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www.drcelestequan.com 

 
CONFIDENTIAL PEDIATRIC PATIENT INTAKE FORM 

 

Date of appointment (DD/MM/YY): ____________________________ 

Profile Information: 

Name: ______________________________________________________________________      Gender:  Female       Male 
      First        Middle   Last 

Date of Birth (DD/MM/YYYY): ____________________  Current age: _______          Alberta Health Number: ____________________ 

Address: ___________________________________________________________________________________________________ 
  Street      City, Province   Postal Code 

Home Phone: ________________________________________ Daytime Phone: _____________________________________ 
 
Guardian information: 
Primary Guardian(s): ________________________________________________ Relationship: _________________________ 
Address: ___________________________________________________________________________________________________ 
  Street      City, Province   Postal Code 

Home Phone: ________________________________________ Daytime Phone: _____________________________________ 
 
Emergency Contact (if different than guardian contact): 
Name _____________________________________________________ Relationship: _______________________________ 
Address: ___________________________________________________________________________________________________ 
  Street      City, Province   Postal Code 

Home Phone: ________________________________________ Daytime Phone: _____________________________________ 

 
Family Doctor: _______________________________________ Family Doctor Phone (if known): ________________________ 

How did you hear about us? ____________________________________________________________________________________ 

 
 

QUESTIONNAIRES 
 
Section 1: Health History 
 
Reason for visit, in order of importance, and how long your child has had this condition: 

Concern Length of condition 

1. __________________________________________________ __________________________________________________ 

2. __________________________________________________ __________________________________________________ 

3. __________________________________________________ __________________________________________________ 

4. __________________________________________________ __________________________________________________ 

5. __________________________________________________ __________________________________________________ 

 
What types of therapies have you tried in the past for these concern(s), and what were their outcomes? 

 Diet modification: ____________________________________________________________________________________ 

 Vitamins/minerals: ___________________________________________________________________________________ 

 Homeopathy: _______________________________________________________________________________________ 

 Chiropractic: ________________________________________________________________________________________ 

 Pharmaceuticals: ____________________________________________________________________________________ 

 Other: _____________________________________________________________________________________________ 
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Please list all current prescription and over-the-counter medication (ie. Inhalers, allergy medication, etc.): 

Medication Dosage Year Side effects? 
    

    

    

    

    

    

    

 
Please list all current supplements and other health products: 

Supplement/Health Product Dosage Year 

   

   

   

   

   

   

   

 
How many times has your child been treated with antibiotics? ___________________ 

 

Please list any major hospitalizations, surgeries and injuries, especially those you think have caused or aggravated your child’s health 

concerns.  

Hospitalization/Surgery/injury Year Complications? 
   

   

   

   

   

   

   

 

Please list any life-threatening allergies and their associated reaction: 

 Medication: __________________________________________________________________________________________ 

 Food: _______________________________________________________________________________________________ 

 Environmental: ________________________________________________________________________________________ 

 

Please list any food sensitivities:  

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

Please list any other foods that are excluded from the child’s diet and why:  

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 
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Please check the following conditions that your child is currently experiencing (C) or experienced in the past (P). 

 C P  C P  C P 

Measles   Mononucleosis   Bed wetting   

Chicken pox   Strep throat   Anxiety   

Headaches   Rubella   Asthma   

Mumps   Chronic runny nose   ADD/ADHD   

Ear infections   Hives/rashes/eczema   Cold sores   

Pneumonia   Temper tantrums   Sinus problems   

Constipation   Coughing/wheezing   Seizures   

Scarlet fever   Colic/gas/bloating   Diarrhea   

Tonsillitis   Digestive difficulties   Frequent colds   

 

Section 2: Vaccination History 

Please indicate which vaccinations your child has received and the dates received.  

 Diphtheria (as part of DTaP): _________________________  Measles (as part of MMRV): __________________________ 

 Pertussis (as part of DTaP): __________________________  Rubella (as part of MMRV): __________________________ 

 Tetanus (as part of DTaP): ___________________________  Chicken pox (as part of MMRV): _______________________ 

 Polio (IPV): _______________________________________  Hepatitis A: _______________________________________ 

 Hemophilus B (HiB): ________________________________  Hepatitis B: _______________________________________ 

 Mumps (as part of MMRV): ___________________________ 

 

Please indicate if your child experienced any reaction or illness following a vaccination. Which vaccination and what was the reaction?  

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

 

Section 3: Family History 

Please check any of the following that a family member has experienced. 

 Arthritis  Depression  Juvenile arthritis 

 Asthma  Diabetes  Migraine headaches 

 Alzheimer’s disease  Eczema  Psoriasis 

 Birth defects  Drug addiction/alcoholism  Stroke 

 Cancer  Heart disease  Kidney disease 

 Autoimmune (MS, lupus, rheumatoid 

arthritis, Hashimoto’s thyroiditis, etc.) 

