
 

NEW PATIENT PEDIATRIC FORM 
 

DATE__________________ 
NAME ____________________________________________       MALE             FEMALE 
ADDRESS ___________________________CITY/STATE _____________ ZIP CODE _________ 
AGE _______ DATE OF BIRTH _____________  
NAME OF FATHER _______________________NAME OF MOTHER ________________________ 
HOME PHONE # __________________ CELL PHONE # ___________________ 
LEGAL GUARDIAN (IF OTHER THAN PARENT) _________________________ 
HOME PHONE #___________________CELL PHONE #____________________ 
HEALTH INSURANCE COMPANY NAME (IF APPLICABLE) _____________________________ 
POLICY #_________________________GROUP #______________________ 
HEALTH INSURANCE PHONE #_______________________ 
INSURED’S NAME: _____________________ RELATIONSHIP TO PATIENT: ____________________ 
INSURED’S DATE OF BIRTH__________________ 
HOW DID YOU HEAR ABOUT OUR OFFICE?  
□ WEBSITE         □ PHONE BOOK         □ REFERRAL______________________________ 
 
WHAT IS THE REASON YOUR CHILD IS HERE TODAY? ______________________________________ 
________________________________________________________________________ 
HOW LONG HAS YOUR CHILD HAD THIS? ______________________________________________ 
HAS HE/SHE BEEN SEEN BY ANOTHER DOCTOR?  DIAGNOSIS?  TREATMENT?_______________________ 
________________________________________________________________________ 

________________________________________________________________________ 
HAVE THEIR BEEN OTHER TREATMENTS ATTEMPTED TO IMPROVE THIS CONDITION?__________________ 
________________________________________________________________________ 

HAS YOUR CHILD EVER HAD SIMILAR CONDITIONS IN THE PAST? ______________________________ 
THIS CONDITION IS   □ GETTING WORSE     □ STAYING THE SAME      □ IMPROVING  
DOES ANYTHING AGGRAVATE THIS CONDITION?_________________________________________ 
DOES ANYTHING IMPROVE THIS CONDITION?___________________________________________ 
OTHER THAN TODAY’S PRESENTING COMPLAINT, PLEASE LIST ANY AND ALL CONCERNS REGARDING YOUR 

CHILD’S OVERALL HEALTH_______________________________________________________ 
________________________________________________________________________ 

________________________________________________________________________ 
 
 
 



 

BIRTH HISTORY 
DELIVERY METHOD: (PLEASE CHECK ALL THAT APPLY) 
□ VAGINAL      □ FORCEPS       □ VACUUM EXTRACTION        □ CAESAREAN SECTION  
ANY COMPLICATIONS DURING THE PREGNANCY OR WITH THE DELIVERY? _________________________ 
________________________________________________________________________ 
ANY KNOWN CONGENITAL ANOMALIES / DEFECTS? _______________________________________ 
 
PAST HEALTH INFORMATION 
PEDIATRICIAN’S NAME_______________________ DATE OF LAST VISIT ____________________ 
PLEASE DESCRIBE THE REASON FOR LAST VISIT:_________________________________________ 
HAS YOUR CHILD HAD ANY MAJOR INJURIES, FALLS, HEAD INJURIES, OR ACCIDENTS?   □ NO       □ YES 

APPROXIMATE DATE:__________ DESCRIBE INCIDENT:__________________________________ 
________________________________________________________________________ 
APPROXIMATE DATE:__________ DESCRIBE INCIDENT:__________________________________ 
________________________________________________________________________ 
HAS YOUR CHILD HAD ANY SURGICAL OPERATIONS OR BEEN HOSPITALIZED?   □ NO      □ YES  
APPROXIMATE DATE:__________ DESCRIBE:________________________________________ 
________________________________________________________________________ 
HAS YOUR CHILD HAD ANY SURGICAL OPERATIONS OR BEEN HOSPITALIZED?   □ NO      □ YES  
APPROXIMATE DATE:__________ DESCRIBE:________________________________________ 
________________________________________________________________________ 
PLEASE PROVIDE THE TYPES OF FOOD/DRINK CONSUMED ON AN AVERAGE DAY: 

BREAKFAST SNACK LUNCH SNACK DINNER SNACK 
 
 
 
 
 

 

     

 
PLEASE LIST NUTRITIONAL SUPPLEMENTS, OVER-THE-COUNTER MEDICATIONS, OR PRESCRIPTION 
MEDICATIONS TAKEN BY THIS CHILD:   

NAME DOSAGE FREQUENCY HOW LONG? REASON 
     

     

     

     
THIS TABLE CONTINUES ON THE NEXT PAGE 



 

(MEDICATION/SUPPLEMENTATION CONTINUED) 
NAME DOSAGE FREQUENCY HOW LONG? REASON 

     

     

     

     

     

 
REVIEW OF HEALTH SYSTEMS 
HAS YOUR CHILD EVER SUFFERED FROM: (CHECK ALL THAT APPLY) 
GENERAL 
__HEADACHES/MIGRAINES 
__CONVULSIONS/EPILEPSY 
__TREMORS 
__LOSS OF BALANCE 
__DIZZINESS/VERTIGO 
__FAINTING 
__SLEEPING PROBLEMS 
__COLIC 
__COLD SWEATS 
__WEIGHT PROBLEMS 
__LOSS OR GAIN OF A SIGNIFICANT 
AMOUNT WEIGHT WITHIN 6 MONTHS 
__JAW/TMJ PROBLEMS 
__RUPTURES/HERNIAS 
__DEVELOPMENTAL DELAYS 
SERIOUS ILLNESSES/DISEASES 
__CHICKEN POX (AGE:___) 
__MEASLES (AGE:___) 
__MUMPS (AGE:___) 
__RUBELLA (AGE:___) 
__WHOOPING COUGH (AGE:___) 
__RUBEOLA (AGE:___) 
__HIV/AIDS (AGE:___) 
__CANCER (AGE:___, TYPE:_______) 
__THYROID PROBLEMS 
__LIVER TROUBLE/HEPATITIS 
__KIDNEY PROBLEMS 
__DIABETES TYPE I OR II 
__OTHER:___________ (AGE:___) 
EMOTIONAL/ MENTAL 
__NERVOUSNESS/ANXIETY 
__UNEXPLAINED FATIGUE 
__DEPRESSION 
__IRRITABILITY/MOOD SWINGS 
__TENSION/STRESS 
__BEHAVIORAL ISSUES 
__HYPERACTIVITY 
 
 
 
 

INTEGUMENTARY SYSTEM 
__SKIN PROBLEMS 
__RASHES 
__HIVES 
__SKIN SENSITIVITY 
__EASY BRUISING 
EARS, EYES, NOSE, THROAT 
__FREQUENT COLDS/FLU 
__BLURRED VISION R/L 
__DOUBLE VISION R/L 
__EAR INFECTION 
__LOSS OF SMELL 
__BUZZING/RINGING IN EARS 
__SINUS PROBLEMS/ALLERGIES 
__ALLERGIES 
__RECURRENT EAR INFECTIONS 
__TOOTH ABSCESS 
__DIFFICULTY HEARING 
MUSCULOSKELETAL SYSTEM 
__”GROWING” PAINS 
__NECK STIFFNESS/PAIN 
__MID-BACK/RIB STIFFNESS/PAIN 
__LOW BACK STIFFNESS/PAIN 
__HIP PAIN R/L 
__FRACTURED BONES 
__SWOLLEN PAINFUL JOINTS 
__MUSCLE PROBLEMS 
__DIFFICULTY WALKING 
__SCOLIOSIS 
__SHOULDER/ELBOW PROBLEMS 
__WRIST/HAND PROBLEMS 
__KNEE/ANKLE/FOOT PROBLEMS 
GASTRO-INTESTINAL SYSTEM 
__GALL BLADDER PROBLEMS 
__DIGESTIVE PROBLEMS 
__STOMACH UPSET 
__HEARTBURN/REFLUX 
__DIARRHEA/CONSTIPATION/GAS 
__POOR APPETITE 
__FOOD ALLERGIES OR INTOLERANCES 
 



 

GENITO-URINARY SYSTEM 
__RECURRING INFECTIONS 
__DIFFICULTY URINATING 
__BED WETTING 
CARDIOVASCULAR SYSTEM 
__DIABETES TYPE I OR II 
__HIGH BLOOD PRESSURE 
__CHEST PAIN 
__HEART PROBLEMS 
__ ANEMIA 
RESPIRATORY SYSTEM 
__ASTHMA 
__CHRONIC COUGH/COLD 
__DIFFICULTY BREATHING 
__PAIN W/COUGH / SNEEZE 
__SHORTNESS OF BREATH 
__LUNG PROBLEMS 
__RECURRING INFECTIONS 
__SINUS PROBLEMS 
 

NERVOUS SYSTEM 
__NUMBNESS/TINGLING/PAIN IN 
(ARM/HANDS/FINGERS) 
__NUMBNESS/TINGLING/PAIN IN 
(BUTTOCKS/THIGHS/LEGS/FEET/TOES) 
__COLD HANDS 
REPRODUCTIVE SYSTEM 
__URINARY TRACT INFECTIONS 
__PELVIC PAIN 
 
FEMALES: 
__MENSTRUAL CRAMPING 
__MENSTRUAL IRREGULARITY 
__VAGINAL PAIN/INFECTION 
__BREAST PAIN/LUMPS 
AGE OF FIRST MENSTRUAL PERIOD: 
__________________________ 
DATE OF LAST MENSTRUAL PERIOD: 
_________________________ 
IS THERE ANY CHANCE THE PATIENT MIGHT 
BE PREGNANT? 
____YES ____NO ____ NOT SURE 

 
AUTHORIZATION AND RELEASE: I, THE UNDERSIGNED, CERTIFY THAT I AM FINANCIALLY RESPONSIBLE FOR ALL 
CHARGES, WHETHER OR NOT MY INSURANCE COMPANY PAYS THEM. I HEREBY AUTHORIZE HUMBLE WELLNESS TO RELEASE 
ANY AND ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF BENEFITS. I ALSO ACCEPT THE RESPONSIBILITY FOR ANY 
FEES ASSOCIATED WITH PROVIDING SUCH INFORMATION TO MY INSURANCE COMPANY. I ALSO UNDERSTAND THAT IF I 
SUSPEND OR TERMINATE MY SCHEDULE OF CARE AS DETERMINED BY MY TREATING DOCTOR, ANY FEES FOR PROFESSIONAL 
SERVICES WILL BE IMMEDIATELY DUE AND PAYABLE.  
 
OUR OFFICE DOES RESERVE THE RIGHT TO CHARGE FOR CANCELLATION WITH LESS THAN 24 HOURS NOTICE AND 

BROKEN APPOINTMENTS. WE ALSO RESERVE THE RIGHT TO RETAIN AN ACTIVE CREDIT CARD ON HAND FOR 
SECURING RESERVED APPOINTMENTS.  

 
THE PATIENT UNDERSTANDS AND AGREES TO ALLOW HUMBLE WELLNESS TO USE THEIR PATIENT HEALTH INFORMATION 
FOR THE PURPOSE OF TREATMENT, PAYMENT, HEALTHCARE OPERATIONS, AND COORDINATION OF CARE. WE WANT YOU TO 
KNOW HOW YOUR PATIENT HEALTH INFORMATION IS GOING TO BE USED IN THIS OFFICE AND YOUR RIGHTS CONCERNING 
THOSE RECORDS. IF YOU WOULD LIKE TO HAVE A MORE DETAILED ACCOUNT OF OUR POLICIES AND PROCEDURES CONCERNING 
THE PRIVACY OF YOUR PATIENT HEALTH INFORMATION, WE ENCOURAGE YOU TO READ THE HIPAA NOTICE ENTITLED 
NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION THAT IS AVAILABLE TO YOU AT THE 
FRONT DESK BEFORE SIGNING THIS CONSENT. IF THERE IS ANYONE YOU DO NOT WANT TO RECEIVE YOUR MEDICAL RECORDS, 
PLEASE INFORM US. 
 
I UNDERSTAND AND HAVE BEEN PROVIDED WITH A NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH 

INFORMATION, IF REQUESTED, THAT PROVIDES A MORE COMPLETE DESCRIPTION OF INFORMATION USES AND 
DISCLOSURES. I UNDERSTAND THAT I HAVE THE FOLLOWING RIGHTS AND PRIVILEGES: 
• THE RIGHT TO REVIEW THE NOTICE PRIOR TO SIGNING THIS CONSENT, 
• THE RIGHT TO OBJECT TO THE USE OF MY HEALTH INFORMATION FOR DIRECTORY PURPOSES, AND  
• THE RIGHT TO REQUEST RESTRICTIONS AS TO HOW MY HEALTH INFORMATION MAY BE USED OR DISCLOSED TO CARRY 

OUT TREATMENT, PAYMENT, OR HEALTH CARE OPERATIONS. 
 
 
 
 
PATIENT / GUARDIAN SIGNATURE ________________________________ DATE _____________ 
 
 


