Bee Well Kidzzzz ____________________________________ __










 

Pediatric Intake

Patient Information


Patient:                   Today’s Date_____________ 


Name ______________________________


Nickname ___________ Sex: � M   F       Age____


Date of Birth _______  Height ____  Weight ____


Home Address_________________________


_________________________________


City				State		Zip





Parent(s) or Guardian:


Name/ Relationship: _____________________


Name/ Relationship: _____________________





With whom does this child live?


Mother   Father   Both   Other ____________________


				 (Indicate relationship)


Home Phone (____)_____________________


Cell /Alternate Phone (____)________________


Email ______________________________





Parent(s) Occupation(s) and Work Phone(s):


Mother: _____________ Phone: ___________


Father: _____________ Phone: ___________





Emergency Contact Information: 


Name _____________________________ 





Phone ________________________________________














Current Issues


Reason(s) for Today’s Visit:  __________________


____________________________________________________________________





Your concerns regarding your child’s health or development: __________________________________


__________________________________


__________________________________





What treatments or therapies has your child received for his/her current condition? What was the duration and effects of these treatments/therapies? _______________________________�___


__________________________________


__________________________________


__________________________________





Please rate your child’s current state of health on a 


Scale of 1 to 10 (1 = bad, 10 = optimal):  ___________





What are your short-term expectations/goals of today’s visit?


__________________________________


__________________________________





What are your long-term expectations/health goals?


__________________________________


__________________________________





Referred to Bee Well Kidz By: _____________________________________________________ 





Pediatrician _________________________________ Date of Last Physical Exam ______________


Address ________________________________________________    (____)__________


	       Street			City			State		Zip		Phone


Please List Other Health Care Providers Names and Therapeutic Methods: 


Name _____________________________ 	Name _____________________________


Phone (____)________________________	Phone (____)________________________








Medications/Allergies/Substances


List all medications, vitamins, herbs, or supplements patient is currently taking (duration/dosage) ______________________


_______________________________________________________________________


List allergies to medications or substances  (i.e. environmental, food, etc.)  and known effects : _______________________________________________________________________