 High blood pressure  Mental illness 

Please indicate any other conditions not mentioned above in your child’s family history. 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

Do either of the parents have any history of chronic illness?  Yes    No 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

 



4 
 

Section 4: Prenatal History 

Mother’s age at your child’s conception: ______________  Father’s age at your child’s conception: ______________ 
 
Number of pregnancies, including miscarriages and abortions: 

 Pregnancies total: ___________________ 

 Miscarriages: ___________________ 

 Abortions: ___________________ 
 
Please indicate any problems with conception or infertility treatment received for your child. 
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 
Please check any of the following conditions that applied to the pregnancy, and any interventions that were taken (medication, lifestyle 
changes, etc.) 

 Diabetes: ____________________________________________________________________________________________ 

 Nausea/vomiting: ______________________________________________________________________________________ 

 High blood pressure: ___________________________________________________________________________________ 

 Thyroid conditions: _____________________________________________________________________________________ 

 Bleeding: ____________________________________________________________________________________________ 

 Infections: ___________________________________________________________________________________________ 

 Strep B (GBS) positive: _________________________________________________________________________________ 

 
Please check any of the following that applied to the pregnancy: 

 Cigarette smoking: _____________________________________________________________________________________ 

 Alcohol/tobacco/drug use: _______________________________________________________________________________ 

 Prescription and over-the-counter medication: _______________________________________________________________ 

 Supplements and other health products: ____________________________________________________________________ 

 Prenatal testing: _______________________________________________________________________________________ 

 Physical/emotional trauma: ______________________________________________________________________________ 

 Exposure to disease or other harmful substances (workplace chemicals): __________________________________________ 

 

Indicate the general health/well-being of the mother during the pregnancy:  Excellent    Good    Fair    Poor    Unknown 

Indicate the general emotional well-being of the mother during the pregnancy:  Excellent    Good    Fair    Poor    Unknown 

 

Indicate the general health/well-being of the father during the pregnancy:  Excellent    Good    Fair    Poor    Unknown 

Indicate the general emotional well-being of the mother during the pregnancy:  Excellent    Good    Fair    Poor    Unknown 

 

Section 5: Early Childhood History 

Please check and indicate the exact gestational age of your child at birth (aka, how many weeks was your child when he/she was born): 

 Preterm (<37 weeks): _______________    Term (37-42 weeks): _______________    Post-term (>42 weeks): ______________ 

 
Please indicate if any of the following interventions were applied to the birth: 
 Induction  Antibiotics  Vacuum extraction 

 Pitocin  Epidural  C-section 

 Pain medication  Forceps  Episiotomy 

 Other: __________________________________________________________________________________________________ 
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How long was the labour? ______________________ 
Where there any birth complications (ie. breech)? ____________________________________________________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 
If you know the APGAR score, please indicate at 1 minute and at 5 minutes: 
1 minute: ___________________________________________ 

5 minutes: __________________________________________ 

 
Please indicate if any of the following were present shortly after the birth of your child and any interventions that were given:  
 Infection/fever: ____________________________________  Congenital defects: _________________________________ 

 Respiratory distress: ________________________________  Colic: ____________________________________________ 

 Jaundice: _________________________________________  Rashes: __________________________________________ 

  Poor feeding: _____________________________________  Seizures: _________________________________________ 

 Anemia: __________________________________________  Birth trauma/injuries: ________________________________ 

 Other: __________________________________________________________________________________________________ 

 

 

Section 6: Development and Social History 

At what age did your child first…? 

 Sit up: ______________ 

 Crawl: ______________ 

 Walk: _______________ 

 Teeth: ______________ 

o Where there any difficulties with teething:  Yes    No 

 

Is your child in…?  School (at what grade level? ______________)     Daycare      Homecare  

    Other: _________________________________________________________ 

Does your child enjoy school/daycare, etc.? ________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

Please comment on your child’s general school/daycare performance: ___________________________________________________ 

___________________________________________________________________________________________________________ 

 
Does your child make friends easily? _____________________________________________________________________________ 
___________________________________________________________________________________________________________ 

 
Please comment on your child’s behaviour at home: _________________________________________________________________ 
___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 
Please comment a bit on your child’s personality: ____________________________________________________________________ 
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 
What are your child’s favourite activities? __________________________________________________________________________ 
___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 
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What are you child’s…? 
 Habits: ______________________________________________________________________________________________ 

 Fears: _______________________________________________________________________________________________ 

 
Please describe any learning disabilities your child has been diagnosed with: ______________________________________________ 
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 
How many hours per week does your child…? 
 Watch television: _______________________________ 

 Exercise: _____________________________________ 

 Read (not for school): ______________________________ 

 

 

 

Section 7: Lifestyle Habits 

What time does your child usually…? 

