
Naturopathic Pediatric Intake Form  Date: _________________ 

General Information 
Child’s name: ____________________________________________________________ 
Date of Birth: ______________    Age: ______________ 
Sex: _________  Height: ___________  Weight: __________ 

Parents or Guardians names: ________________________________________________ 

Address: ________________________________________________________________ 

Telephone (home): _______________         Telephone (guardian-work):______________ 
Email address: ____________________________________________________________ 

Emergency Contact Name, Relation to child, and Telephone: 
________________________________________________________________________ 

Other Health Care Providers and Telephone: 
1. _______________________________________________________________
2. _______________________________________________________________

How did you hear about Naturopathic Medicine at our office? 
________________________________________________________________________ 

Medical Information 
Reasons for visit: 
1.______________________________________________________________________ 
2.______________________________________________________________________ 
3.______________________________________________________________________ 
4.______________________________________________________________________ 

What do you hope to gain for your child from Naturopathic Medicine: 
1.______________________________________________________________________ 
2.______________________________________________________________________ 

Current medical conditions: 
1.______________________________________________________________________ 
2.______________________________________________________________________ 
3.______________________________________________________________________ 

768-500 Country Hils Blvd NE 
Calgary, AB T3K 4Y7 

Dr. Kate Kokoski BA.,ND 
Doctor of Naturopathic Medicine 



Known allergies (environmental, dietary, medications, etc): ________________________ 
________________________________________________________________________ 

Current medications/supplements, dosage, duration of use: 
Medication Dose Duration

1.
2.
3.
4.

Has your child ever had any of the following conditions? (never, mild, average, severe): 

Rubella (german measles) ___________________   Roseola _______________________ 
Measles _________________________________    Scarlet Fever __________________ 
Impetigo ________________________________    Mononucleosis _________________ 
Chicken pox _____________________________    Whooping cough ________________ 
Ear Infections ____________________________    Mumps _______________________ 
Strep Throat _____________________________ 

Past illnesses/surgeries/hospitalizations/injuries: 
1.______________________________________________________________________ 
2.______________________________________________________________________ 

Past medications/supplements, dosage, duration of use: 
Medication Dose Duration

1.
2.
3.
4.

Diet 
How was the infant fed (breastfed/formula/other): 
__________________________________________________________________________ 

At what age was solid food introduced: __________________________________________ 

List of foods introduced prior to 6 months and adverse reactions: 
__________________________________________________________________________ 
__________________________________________________________________________ 

List of food introduced from 6-12 months and adverse reactions: 
__________________________________________________________________________ 
__________________________________________________________________________ 



Dietary restrictions (religious, cultural, vegetarian etc): 
__________________________________________________________________________ 

Food cravings/aversions: 
__________________________________________________________________________ 

Appetite: ___________________________________________________________________ 

Describe a typical day’s diet: 
Breakfast: __________________________________________________________________ 
Lunch: ____________________________________________________________________ 
Dinner: ____________________________________________________________________ 
Snacks: ____________________________________________________________________ 
Beverages (including water and amounts): ________________________________________ 

Bowel movements (quantity/quality-colour, blood, mucus, undigested food): 
__________________________________________________________________________ 

Digestion (gas, bloating, etc): 
__________________________________________________________________________ 
__________________________________________________________________________ 

Prenatal Health 

Complications during pregnancy (eg. Diabetes, nausea, high blood pressure, bleeding, physical 
or emotional trauma): _________________________________________________________ 
___________________________________________________________________________ 

Maternal health and lifestyle during pregnancy (comment on smoking, drinking, caffeine, stress, 
recreational drugs, prescription medications, over the counter medications, and supplements): 
___________________________________________________________________________ 
___________________________________________________________________________ 

Birth History 

Term length (please circle one):     Full        Premature: ______ wks       Late: ______wks 

What was the method of birth (vaginal, c-section, forceps, induced labor, anesthesia etc): 
___________________________________________________________________________ 

Complications of child during or after birth (eg. jaundice, rashes, seizures, birth defects): 
___________________________________________________________________________ 



Health and Development 
How was your child’s health in the first year? 
___________________________________________________________________________ 

Please comment on your child’s temperament and general mood: 
__________________________________________________________________________ 

Describe your child’s fears or phobias: ___________________________________________ 

Please comment on your child’s behavior and performance at school: 
__________________________________________________________________________ 

Please comment on your child’s ability to interact with other children: 
__________________________________________________________________________ 

Family Medical History 

Please list any medical conditions which exist (eg. allergies, asthma, diabetes, etc): 
Mother: ___________________________________________________________________ 
Father: ____________________________________________________________________ 
Siblings: __________________________________________________________________ 
Grandparents: _______________________________________________________________ 

Environment 

Where does your child spend their day (school, daycare, home, other, and who cares for them): 
___________________________________________________________________________ 

Is your child involved in extracurricular activities? If so what are they and how often: 
___________________________________________________________________________ 

How often does your child engage in physical activity, and for how long: 
___________________________________________________________________________ 

Does anyone in your child’s home smoke? ________________________________________ 

Are there animals in the home? __________________________________________________ 

Describe the emotional climate of the home and rate the stress level out of ten: 
___________________________________________________________________________ 

Number and age of siblings, and how does your child interact with them: 
___________________________________________________________________________ 

Thank you for completing this intake form  



Informed Consent for Naturopathic Medical Treatment 

Naturopathic Doctors assess the whole person by taking into consideration the physical, mental, emotional and  
spiritual aspects of the individual. They can use several modalities as part of your child’s individualized treatment 
plan, including Homeopathy, Botanical Medicine, Traditional Chinese Medicine/Acupuncture, Nutrition, Lifestyle 
modification, Counseling, and Bowen therapy. Each treatment plan can include any or all of the above modalities  
depending on the child’s health concerns, and the parent is free to decline any form of treatment as they choose.  

It is very important to inform Dr. Kokoski of any disease/illness your child currently has or has had in the past, as  
well as current medications. Also inform Dr. Kokoski of any allergies or suspected allergies at the first visit so this  
can be taken into consideration in your child’s treatment plan. You should not expect Dr. Kokoski to be able to  
anticipate and explain all risks and complications, and you are encouraged to discuss any questions and/or 
concerns with her. 

By signing this consent form, you agree that you understand that; 
• Dr. Kokoski is not a medical doctor and does not provide prescription medications
• You are free to consult with any other licensed health care provider as you choose and that the treatment Dr.

Kokoski provides is not exclusive, but it is important that she is informed of any other treatment your 
child is receiving in order to avoid negative interactions/side effects

• Should an emergency arise with your child’s health, you should go directly to the nearest hospital emergency
room rather than coming to Dr. Kokoski’s office

• You are ultimately responsible for your child’s health
• Treatment results are variable for each individual and cannot be guaranteed. Treatment plans and lengths are

guidelines only and are subject to change according to individual progress.
• You understand the fee schedule and agree to pay for all costs of visits, supplements, and lab tests as incurred
• There are slight risks associated with treatment by naturopathic medicine, including but not limited to;
1. Homeopathic remedies can occasionally result in the aggravation of pre-existing symptoms, however the duration
is usually short. 
2. Allergic or adverse reactions to supplements or botanical medicines may occur.
3. Pain, bruising, fainting or injury may occur with acupuncture. Puncturing of an organ is a rare possibility
• The treatment your child receives from Dr. Kokoski when requested without a Chiropractic assessment is
separate and distinct from the practice of the Doctors of Chiropracit, and you hereby waive all liability towards the 
aforementioned Doctors for any outcomes of Naturopathic treatment. 

I am not an agent of any private, local, county, provincial or federal agency attempting to gather information without so 
 stating. 

By signing this consent form, I agree that I have read and understand all of the above, including the potential risks and  
side effects of treatment, and thereby authorize my informed consent to my child’s entire course of naturopathic treatment 
by Dr. Kate Kokoski, Doctor of Naturopathic Medicine 

____________________________        __________________________      ______________________ 
Name of child and parent         Signature of parent         Date 

____________________________       __________________________    ______________________ 
Name of witness                       Signature      Date 


