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PEDIATRIC INTAKE

I appreciate your willingness to fill out this form as completely as possible. It is invaluable
information for developing a treatment plan tailored to your child’s individual needs.

General Information

Child’s Name: Date:

Name of Parent(s)/Legal Guatdians:

Relationship to child:
Address:

City: State: Zip Code:
Phone (home): (cell):

May we leave phone messages relating to your child’s visits> YES ~ NO

Child’s Age: Child’s Date of Birth: Gender:

How did you hear about this clinic?

Has any other family member already been a patient at the clinic?

Emergency contact: Relationship:
Address:

Phone:

Name of Pediatrician: Phone:

What is the reason for your child’s visit today? List in order of importance if more than one. Include
how long your child’s health concern has been going on.

1.
2.
3.

Does this health concern interfere with your child’s daily activities? (e.g. sleeping, playing, eating, etc.)

Is your child receiving other types of treatment for the health concerns listed?

What is your goal for this treatment today?
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Pregnancy and Birth

Please fill in the following information to the best of your knowledge. If the mother’s pregnancy and

birth history are unknown, please skip this section, and fill out the child’s medical history:
Mothet’s age at conception:

Any difficulties with the mother’s pregnancy?

Any complications with the birth of your child?

Child’s health at birth:

Health History
Is your child hypersensitive or allergic to:

Medications? Foods?

Environment/chemicals?

List any major medical events along with dates (include surgeries, hospitalizations, etc.)

Please list any prescription medications, over the counter medications, vitamins or other supplements
that your child is taking:

Did/does your child have any of the following? Please check all that apply:

O Asthma O Frequent colds O ADD/ADHD

O Allergies O Ear infections O Autism Spectrum Disorders
O Eczema O Strep throat O PDD-NOS

O Colic O Diaper rash O Language delay

O Reflux O Jaundice O Delay in getting teeth

O Diarrhea O Nightmares O Delay in walking

O Constipation O Bedwetting O Diabetes

O Stomach aches O Tantrums O Clotting disorder

O Picky eating O Epilepsy/Seizute disorder [ Other:
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Family History:
Has anyone in your child’s immediate family had any of the following? Please check all that apply:
O Diabetes O Heart Disease O Clotting disorder
O High blood pressure O Kidney Disease O Epilepsy
O Arthritis O Glaucoma O Mental Illness
O Stroke O Anemia O Autoimmune condition
O Asthma/Hay fever/Hives O Cancer (please list type of cancer & whom)
O Other:
Pain

Please mark any areas of pain or discomfort your child is experiencing on the diagrams below:
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Diet:

What does your child typically eat? Indicate if they typically skip certain meals:
Breakfast

Lunch

Dinner

Snacks

Beverages (juice, soda, water intake)

Any foods your child does not eat?

Sleep:

Any difficulty falling asleep? Staying asleep?

About how many hours does your child sleep, on average?

Is your child rested when they wake?
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Elimination:

Urination — check all that apply:

O Urinary frequency [ Cloudiness [ Burning [ Waking up >1x/night to urinate
O Urinary retention [ Difficulty = [ Urgency [ Dark yellow urine

Bowel Movements — check all that apply:

O Well-formed stool O Undigested food in stool 0O Hard stools

O Alternating constipation and diarrhea O Blood in stool O Sticky stools
O Incomplete feeling after bowel movement [0 Mucus in stool O Very foul smell
Social History:

Has your child had any recent life changes? If yes, what sort:

Is your child in school? If yes, what grade?

What are your child’s favorite activities?

Does your child enjoy being around peers? Around adults?

Do you have any concerns about your child’s ability to socialize? If yes, explain briefly:

Has your child experienced any trauma? If yes, please explain:

What else do you feel like I should know?
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ACUPUNCTURE INFORMED CONSENT TO TREAT

I hereby request and consent to the performance of acupuncture treatments and other procedures
(described below) within the scope of the practice of Acupuncture and Oriental Medicine on me (or
on the patient named below, for whom I am legally responsible) by Corinne LeBlanc, L.Ac. 1
understand that acupuncturists licensed in the state of Oregon are not primary care providers and
that regular primary care by a licensed physician is an important choice that is strongly recommended
by this practitioner.

Acupuncture: I understand that acupuncture is performed by the insertion of needles through the
skin at certain points on the surface of the body in an attempt to treat bodily dysfunction or diseases,
to modify or prevent pain perception, and to normalize the body’s physiological functions. I am
aware that certain adverse side effects may result. These could include, but are not limited to: local
bruising, minor bleeding, fainting, pain or discomfort, and the possible aggravation of symptoms
existing prior to acupuncture treatment. I understand that no guarantees concerning its use and
effects are given to me and that I am free to stop acupuncture treatment at any time.

Moxibustion: I understand that if I receive moxibustion as part of therapy, there is a risk of burning
or scarring from its use. I understand that I may refuse this therapy.

Chinese Herbs: I understand that substances from the Chinese Materia Medica may be
recommended to me to treat bodily dysfunction or diseases, to modify or prevent pain perception,
and to normalize the body’s physiological functions. I understand that I am not required to take
these substances but must follow the directions for administration and dosage if I do decide to take
them. I am aware that certain adverse side effects may result from taking these substances. These
could include, but are not limited to: changes in bowel movement, abdominal pain or discomfort,
and the possible aggravation of symptoms existing prior to herbal treatment. Should I experience
any problems which I associate with these substances, I should stop taking them and call
Flow Natural Health Care as soon as possible.

Acupressure/Massage: I understand that I may also be given acupressure/massage as part of my
treatment to modify or prevent pain perception and to normalize the body’s physiological functions.
I am aware that certain adverse side effects may result from this treatment. These could include, but
are not limited to: bruising, sore muscles or aches, and the possible aggravation of symptoms existing
prior to treatment. I understand that I may stop the treatment if it is too uncomfortable.
Electro-Acupuncture: I understand that side effects of electrical stimulation may include electrical
shock, pain or discomfort, and the possible aggravation of symptoms existing prior to treatment.

I understand that there may be other treatment alternatives, including treatment offered by a licensed
physician, which would be beneficial to my health and may be recommended by this clinic.

I have carefully read and understand all of the above information and am fully aware of what I am
signing. I understand that I may ask my practitioner for a more detailed explanation. I give my
permission and consent to treatment.

Patient printed name

Parent/guardian printed name (if patient is a minor)

Patient Signature (or parent or guardian of patient is a minor)

Date
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YOUR HEALTH INFORMATION PRIVACY RIGHTS

Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain
privacy rights concerning your health care information. Under this law your health care provider
generally cannot give your information to your employer, use or share your information for
marketing or advertising purposes, or share private notes about your mental health counseling
sessions without your written consent. As one of your health care providers it is our responsibility to
keep your information safe and secure. We also need to make sure that your information is protected
in a way that does not interfere with your health care. It is important that you understand that
your information can be used and shared in the following ways:

¢ For your treatment and care coordination. Multiple health care providers may be involved in
your treatment directly and indirectly.

*  With your family, friends, relatives or others that you identify who are involved in your health
care or health care bills.

* To protect the public’s health, such as reporting when the flu is in your area.

¢ Obtain payment from third party payers.

In order to provide you with service that best meets your privacy needs, please tell us how to best
contact you when needed. If you have no specific requests we will use your information provided on
the intake form. Please check all that apply:

O Please do not phone me at Use this alternate phone number:
O Please do not leave messages at/on:  Cell phone Work Home.
O Please do not contact me by email.

O Please send mail, including my bills, to this alternate address:

Patient name (Please print. Include parent/guardian name if patient is a minot).

Patient Signature (Parent/guardian signature if a minor) Date
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OFFICE POLICIES & FINANCIAL AGREEMENT
Please read and initial the following statements:

Payment for all services and medicinary items is due at the time of the your visit. In the
event that your insurance company denies benefits or makes a partial payment, you are
responsible for any balance due.

We accept cash, checks, Visa or MasterCard. Returned checks will be subject to a $35.00
NSF fee.

Most insurance companies do not cover pharmacy items that may be prescribed and/ot
dispensed at Flow Natural Health Care or elsewhere.

You will be charged a Missed Appointment Fee of $40.00 for any missed appointments or
cancellations of less than 24 hours notice. Insurance companies do not cover late
cancellation fees.

I have read and understand the above stated policies of Flow Natural Health Care LLC and will
comply with them in all respects.

Patient Name (Please print. Parent or guardian if patient is a minor).

Patient signature (Parent or guardian if patient is a minor) Date

For Patients with Insurance:

MEDICAL RELEASE: I hereby authorize the release of medical information necessary to process
my insurance claim and any future insurance claims, without obtaining my signature on each claim.
This may include intake forms, chart notes, reports, correspondences, billing statements and any
other information to my attorneys, health care providers and insurance case managers.
AUTHORIZATION OF PAYMENT: I authorize payment of medical benefits directly to Flow
Natural Health Care.

I am responsible for all charges of all services provided. In the event that my insurance company
denies benefits or makes a partial payment, I am responsible for any balance due. This may not apple
to insurance companies that I am under contract with.

Signature: Date:



