
Pediatric Client Information

Name _________________________________  Date________  Birth Date _____________( F ( M 

Address_____________________________________________________________________


City____________________  State____  Zip_______  SS#____________________________

Home phone _______________​__ Work phone __________________ (Mother/ Father/Other)
Mother's Name ________________​ Father's Name ________________​ Parents:  (Married  ( Single   

Other Guardian _________________ Relationship _________________

Person to be notified in case of Emergency:  ________________
Relationship ______________

Insurance_______________   Phone______________Group #

      ID#

It is your responsibility to know the extent of your insurance coverage and copays if applicable. 

What health care is your child presently receiving? 
Primary Care________________________ Specialty Care______________________  Date of Last physical _______ Where? ___________

How did you hear about our Clinic?__________________________________________________

	Service
	Fee

	First Office Visit, adult 90 min
	$175

	First Office Visit, child under 14 years 60 min. 
	$140

	
	

	Return Office Visit, per hr. rated accordingly
	$125

	
	

	Page, per complaint 
	$25

	Blood Draw
	$25

	Missed appointment
	$25


· Payment for services, laboratory tests and pharmacy items are due at time of service (cash, check, Visa, MasterCard)

· Charges for pharmacy items or laboratory tests are separate from fees for service. 

· Pharmacy refill orders require 24 hr. to be filled.

· No returns are allowed on compounded pharmacy (tincture, creams, etc.) or on special orders.  

· Pharmacy items can only be returned with doctor’s authorization and are subject to a 15% restocking fee.

· Balances will be assessed a finance charge of 1.5% per month (18% per year)

· If you must miss your appointment, please call and cancel more than 24 hours ahead to avoid being charged for the appointment.

· If the clinic is closed, please do not disturb the other tenants in the building. 

Signature:________________________________________  Date:_________________________



(Parent or legal guardian)

Mandatory Disclosure of Information and Informed Consent

for Treatment at Brattleboro Naturopathic Clinic.

You are the most important person on your health care team. You are entitled to receive clear and understandable information about the options for and methods of therapy, techniques used, and the duration of therapy. If you have any questions about your treatment, please feel free to contact Brattleboro Naturopathic Clinic.   You may seek a second opinion from another health care professional, or terminate therapy at any time.

I understand that methods of treatment may include, but are not limited to:  diet and lifestyle therapies, nutritional counseling, therapeutic use of nutrients (including oral, intramuscular injection or intravenous infusion), herbal medicine, acupuncture, moxibustion, cupping, electrical stimulation, infrared, ultrasound, soft tissue manipulation and/or joint manipulation.

Naturopathic Pharmacy: 

· I understand that pharmacy items need to be prepared and consumed according to the instructions provided orally and in writing.

· Herbal Medicine: I understand that some herbs may need to be prepared. I understand that herbal tinctures are usually prepared with alcohol and will inform the physician if I cannot use them. 

· I understand that some pharmacy items may have an unpleasant smell, taste or texture, which is not a reason for returning an item.  However, I will immediately notify Brattleboro Naturopathic Clinic of any unanticipated or unpleasant effects associated with a pharmacy item.

Manual Therapy:  I understand that a minority of patients may notice stiffness or soreness after the first few days of treatment.  I understand that the risk of more severe complications due to joint manipulation have been described as “rare”, having been estimated at one in one million to one in twenty million, and is even further reduced by the use of screening procedures as used by your doctor. With this consideration, I understand and am informed that, as in the practice of medicine, in the practice of manual therapy there are some risks to treatment, including but not limited to dislocations, strains and sprains, fractures, disc injuries or strokes.  

Photography, either conventional or digital may be utilized to record my condition.  Photography of my condition may also be used to illustrate a patient’s condition or an aspect of treatment for educational purposes.  I understand that photographs form a part of my medical records and are protected in the same way as any other medical record and if used for medical illustration my privacy will be protected. 

