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Dr. Megan Kimberlev, Naturopath.

www.drmegan.net
Email: drmegankimberley@protonmail.com

Datc:

Your Name:

Rclationsiﬁip to Chllc{

Chi]d’s Name:

Age: Date O]C Birth:

Child’s Frimarg Residence:
Na me:

Rc!ationship to (Child:

Address:

Fhone: (Oﬂcice):

(Home):

Altcrna’cc Kcsidcncc/Contact:
Na me:

Relationship to (Child:

Addrcss:

Fhone: (Ox%tc):

(Home):

Rc{:crrcd Bg:

Health Concerns For Your Child:

I.

2.

Other Hcalth (Care Providers:




| ist Medications / Supplcmcnts Your Chlld |s Currcntly Taking
(]ncludc Dosagc):

| ist Medications / Supplcmcnts Your Cl-nlcl Has [Had |n T he Past:

Antibiotics? Yes No If Yes, How many Timesz
| ist Any Major Iﬂncsscs or ]rjurics in Your Child’s | ife With APProximate Dates:

Any Medical Or E_nvironmcntal A”crgics or Hensitivities?

Circlc Ang of Tl')c Fo"owing That Your CI’HH Has Had:

(German Measles (Rubella) Roseola ]mPetigo
Measles Scarlet [Tever Mononucleosis
Chicken Fox Mumps [ ar ]mccctions
Whooping Cough Strep T hroat

ﬂcasc Indicate what ]mmunizations Your Chiid Has Had:

a The USua] Vaccination Frotoco] - Recommended Bg Your Meclical Doctor
a Onlg The Fo”owing (Plcasc indicate):

o} Fcntaccl (dipthcria, Pcrtussisj tetanus, Polio, haemophilus}

o} NeisVac~C (meningococcal)

o [revnar (PneumococcaD

o} Kecombivax (hcpatitis B)

o MMRZ (measles, mumps, rube“a)

o} DFT (diphtheria, Per’cussis, tetanus)

o I:lu Shot

o Varivax? (chicken pox)

o Tctanus Boostcr. Wl’xen?
a Others:

Ang Reactions | o ]mmunizations?




Frcnatal Hcalth

a The Ch Id Was AdoPtecl At Agc __________
Q ]mcormatxon About The Mothers Fregnancg Ancl BlrtE Are UHknown

Mother's Agc At Child’s Birth: e

Flcasc Circlc Any Of The Fo"owing T hat Were F_xPcricnccd Bg The Mother
During Fregnancy:

Blee&ing High Blood Pressure Diabetes
Nausea \/omiting Thgroid Problems
thsical lnjurg [F motional Stress Otherr

Flcase Jndicate Which OF Thc Fo"owing Were UScd by Thc Mother During
Fregnancg:

o | obacco. f:rcqucncgz Alcohol. ]:rec]ucncg: -
a Frcscription Medication:
o Over-the-counter Medications:
a Supplements G_‘]erbs, \/itamins...):
0 Any Other?
Birth History
Frematurc? wks. Latez wks.
\/agina] Birth E_Pidural (Cesarian Section
]:orceps ]nduced Otlner?
Length Oflabour Weight at Birth:

| ist Ang Complications:

Hcasc Indicate Ang OFf The f:o"owing Your Child f:_xpcricnccd Fo”owing Birth.
0 Jaundice 0 Rashes 0 HSeizures
0 Birth ]njuries:

0 birth DeFects:




Diet

0 Ereashcec{? Months. 0 ]:ormula? Tgpe:

What Foods Wcrc ]ntroduccd chcorc lycar of age (In Orc]cr O]C ]ntroduction)?

Did Your Chlld React T o Any OF Thc Foods |ntroduced? Please Aiso Mention
Any K nown Food Sensitivities or Aﬂcrgics.

Describe A TgPical Day’s Diet:

Breaiocast:
Lunch:
Dinner:

Snacks:
Drinks:

Fami]q History

Please |ndicate |f A Close Relative [Has Had Any Of The f:o“owing:

0 A”ergies 0 Diabetes 0 Asthma

0] czema 0 Kic{neg Disecase 0 Arthritis

0 Cancer 0 [Jeart Disecase 0 Tubercu]osis
0 (Gonorrhoea 0 Malaria 0 Deprcssion
0 Others?




Social and [ nvironmental Health

At What /A\gc Did Your Chlld First: Sit UP? o
Crawl?

Describe Your Child’s Sleep Fattcms:

Describe Your (Child’s Tempcrament:

Describe Your Child’s Behaviour/\nc{ Ferpormancc At School:

Where Does Thc Chl]c{ Mostlg Spcnd [His/Her Time?

How Does Your (Child (Get | xercise?

How Much Television Does Your Chllcl Watch?

How O]C’cen Does Your Chllcl Read or Get Read To’?

Is Your (Child Kegularlﬁ Exposed To T obacco Smoke? 0 VYes
Are Tlﬁere Animals ]n The [Home? OVYes 0No

0 No

How Would You Describe T he I motional Climate |n Your Child’s FHome?




Consent Form

| (Farent/GuarCJian’s Name), acknow!edgc that |

am aware naturoPatlﬁic treatment and conventional mcclica[ treatments are not
mu’cua”y exclusive and ] am free to seek or continue medical care from the health

Practitioncrs of my choice for my child.

] hereby authorize and consent to naturoPathic examination and treatment of

(child) ]35 Dr. Mcgan Kimberleg, BPSc, N.D..

5ignaturc: Date:




