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New Patient Questionnaire (Child)
Name: ______________________________________________________
Date: ______________

Briefly describe your health problems:





DOB: ____/____/____
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When was the last time they really felt good? ______ Days ago/ _______Months ago/ _______ Years ago
What makes your problems worse? (Stress, weather, poor sleep, etc): ____________________________

__________________________________________________________________________________________________________________________________________________________________________

Are they a healthy child? _____Yes
_____No

If no, please explain: ____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have they been diagnosed with any of the following:

_____Allergies


_____Chronic coughing


_____Colds
_____Asthma


_____Chicken Pox 


_____Flu
Date of diagnosis __/__/__ Who Diagnosed you _______________________ Type of Doctor _________

Are you experiencing any of the following: (please indicate 1=mild, 2=moderate, 3=severe):
_____Constipation

_____Diarrhea

_____Hearing problems

_____Frequent Colds 

_____ Palpitations

_____Coughing


_____Wheezing

_____Breathing problems
_____Swallowing Problems
_____Stomach Pains

_____Nausea


_____Vomiting


_____Digestive Difficulties
_____Food Allergies

_____Rashes 


_____Eczema


_____Psoriasis


_____Pressure in Ears

_____Hives


_____Irritability
Family History of: 

_____Cancer


_____Diverticulitis

_____Thyroid Problems

_____Heart Disease

_____Diabetes


_____Stroke

_____Diabetes


_____High Cholesterol

_____Alzheimer’s
_____Arthritis


_____High Blood Pressure
Diet: honestly please describe the child’s primary diet.


Breakfast_______________________________________________________________________


Lunch_________________________________________________________________________


Dinner________________________________________________________________________


Snacks_________________________________________________________________________

Please list ALL of their current medications / what taken for: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have they ever taken antibiotics? _____Yes   _____No


If yes, how long have they been taking them/or took them?________________________________

Have they ever been on long term (weeks) steroid therapy? (prednisone, cortisone)? _____Yes   _____No
Have you ever been on or are on nonsteroidal anti-inflammatory medications? (Vioxx, Celebrex, Naprosyn, Advil, Bextra, Mobic): _____Yes   _____No

Pain Evaluation: Please mark the areas of your pain below. 
Please list in order of importance your priorities you are concerned about: 

1.) ______________________________________________________________________________

2.) ______________________________________________________________________________

3.) ______________________________________________________________________________

4.) ______________________________________________________________________________

5.) ______________________________________________________________________________

Do you have any scars? _____Yes   _____No 
Please indicate on the diagram below any trauma, scars, surgical procedures.

What are you most concerned with regarding the child’s problem?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What do you desire most to get from working with us?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is that worth to you?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Anything else you are concerned with:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent Signature:_______________________________________________
Date:_______________

Thank you for taking the time to help us evaluate your current health and make proper recommendations to get the care that is right for you!









In health & happiness,









Dr. Whitman & Dr. Hagedorn

Pain Evaluation: Please mark the areas of your pain below.  (This is duplicated because it will go into your chart so we can evaluate at each visit your primary priorities).

Please list in order of importance your priorities you are concerned about: 

1.) ______________________________________________________________________________

2.) ______________________________________________________________________________

3.) ______________________________________________________________________________

4.) ______________________________________________________________________________

5.) ______________________________________________________________________________
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