumonia

[  ] Diaper rash
[  ] Hay fever

[  ] Measles

[  ] Scarlet fever
[  ] Seizures

[  ] Eczema

[  ] Mumps

[  ] Rheumatic fever
[  ] Facial tics

[  ] Asthma

[  ] Rubella

[  ] Conjunctivitis
[  ] Warts

[  ] Scoliosis

[  ] Paralysis

[  ] Staring spells
[  ] Headaches

[  ] Tics/twitches

[  ] Colds & flu  
_____ # times/year
[  ] Tonsillitis      
_____ # times/year

[  ] Ear infections
_____ # times/year
[  ] Strep throat
_____ # times/year

[  ] Antibiotics

_____ # times/year


[  ] Head Injury
[  ] Lost Consciousness/Blackouts
 
[  ] Broken bones

[  ] Treated by psychologist/psychiatrist, describe________________________________

[  ] Treated for alcohol/drug problems, describe__________________________________

[  ] Been in family counseling, describe________________________________________

Problems with:

[  ] Vision, describe________________________________________________________

[  ] Hearing, describe_______________________________________________________

[  ] Speaking/speech patterns, describe_________________________________________

[  ] Bed wetting
[  ] Daytime wetting
[  ] Soiling underwear

[  ] Swallowing/chewing
[  ] Snoring

Other diagnosed conditions: ________________________________________________________________________________________________
Does your child (circle all):
Lack empathy/remorse
no friends
frequent tantrums/rage

intentionally hurt self

fight physically

lie

destroy property


ritual/repetitive behavior
often argues

steal

swearing 


run away from home

fascination of fire, blood, gore

food hoarding, refusing to eat
often disobey rules
use illegal drugs



trouble understanding cause/effect
affectionate to strangers
Do you think your child is unusually (circle all you think):

too active
impulsive
fidgety

too talkative

intrusive

easily distracted
forgetful       inattentive     disorganized
minimal eye contact

IMMUNIZATIONS (Please check appropriate boxes)
[  ] MMR 
  [  ] DTP
        [  ] Hepatitis B 
  
  [  ] Chicken Pox
[  ] Measles 
  [  ] Diphtheria        [  ] Hib


  [  ] Small pox

[  ] Mumps 
  [  ] Tetanus
        [  ] Polio
   

  [  ] Flu
[  ] Rubella 
  [  ] Pertussis
 
 

[  ] Others: _____________________________________
Describe any adverse reaction to any immunization: 

Serious Injuries/Surgeries/Hospitalizations: ________________________________________________________________________________________________________________________
Sleeping problems: ________________________________________________________________________
Fears: ________________________________________________________________________________________________________________________
Behavior problems (unusual, excessive, peculiar, violence, or any concerns you have) ________________________________________________________________________________________________ ________________________________________________________________________________________________
What stresses your child?

________________________________________________________________________________________________
What is most unusual about your child? _______________________________________
Child’s hobbies or special interests: ________________________________________________________________________

If you could change anything about your child, it would be: ________________________________________________________________________

Smoking, used or exposed to________________________________________________
Exercise/sports, what type and how often? _____________________________________

School grade level is _______

Who lives with child? 
[  ] 1 parent


[  ] 2 parents

[  ] sister(s) age(s)_________________________________

[  ] brother(s) age(s) _______________________________

[  ] pets, type/name ________________________________

Has your child ever had any of the following and what are the results? 
Electroencephalogram (EEG):_______________________________________________

Psychological evaluations: __________________________________________________ 

Hearing test: _____________________________________________________________
Speech/language tests: _____________________________________________________ 

Vision tests: _____________________________________________________________
Learning difficulty testing: _________________________________________________
FAMILY HISTORY (Indicate child’s birth parents(P), sibling (S), grandparents (GP), aunts(A), uncles(U), and first cousins(C)): 
[  ] Epilepsy

[  ] Angina

[  ] Birth abnormalities [  ] Cancer

[  ] Gout

[  ] Heart Attack
[  ] Diabetes

  [  ] Obesity
[  ] Ulcers
 
[  ] Arthritis 

[  ] Tuberculosis    
  [  ] Drug Addiction
[  ] Alcoholism
[  ] Asthma 

[  ] Eczema

  [  ] Bone diseases
[  ] Mental illness 
[  ] Gonorrhea

[  ] Osteoporosis
  [  ] Pneumonia

[  ] Suicide

[  ] Thyroid disease
[  ] Hypertension
  [  ] Warts

[  ] Syphilis

[  ] Allergies to:_________________________________________
[  ] Hyperactivity
[  ] Learning problem
[ ] Seizures
[ ] Deaf
[ ] Blind

[  ] Other significant: ______________________________________________________
PRENATAL HISTORY (Please check appropriate boxes)
Mother’s age at child’s birth: ________ years
Mother’s health during pregnancy: 

[  ] Bleeding


[  ] Physical or emotional trauma 

[  ] High Blood Pressure
[  ] Cigarettes, alcohol, drug consumption 

[  ] Diabetes 


[  ] Thyroid problems 

[  ] Nausea/vomiting

[  ] Emotional stress: ______________________________

[  ] Medications: ___________________________
BIRTH HISTORY 
Term:    [  ] Full    [  ] Pre-mature    [  ] Late
 
Weight at birth: ________________
Unusual circumstances of pregnancy or birth:  __________________________________ ________________________________________________________________________

Did your child have any of the following problems at or shortly after birth? 

[  ] Rashes
  [  ] Breathing problems   
[  ] Jaundice
   [  ] Seizures
[  ] Infection
  [  ] Feeding problems
[  ] Need oxygen or blood transfusion

[  ] Birth defects, describe: _____________________________ 

Diet or nursing problems:___________________________________________________
Breast fed: [  ] Y    [  ] N       How long: ________________ 

Formula:    [  ] Y    [  ] N     Type:  ___________________________________________
Age began: Solid food ____
  Sitting ____
 First Tooth ____    Crawling ___    
DEVELOPMENTAL HISTORY

What age does your child act like? ________________
Has he/she lost any abilities/skills? _________________(yes, no)
If yes, what abilities?______________________________________________________
What age did child:



Gross motor:

walk alone ________ months (12)

run ________ months (15)

ride tricycle ________ years (3)

ride bicycle ________ years (6)

Fine motor:

prefer one hand ________ years (2) (right___ or left___)

button clothes ________ years (4)

fasten zippers ________ years (4)

tie shoes ________ years (5)
Language:

say first words ________ years (1)

use two word sentences ________ years (2)

use three word sentences ________ years (2)

tell a story ________ years (2)

say the alphabet ________ years (4)

Toilet train: ________ years (2 3)
TOXIN EXPOSURE

Child’s health or behavior changes seem to occur since exposure to any of the following: 

[  ] new paint

[  ] new staining
[  ] new woodwork

[  ] new carpeting
[  ] perfumes

[  ] gasoline or other vapors

[  ] spraying pesticides/herbicides

[  ] using insect/rodent chemicals

Diet Information
This is a brief summary of what the child generally eats and drinks for breakfast, lunch, dinner and snacks. It is not meant to be detailed.  You can think back to the last few days or put down foods eaten on a regular basis.
Breakfast

Lunch

Dinner

Snacks
Favorites/Strong likes (food, drinks) 

_______________________________________________________________________

Strong dislikes (food, drinks)