I do not expect my doctor to be able to anticipate and explain all risks and complications of treatment, and I wish to rely on them to exercise judgment during the course of treatment, which the doctor thinks at the time is in my best interest based upon the facts then known.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content and to discuss with your doctor the nature, purpose, risks and benefits of treatments provided.  I understand that not all of the above-named procedures may be utilized for my treatment.  I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.  I understand that results are not guaranteed.  I hereby request and consent to the treatment and use of the procedures listed above on me (or on the patient named below, for whom I am legally responsible).  

___________________________________________________________________________

Patient signature (or guardian, if minor)

date

 Printed name (guardian and minor if applicable)

Pediatric Intake Form

Patient's Name ________________________(F (M Date ___________Date of Birth ___________
Parents (Married   (Separated   (Divorced​


Mother's Occupation______________________________________ Full or Part Time

Father's Occupation______________________________________
  Full or Part Time

Siblings: Name
Age


Health Problems
1) 
2) 
3)
4)

Others Residing In Home
Relationship__________
Daycare/Preschool/ School __________________________________________________________


How Many Hours Each Day? _____  Days Of The Week?___________________________________
Interaction With Relatives: Who __________________________________How Often? ___________
	Present Health Concerns
	Date of Onset
	Current Treatment

	
	
	

	
	
	

	
	
	

	
	
	


Serious Injury or Illness (year and cause)  ______________________________________________
​

Hospitalizations/Surgeries (year and reason):____________________________________________



Patient's Name ________________________(F (M Date ___________Date of Birth ___________
	Allergies and Sensitivities

(Drugs, Foods, Environmental, Chemicals, Etc)
	Symptoms during an allergy attack?

	
	

	
	

	
	


Current Medications (prescription, non-prescription, vitamins, herbs, etc. Include pills, tablets,

liquids, ointments, suppositories, etc. 
indicate dosage)
	Medications
	Current
	Past
	Frequency
	Supplements 
	Current
	Past 
	Dose

	Aspirin
	
	
	
	Vitamins
	
	
	

	Tylenol
	
	
	
	Minerals
	
	
	

	Antibiotics
	
	
	
	Herbs
	
	
	

	Decongestants
	
	
	
	Fluoride
	
	
	


Other ___________________________________________________________________________

Mother's health during pregnancy: (check; then describe below)
Age at pregnancy______
· Alcohol Consumption

· Bleeding
· High Blood Pressure

· Medications

· Nausea

· Recreational Drugs
· Smoking
· Stress
· ​Toxemia 
· Trauma/Injury 

· X-Ray

· Other illness

Was pregnancy ( Easy   ( Difficult     
Term: ( Full     ( Premature    ( Late   Birth Weight______

Explain:  

Place of birth:   ( Hospital    (Home   ( Birth Center  ( Other:__________________
Feeding:  ( Breast Fed   ( Formula Fed  (How long:____________  Type of formula_____________

Age Solid Foods Begun__________  First Foods _________________________________________

Age of Introduction for :  milk________   wheat ________Favorite Foods_______________________

​
Sample Daily Diet: (choose a typical day, include food, liquids and amounts)

Notes(for physician use):
__________________________________________________________________________________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
Childhood illnesses 


Chicken Pox 


Diphtheria	


Ear Infections


German   


    Measles 


Measles


Mononucleosis


Mumps


Pertussis	�
Pneumonia


Polio


Rheumatic 


    Fever 


Rubella


Tonsillitis


Scarlet 


    Fever 


Strep Throat�
�









Immunizations�
Date�
Adverse Reactions�
�
( DTP  or  ( DTaP�
�
�
�
( MMR�
�
�
�
( Polio (( IPV/ ( OPV)�
�
�
�
( Hib�
�
�
�
( Pneumococcus (PCV)�
�
�
�
( Hep B�
�
�
�
( Varicella�
�
�
�
( TB test (pos. or neg?)�
�
�
�
(�
�
�
�









Brattleboro Naturopathic Clinic

1063 Marlboro Road     Brattleboro, VT     05301

802-254-9332/ 802-258-2629 Fax