 Go to bed: ________________________________ 

 Wake up: _________________________________ 

o Does your child wake up feeling rested?  Yes    No 

Does your child take naps? If yes, what time and for how long?  Yes    No     ___________________________________________ 

___________________________________________________________________________________________________________ 

Does your child have nightmares? If yes, now often?  Yes    No     ___________________________________________________ 

___________________________________________________________________________________________________________ 

 
Does your child have any problems associated with sleeping (ie. trouble falling asleep, grinding teeth, sleeping walking, etc.): 
 Yes    No     _____________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

What were your child’s feeding habits?  

 Breastfed. How long? __________________________________________________________________________________ 

 Formula-fed. What kind of formula? _______________________________________________________________________ 

 Combination (breastfeeding + formula). What were the proportions? ______________________________________________ 

Please note any problems with or reactions to feeding: ________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

Please comment on food introduction (age, order of foods introduced, reaction, etc.)  

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

Please comment on your child’s eating behaviours (good appetite, picky eater, strong cravings, or food aversions, etc.) 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 
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Has your child seen a dentist?  Yes    No      
 Please describe any dental work done: _________________________________________________________________ 

 

What is your child’s oral hygiene practice? _________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Has your child had their vision checked?  Yes    No      
 Please describe any vision problems: _________________________________________________________________ 

 

Is your child exposed to any of the following on a regular basis? 

 Tobacco smoke: __________________________________________________________________________________ 

 Pets: ___________________________________________________________________________________________ 

 Old building (how old): ______________________________________________________________________________ 

 Renovations: _____________________________________________________________________________________ 

 Chemical fumes: __________________________________________________________________________________ 

 New building: _____________________________________________________________________________________ 

 

What is the source of your child’s drinking water?  Tap      Filtered      Distilled      Bottled      Other: ____________________ 

 How much water does your child drink? 

 

What is the marital status of your child’s parents?  Married      Divorced      Separated 

 

How would you describe the emotional climate of the child’s home? _____________________________________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

Is there anything else that we should know about your child? 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

 

CONSENTS 

Statement of Acknowledgement 
 
I have read the information and understand that the form of medical care is based on naturopathic and other supportive principles and 
practices. The information I have provided is complete and inclusive of all health concerns. I recognize that even the gentlest therapies 
can potentially have their complications, including temporary aggravation of pre-existing symptoms.  
I also recognize I will be given the opportunity to discuss and consent to any treatment plan, and any treatment or advise is not mutually 
exclusive from any treatment that I may now be receiving or may in the future receive from another licensed healthcare provider.  
I understand results are not guaranteed. 

Initial: _______________ 

Electronic Communication 

Dr. Celeste Quan welcomes communication through email that pertains to your current treatment plan. Should you require a 
consultation or a diagnosis, please make an appointment with Dr. Celeste to discuss your needs.  
Additionally, please be aware that many follow-up consultations may be over a virtual platform as we continue to practice physical 
distancing. 

Initial: _______________ 
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Privacy and Sharing of Information 
 
I authorize the clinic and its associated health professionals to collect my personal and medical information as documented above. In 
addition, I authorize the clinic and its associated health professionals to communicate with my family doctor and/or referring doctor as 
deem necessary for my beneficial treatment. I agree to either consent to the release of those records upon request or complete, at 
treating associated health professional’s request, diagnostic studies (laboratory or imaging work), which are not, at this time, 
reimbursed by provincial health care. I also understand that my personal and medical information is confidential and will only be 
disclosed to third parties with my permission.  

Initial: _______________ 

 
Fees and Insurance Coverage 
 
Our fee policy is a reflection of the specialised procedure incorporated in this office and allows us to give what we feel to be the highest 
quality of naturopathic care.  
 
Payment for naturopathic services is expected at the time of treatment. If you have extended medical insurance plans, it is your 
responsibility to submit your proof of treatment for reimbursement. 
 

Initial: _______________ 
 
Cancellation Policy 
 
Your appointment time is reserved just for you. A late cancellation or missed visit leaves a hole in the doctor’s day that could have been 
filled by another patient. As such, we require 24 hours notice for any cancellations or changes to your appointment. Patients who 
provide less than 24 hours notice, or miss their appointment, will be charged a cancellation fee, which is 50% of the appointment’s fee. 
 
As a result of Dr. Celeste Quan’s work as a birth labour support, there will be occasions where Dr. Quan will need to reschedule your 
appointment last minute. We apologize for any inconvenience this may cause and will reschedule your appointment as a top priority. 
These cancellations will not result in a cancellation free.  
 

Initial: _______________.  
 

 

Date: ____________________________________      Patient Name: ____________________________________________________    

Parent/Guardian Name: ______________________________    Parent/Guardian Signature: __________________________________ 

 

 

 
 
 
 
 

Clinic Information: 

Red Community Midwives 
5401 Temple Drive NE 
Calgary, AB   T1Y 3R7 
Phone: 587-288-7547 

Email: wellness@drcelestequan.com 


