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Date:__________________ 
Child’s Name:____________________________________________   (First Middle Last)
Date & Place of Birth: ____________________________________
Birth Time: _______________

Current Age: ________________   Gender:   M   F   
Mother's Name: ___________________________ Father's Name: __________________________ 
Home Phone:____________________________ Parent's Cell Phone:________________________ 
Parent's Email:_____________________________________________________________________

Emergency Contact:______________________ Telephone:___________

Is your child currently receiving health care?
[ Yes ] [ No ] 
If yes, where and from whom?___________________________________________________ 
If no, when and where did your child last receive healthcare?________________________
For what reason?_______________________________________________________

************************************************************************************************

Think about how your child experiences the following areas, and rate according to the following scale: 
0=  Not applicable OR this area does not seem to greatly impact my child negatively 

       or positively at this stage
A=  My child seems to be especially challenging in /challenged by this area OR could 

       use additional support
B= My child seems to especially enjoy, excel in, or be nurtured by this area OR this is my 

      child’s strength
Making and Keeping Friends _______

Relationship with Mother ______

Relationship with Father ______

Relationship with Sibling/s _____
Written Expression _____

Artistic/Creative Expression _____

Verbal Communication _____

Music _____


Athletics and sports  _____

Competition ______

Cooperation _______

Focus ______

Confidence ______
Compassion _______

Nature/ Outdoor Play ________

Spirituality _______

Academic Work _____




Other ______ (Please define)
Would you like to elaborate on any of your responses above?
Please share what you’d like to achieve for your child through flower essences and/or acupuncture, including specific symptoms and overall goals:

What aspects of parenting this child have been most challenging to date, or have provided recurring themes for learning and development (for yourself or your child)?
Birth Mother's Prenatal History 
Mother's age at child's birth? _____ 
Mother's health during pregnancy? _________________ 
Were any of the following experienced during pregnancy?

[ Bleeding ][ Physical or emotional trauma ] [ Depression/Anxiety ]
[ Thyroid problems ]
[ High blood pressure ]
[ Nausea/Vomiting ] [ Illnesses ]
[ Gestational diabetes ]

Consumption of:
[ Cigarettes ]
[ Alcohol ]    [ Drugs ]

Surgery __________________________ Medications ______________________________

Other______________________________________________________________________ 
Please include any events, small or large, that stand out to you about this child’s birth.
Child's Birth History 
Term:
[ Premature ] ____ weeks
[ Full ]
[ Late ] _____ weeks 
Length of labor _____________ Any complications?__________________________________ 
Delivery: [ Vaginal ][ C-section ][ Induced ][ Forceps ][ Suction ][ Anesthesia used ] 
At birth: Weight ______lbs. _____ oz.
Height ______ inches 
Did your child have any of the following problems shortly after birth? 
Birth abnormality_________________________ Birth injuries__________________________ [Bluebaby] [Cerebralpalsy] [Seizures] [Jaundice] [Colic] [Fever] [Rashes] 
Other: _____________________________________________________________________

Feeding & Development 

Breastfed?
[ Yes ] [ No ] If yes, how long? __________ 
Reason discontinued _____________________________________________________________ 
Formula?
[ Yes ] [ No ] If yes: [ cow's milk ] [ soy ] [ other ] _______________________ 
Age began solids ______Which foods?____________________________________________ 
Age began: Sitting _________ Crawling _________ Walking __________ Talking __________ 
Age your child: Cut their first tooth ______________ Lost their first tooth ________________ Any deviations off of the standard expected growth chart for height/weight? 
[ Yes ] [ No ]

If yes, please describe: ___________________________________________________ 
Vaccination History

MMR    [ Yes ] [ No ] Age: ______    DPT [ Yes ] [ No ] Age: ______
Hib [ Yes ] [ No ]  Age: _____ 
Hep B  [ Yes ] [ No ] Age: ______
Chicken Pox [ Yes ] [ No ] Age: _______   
Polio[ Yes ] [ No ] Age: ______ 
Others: ______________________________________________________________ 
Any adverse reactions to vaccines?:

______________________________________________________________________________

Social History

Are both parents living in the home?     [ Yes ] [ No ]
Names and ages of siblings, if any:
_______________________________________

___________________________________________________________________________ 
Pets: _________________________________________________________________
Recent travel: __________________________________________________________ 
Recent life changes: _____________________________________________________ 
Does your child attend school? [ Yes ] [ No ]    If yes, what grade? ________________ 
Any concerns about school? _______________________________________________ 
Sports/ Activities/ Hobbies: ______________________________________________________
Please list any particular household stressors your child has witnessed or gone through: 
Emotions & Temperament

How would you describe your child's temperament? __________________________________
Does you child exhibit difficulty with any of the following:

___ Anger 
___ Frustration 

___ Anxiety/ Worry 
___ Sadness 
___ Depression 
___ Irritability

___ Hyperactivity
___ Fear

___ Phobias

___ Low Self-Esteem

___ Concentration

___ Jealousy

___ Tantrums

Sleep 

# of Hours of nighttime sleep:________

Fall asleep _____ AM / PM
Wake up _____ AM / PM 
Naps: [ Yes ] [ No ] If yes, what time and for how long? ____________________________ 
Difficulty Falling Asleep
Why?______________________________________________________ 
Difficulty Staying Asleep
Waking When? ______________ For How Long? ______________ 
Dreams[Yes] [No]       Sleep Quality [Good] [Poor]        Wake Feeling Rested [Yes] [No]
Lifestyle
 a. Please indicate your child’s typical food and beverage intake:

Breakfast: _____________________________________________________________________ 

Lunch: ________________________________________________________________________ 

Dinner: ________________________________________________________________________ 
Snacks: _______________________________________________________________________ 
Beverages: ____________________________________________________________________ 
Is there anything your child refuses to eat? ______________________________________
b. Any dietary restrictions (religious, vegetarian, vegan, etc.)? _________________________ 
c. Quantity of Fluids Consumed Daily: Water _______________ Other ___________________ 
d. Exercise – Type: __________________________ How Often: ___________________________ 
e. Approximate TV/Computer/Electronics hours per day:   homework _____ play ______
Medication/Supplements.

List ALL medications (from the drugstore and/or prescription) your child is taking now: 
List all supplements/vitamins your child is taking now: 
Allergies
Is your child allergic or hypersensitive to any:
Drugs? _____________________________________________________________________________ 
Foods? _____________________________________________________________________________ 
Animals? ___________________________________________________________________________ 
Environmental Factors? _____________________________________________________________
Additional Symptoms
Please place a “C” next to any current symptoms your child experiences, and a “P” next to any symptoms he/she had in the past but are now resolved.

Energy & Immunity

___ fatigue 
___ slow wound healing 
___ chronic infections
___ anemia

___ catch colds easily 
___ suppressed immune system
___ History of antibiotic use

Respiratory/ Skin/ Hair

___ pneumonia 
___ bronchitis 
___ persistant cough
___ shortness of breath 
___ cold hands / feet 
___ wheezing

___ chest tightness 
___ Difficult inhalation 
___ Difficult exhalation
 ___ Productive cough

(color of phlegm? ) 

___ Dandruff/ cradle cap
___ Dry skin 
___ Rashes / hives
___ Eczema/Psoriasis

___ Pimples / acne 
___ Hair thinning/hair loss
___ Other 

Genito-urinary

___ Wake frequently to urinate 
___ Bedwetting
___ Frequent urination 
___ Loss of urine when laughing or 

       sneezing
___ Incomplete urination / retention 
___ Dribbling 
___ Burning urination 
___ Blood in urine
___ Other ____________

Gastro-intestinal

___ nausea/vomiting 
___ stomach aches 
___ gas/bloating 
___ low appetite
___ large appetite 
___ bad breath 
___ tired after eating
___ diarrhea 
___ constipation 
___ finicky eating

If you wish, you can use additional paper to elaborate on any of the above questions or share anything further about yourself or your child.  All information is strictly confidential.
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