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Dr. Sheryl Wagner
Naturopathic Physician

Pediatric Patient Health History 
Name: _________________________________________________________________ 
Last



First





M.I.
Date of Birth: ______________________ Age: ________  Gender:(circle one)    F     M



Email of parent: _________________________ 
Name and address of Dr’s office/hospital/clinic where your child’s health records are kept: ________________________________________________________________________
Office/Hospital/Clinic Name




Street/ P.O. Box 



________________________________________________________________________

City




State




Zip Code

Parent or Guardian: ____________________  ____________________  _____________________
             

      

 Father

                   Mother

           Guardian

Address: _______________________________________________________________
City:____________________ State: _____________________Zip Code:___________

Telephone: Please circle the preferred number to contact you: 

Home #:_________________Work #:__________________Cell #:__________________                                  
E-mail:___________________________________S.S.#: _________________________ 


ALL RESPONSES WILL BE KEPT CONFIDENTIAL

What are your child’s most important health problems?

1) 





3) 
2) 





4) 

MEDICATIONS

 Now = medications currently being taken.    Past =medications taken at one time or another


Now

Past



Now

Past


Aspirin

____

____
Asthma Medications
____

____

Ibuprofen
____

____
Decongestants

____

____

Inhalers
____

____
Topical Steroids
____

____

Antibiotics
____

____
Other


__________________

Anti-histamine
____

____



__________________

Please list all supplements here __________________________________________________________
MEDICAL HISTORY

Does your child have any allergies to drugs or allergens in your environment (cats, mold, dust)?  Yes _____ No _____  If yes, list and explain. 
____________________________________________________________________________________________________________________________________________
Has your child ever had: (Check those that are applicable)

_____Chicken pox
____ Scarlet fever
____Bronchitis

____Asthma

_____ Measles

____ Pneumonia
____Rubella

____Mumps

_____Frequent Colds
____Eczema

____Croup


_____Tonsillitis-How many times?
____Ear infections-How many?
____Other__________

X-RAYS AND SPECIAL STUDIES






When 

Where


Results

_____Electroencephalogram:
_________________________________________________________
____ Psychological Evaluation:
_________________________________________________________

____Hearing:


_________________________________________________________

____Speech/Language:

_________________________________________________________

INJURIES/SURGERIES/HOSPITALIZATIONS

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DIET

Please describe your child’s typical daily diet: ___________________________________________

_________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
______________________________________________________________________________________________________

Does your child have any food intolerances that you know of?  Yes _______  No ________

If yes, please explain: __________________________________________________________________________________________________________________
_________________________________________________________
Any foods your child craves or simply MUST have on a daily basis: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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SYMPTOMS

Please circle:
Y=a condition your child has now
N=never had
P=has had in the past

Hives

Y   P   N

Burning of urine

Y   P   N

Bloody urine
Y   P   N

Eczema

Y   P   N

Frequent urination
Y   P   N

Cries easily
Y   P   N

Bleeding gums
Y   P   N

Heart Murmur

Y   P   N

Nervous

Y   P   N

Nose bleeds
Y   P   N

Vomiting spells

Y   P   N

Sleep problems
Y   P   N

Acne

Y   P   N

Anemia


Y   P   N

Night sweats
Y   P   N

High fever
Y   P   N

Stomach aches

Y   P   N

Sensitive to light
Y   P   N

Chronic rash
Y   P   N

Jaundice

Y   P   N

Body/Breath odor Y   P   N

Hearing loss
Y   P   N

Easy bruising

Y   P    N
               motion/car sick
 Y   P   N

Diarrhea
Y   P   N

Flat feet


Y   P    N

No appetite
Y   P   N

Sore throats
Y   P   N

Constipation

Y   P   N

Nightmares
Y   P   N

Gas

Y   P   N

Canker sores

Y   P   N

Wheezing
Y   P   N

Joint pains
Y   P   N

Cough


Y   P    N

Dizzy spells
Y   P   N

Hair loss
Y   P   N

Frequent Headaches
Y   P   N

Frequent colds
Y   P   N

Unusual fears
Y   P   N

Bleeding tendency
Y   P   N

Excessive fatigue
Y   P   N

Does your child have any other condition not mentioned? _________________________________

___________________________________________________________________________________

FAMILY HISTORY (Y or N)
____Heart Disease
____Diabetes
____Birth defects
    ____Cancer
____Mental Illness

____Hypertension
____Arthritis
____Tuberculosis
   ____Allergies
____Hay fever

____Eczema

____Other (please explain)___________________________________






___________________________________
BIRTH HISTORY

Previous Pregnancies by natural mother, miscarriages or complications: ________________

______________________________________________________________________________

Mother’s age at child’s birth: ____________

Mother’s health during pregnancy:

____Bleeding

____Hypertension 
____Illness
____Cigarettes, alcohol, drugs

____Nausea

____Diabetes

____Thyroid Problems

____Physical or emotional trauma

Term:

____Full
____Premature

____Late
_____Weight at Birth

____Length of labor
Complications? _____Yes  _____No

	Consent for Treatment:

I consent to treatment by Dr. Sheryl Wagner.  I understand that I have the right to refuse treatment and recommendations.  Treatments may include in house therapies such as physical manipulative techniques and intramuscular/intravenouse substances, laboratory and other diagnostic tests, and recommendations to follow outside the office such as use of herbs, supplements, and lifestyle changes.  I understand that I have the right to ask questions about any recommendations made until I am confident of my decision to follow recommended treatment plans.
I have fully read and understand the above agreements and authorizations.

_________________________________________________

______________________________

Patient (18 years or older)






Date

_________________________________________________

______________________________

Parent, Guardian, Responsible Party





Date




HIPAA Notice of Privacy Practices and Consent:   I hereby consent to the use and disclosure of my protected health information by Dr. Sheryl Wagner for the purposes of treatment, payment and healthcare operations, or as otherwise required by law.

· Dr. Wagner has posted her Notice of Privacy Practices which provides more detailed information about the usage and disclosure of my protected health information.  I have a right to review the Notice prior to signing this consent and to receive a printed copy of the Notice.

· I have the right to request restrictions to the usage and disclosure of my protected health information.

· I have the right to request an alternative to the standard method of communication of my protected health information.  I have the right to revoke this consent, in writing, at any time.  Revocations will be honored as of the date they are received by Dr. Sheryl Wagner or the offices from which she conducts business.

· I understand that while Dr. Wagner may honor these requests, she is not required by law to do so.

· I am aware that Dr. Wagner reserves the right to change the terms of her Notice of Privacy Practices and to make new notice of Privacy Practices provisions effective for all protected health information that she maintain.  In the event of amendments, Dr. Wagner will make available a revised Notice of Privacy Practice for my review.

___________________________________________________     _________________
Signature of patient or guardian





date

Financial Policy

The patient is ultimately financially responsible for charges accrued for goods and services.  The patient is responsible for being aware of insurance coverage and for giving the doctor any insurance information necessary.  Payment will be expected at the time of service.  If any special financial circumstances exist a patient may request temporary change of this policy, and this request should be given at the start of the visit.  Charges for goods such as medicines and supplements will never be waived.

I understand and agree to everything written in the HIPPA, Consent, and Financial policies.

Signed______________________________________________________    date  _______________
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