
Manzanita Wellness Clinic 
Pediatric New Patient Information 

 
 

Patient Name______________________________________Date:__________________ 
Parents/Guardian Name(s)__________________________________________________  
Street Address______________________________________Apt #_________________ 
City______________________________________________State____Zip___________ 
Home Phone_________________________ Mobile Phone________________________ 
Email___________________________________________________________________ 

 
Birth Date___________________ Age___________Gender_______________________ 
Referred by______________________________________________________________ 

 
Physician's Name___________________________Phone_________________________  
Date of last visit__________________________________________________________  
 
Emergency Contact______________________________Relationship________________  
Phone numbers____________________________________________________________ 

 
Parent/Guardian Employment: 
Occupation(s)_____________________________________________________________ 
Number of hours of work/study per week__________ 
Employer's Name(s)________________________________________________________ 

 
Billing and Insurance:  
We do not currently accept insurance; however we are happy to give you a receipt or superbill 
(upon request) which you can send to your insurance for reimbursement. 

 
Missed Appointment Policy:  
If you need to change or cancel your appointment, please do so with 24 hours notice. Otherwise 
you will be charged the full fee for your appointment. 

 
___ I understand cancellation policy. 

 
Confidentiality: 

 
Your patient records and patient information will be kept confidential and shared only when necessary to provide 
care and services, or by your authorization, or when required or permitted by law. 

 



Health History 
 

 
Reason(s) for office visit: 
 
 
 

 
Has your child been seen by another practitioner for this?  
 
 

 
If yes, what type(s) of practitioner(s), and what was/is the outcome?  
 
 

 
 

Please check off any of the following symptoms that your child has in the past or is currently 
experiencing: 

 
 

Past/Current Past/Current  
 

___       ___       Frequent colds ___ ___ Difficulty swallowing 
___ ___ Sinus infection ___ ___ Mouth ulcers 
___ ___ Production of phlegm ___ ___ Grinding teeth 
___ ___ Cough ___ ___ Infections 
___ ___ Recurring ear infections ___ ___ Canker/Cold Sores 
___ ___ Hay fever or allergies ___ ___ Rashes or hives 
___ ___ Hoarse voice ___ ___ Bleeding gums 
___ ___ Recurring sore throat ___ ___ Itching 
___ ___ Frequent swollen gland ___ ___ Eczema 
___ ___ Cradle cap ___ ___ Nosebleeds 
___ ___ Asthma ___ ___ Dry skin 
___ ___ Pneumonia ___ ___ Psoriasis 
___ ___ Bronchitis  
___ ___ Difficulty hearing   
___ ___ Vision problems 
 
 
  



 
 
Past/Current 
 
___ ___ Insomnia/ Nightmares  
___ ___ Night sweating/ heat  
___ ___ Often feel afraid  
___ ___ Behavioral problems 
___ ___ Low energy/ fatigue 
___ ___ Seizures 
___ ___ Anxiety 
___ ___ ADD/ADHD 
___ ___ Headaches  
___ ___ Indigestion 
___ ___ Colic 
___ ___ Belching 
___ ___ Heartburn/ reflux  
___ ___ Bad breath 
 
 

 
 
Past/Current 
 
___ ___ Loose stools 
___ ___ Rectal pain 
___ ___ Change in appetite 
___ ___ Pus in stools 
___ ___ Blood in stools/ black 
___ ___ Hemorrhoids 
___ ___ Constipation 
___ ___ Abdominal pain 
___ ___ Abdominal bloating 
___ ___ Jaundice as a baby 
___ ___ Gas/ flatulence 
___ ___ Frequent diarrhea 
___ ___ Blood clotting disorders 
___ ___ Tics  
___ ___ Genetic/ inherited syndromes or 
conditions (please specify)_____________ 
____________________________________ 

 
Female Patients: 

 
Age of menses onset: __________________________ 

 
Please check all that apply: 

 
Past  /  Current  
___  ___  PMS  
___ ___ Vaginal infections 
___ ___ Breast tenderness 
___ ___ Painful periods 
___ ___ Irregular periods 
___ ___ Abnormal bleeding  

 
 

Blood Work: When was the last time your child had blood work, if at all?  
 
 
What lab tests were done? 



 
 
Vaccinations 

 
MMR: _____Yes _____No _____Some 
Hep B: _____Yes _____No _____Some  
Chickenpox: _____Yes _____No _____Some  
Hib _____Yes _____No _____Some 
DTaP: _____Yes _____No _____Some  
Influenza: _____Yes _____No _____Some  
Pneumococcal: _____Yes _____No _____Some  
Polio: _____Yes _____No _____Some 

 
Birth 

 
What type of birth did your child have? (please check all that apply) 
Home _____ Birthing Center _____ Hospital _____ Birthing Doula _____ Midwife _____ 
Medical Doctor _____ Water birth _____ 
Other _____Please describe_________________________________________________ 

 
 
Please describe any complications that may have occurred during the birth or pregnancy of this 
child, including emotional issues/stressors. 
 

 
 

FAMILY HISTORY:  
Please list any relevant family health history, including allergies, major illness, relevant 
mental/emotional health, digestion, sleep, etc. 
 
 
 
 

 
 

Major Hospitalizations/Surgeries – Please list any hospitalization or surgeries your child has 
undergone including date of occurrence: 
 

 
 



 
 
Medicines, Herbs, Supplements -- Please list any that your child is currently taking: 
 
 
 
 
 
How many times has your child taken Antibiotics?  
 
Did you supplement with probiotics (acidophilus)?  

 
Please list any known medication allergies:  
 

 
Diet 

 
Is (was) your child breastfed or formula fed?  
_______ Breastfed only _______ formula only _______ both 

 
Until what age was she/he breastfed?  

 
Was the formula soy, cow milk, or goat milk based?  

 
What was solid first introduced?  

 
Please describe your child’s typical daily diet: 
 
Breakfast ________________________________________  
 
Morning Snack ____________________________________  
 
Lunch ____________________________________________  
 
Afternoon Snack ____________________________________ 
 
Dinner_____________________________________________  
 
Evening Snack ______________________________________ 

 



 
 
Please describe any restricted diet your child follows now or in the past:  
 
 

 
Please list any known food allergies/sensitivities: 
 
 
 
Please list your health concerns for your child in order of importance: 
 
 

 
Please describe an average day of activities for your child.  
 
 

 
Please describe the living arrangements for your child. Including circumstances such as joint 
custody, co- sleeping, siblings, etc. 
 
 
 

 
What are your expectations and/or hopes for the outcome of this treatment? 
 
 
 

 
Please provide any additional information about your child’s health not covered by the above 
questions (if you need additional room please use the back of this paper).  

 
 

 


