
  

Pediatric Intake Form 

 

 

Name: ___________________________________________________________ 

  

DOB: ________________________ 

  

Parent’s Names:___________________________________________________________________ 

  

Address: _________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

  

Phone Numbers: _________________________________________________________ 

  

  

General Health Concerns: _____________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

  

  

Pregnancy History: ___________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

  

  

Birth History: _______________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

  

  

  

  

  

  

  

  

  

Neonatal History: ___________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

  

Blood type: _______________________________ 

  



  

Is/was your child breastfed? ________________________________ 

If so, for how long? __________________________________________________________________ 

__________________________________________________________________________________ 

  

  

Describe your child’s current diet: _______________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

  

  

Illnesses: ____________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

  

  

Hospitalizations: ______________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

  

  

Surgeries: ____________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

  

  

Medications: __________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

  

  

  

  

  

  

Allergies to medications: ________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

  

  

  

Vitamins, Supplements: _________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

  



  

Immunization Status: ________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

  

  

Is your child in daycare or school? ________________________________________________________ 

  

  

  

Family History: _______________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

  

Are there any particular concerns that you have about your child that you would like to discuss today? 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 


