
        

             Integrative Healthcare Center  
 
 
 
 
PATIENT INFORMATION             
Date: _________________________ 
Name: _________________________ 
Called Name: ____________________ 
Address: _______________________ 
______________________________ 
Phone: _________________________  
 
Female: _____ Male: _____    
Age: _____        
Birth date: __________         Are you choosing to utilize insurance for  
             this account?  
SSN: _________________________    
             If yes, please complete the following  
Mother’s Name: __________________       information for the cardholder:  
Mother’s Address: ________________       Name: ________________________  
______________________________    
Mother’s Home Phone: ______________       Birth date: _____________________  
Mother’s Cell Phone: _______________ 
             SSN: _________________________ 
⁭ Same as above 
             Assignment and Release 
Father’s Name: ____________________                   I understand that I am financially  
Father’s Address: __________________                   responsible for all charges whether paid  
_______________________________                 or not paid by the insurance company.  I  
Father’s Home Phone: _______________       hereby authorize the doctor to release all 
Father’s Cell Phone: _________________                   information necessary to secure the  
              payment benefits.  I authorize the use of 
⁭ Same as above             the signature on all insurance submissions. 
          
                        _____________________________

             Responsible Party Signature   
 
             ____________________________ 
               
 
 

 



Is your child here for a preventative check-up?   Yes: _____  No: _____ 
If no, what is the reason for the visit? 
_____________________________________________________________________ 
_______________________________________________________________
_______________________________________________________________ 
_______________________________________________________________ 
 
Please check conditions or symptoms your child currently has or has had in the past: 
___Allergies     ___Ear Infections 
___Asthma     ___Eczema/Skin Problems 
___Attention Problems/ADD/ADHD  ___Growing Pains 
___Back Pain     ___Headaches 
___Bed Wetting    ___Recurring Fevers 
___Bronchitis/Upper Respiratory Infections ___Scoliosis 
___Chronic Colds     ___Seizures 
___Colic     ___Sinus Trouble 
___Constipation/Diarrhea   ___Temper Tantrums 
___Digestive Problems    ___Other __________________________ 
___Ear Infections         ___________________________ 
 
Has your child had any major falls/injuries/surgeries? 
_____________________________________________________________________
_____________________________________________________________________ 
_____________________________________________________________________ 
 
Please list any medications or vitamins/supplements your child may be taking: 
  Medications    Vitamins/Supplements 
____________________________ ______________________________ 
____________________________ ______________________________ 
____________________________ ______________________________ 
 
# Of doses of antibiotics your child has taken: ____6 months  ____ during lifetime 
 
Were there any complications in pregnancy or birth of this child? 
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________ 
 
Any dietary preferences/restrictions your child may have: 
_____________________________________________________________________
_____________________________________________________________________ 
 
Does your child consume any of the following?  Please check: 
___Juice          ___glasses/day  ___Sugar             ___/day 
___Soda         ___/week   ___Processed Food ___/week 
___Milk        ___glasses/day  ___Sweeteners 
___Fast Food        ___/week   ___Other ____________________ 
                           _________________________ 
 



Please record all food and drinks consumed for five consecutive days. 
 
DAY 1 
BREAKFAST: 
 
 
 
LUNCH: 
 
 
DINNER: 
 
 
 
SNACKS: 
 
 
DAY 2 
BREAKFAST: 
 
 
 
LUNCH: 
 
 
DINNER: 
 
 
 
SNACKS: 
 
 
 
DAY 3 
BREAKFAST: 
 
 
 
LUNCH: 
 
 
DINNER: 
 
 
 
SNACKS: 
 
 
 



 
DAY 4 
BREAKFAST: 
 
 
 
LUNCH: 
 
 
DINNER: 
 
 
 
SNACKS: 
 
 
DAY5 
BREAKFAST: 
 
 
 
LUNCH: 
 
 
DINNER: 
 
 
 
SNACKS: 
 
 
 
 
Please list any medications/ supplements you have recently taken and are presently taking 
 
 
 
 
 
 
 
 






