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Dear Parents and Children, please take a moment before your first appointment to answer the questions below.  Parents, it may be easier for you to answer many of the questions, and please consult your child or allow him/her to answer questions such as “What concerns would you like to address?”, “What do you do for fun?” etc. You may circle or star any questions you wish to discuss further during our meeting.  Please call Mischa at (617) 935-3941 if you have any questions before your initial visit.  



             Today’s Date _______________________

Name________________________________________  Parent’s name _______________________________________________


Address____________________________________________________________________________________________________

Telephone: Day________________________  Night__________________________  cell _________________________________

Email address:  ___________________________________ Best way to contact you:_____________________________________

Date of Birth _____________ Age______ Place of Birth______________ Ethnicity/Nationality of Parents___________________

Religion _____________Eye Color_________ Hair color _______________Height __________  Present weight _______________

Grade ______________ School ________________________________________ on a scale of 1 to 10 how much fun? __________

Favorite subject or classes: ____________________________________________________________________________________

Where and when have you lived or traveled outside the U.S. and Canada? ____________________________________________

What concerns would you like to address?     



    How long have you had these conditions?

1._________________________________________________________________     ______________________________________

2._________________________________________________________________     ______________________________________

3._________________________________________________________________     ______________________________________

What other health related issues, surgeries, major or recurring illnesses or conditions do you have/have you had in the past?

Year/Condition_______________________________________________________________________________________________

Year/Condition_______________________________________________________________________________________________

Year/Condition_______________________________________________________________________________________________ 

Please list any other major health concerns:

____________________________________________________________________________________________________________
Relationship
Name/Age

 Significant health notes; how often do you see this person?

Father

_____________________    _____________________________________________________________________

Mother

_____________________    _____________________________________________________________________
Step-parent(s)
_____________________    _____________________________________________________________________

Brothers

_____________________    _____________________________________________________________________

Sisters

_____________________    _____________________________________________________________________

Step-sibling(s)
_____________________    _____________________________________________________________________

Living situation:  ( Living with both parents  ( Parents divorced/separated; living with _______________________________

( Other ____________________________________________________________________________________________________
Check conditions that apply to you, circle those that apply to family members:

( Diabetes
( Cancer___________  
( Depression

( Kidney Disease/stones
( Heart Disease

( Stroke        
( High Blood Pressure 
( Nervous Illness

( Allergy/Asthma
( Gall stones 

( Addiction    
( Thyroid condition
( Digestive Issues, IBS
( Ulcer


( Obesity

( Arthritis
( Headaches/Migraines
( Bleeding tendency 
( Other_____________________________________

Please check boxes and indicate how often you eat the following (daily, weekly, monthly, etc.)

	O  Dairy products
	O  Red Meat
	O  Soft drinks

	O  Pasta, bread
	O  Fish
	O  Pastries

	O  Soy products
	O  Fried Foods 
	O  Margarine

	O  Wheat products
	O  Nuts & Seeds
	O  Coffee

	O  Citrus Fruits/juices
	O  Vegetables
	O  Candy

	O  Butter
	O  Fruit
	O  Chips


What are your favorite foods? __________________________________________________________________________________

What foods do you crave? ________________________________  Do you prefer sweet or savory/salty foods? _______________

Are you allergic or sensitive to any foods? ______________________________________________________________________

What types of fruits and veggies do you eat? _____________________________________________________________________

What types of oils do you use for cooking? _______________________________________________________________________

How often do you eat at restaurants? _______________________How often do you eat at home? _________________________

Do you follow or have you ever followed a restricted diet?  Which one(s) and for how long? ______________________________

____________________________________________________________________________________________________________
Typical breakfast_____________________________________________________________________________________________

Typical lunch________________________________________________________________________________________________

Typical dinner________________________________________________________________________________________________

Snack(s) & Times eaten: _______________________________________________________________________________________

How much water do you drink in a day? __________________________  Do you eat organic foods? ________________________

Have you had allergies to medicines, alcohol or other items?  Yes __ No __ List: _____________________________________

Are you missing any organs? __________________________________________________________________________________

Have you had any traumatic experiences not treated medically (death of a loved one): _________________________________

____________________________________________________________________________________________________________

What extracurricular activities do you do?  
	Type of Activity________________________
	How often _________________________

	Type of Activity________________________
	How often _________________________

	Type of Activity________________________
	How often__________________________


What else do you do for fun?

Medications currently or previously used, including over the counter medications:

	Name
	Dosage / Frequency
	Duration

	
	
	

	
	
	

	
	
	

	
	
	


Supplements, vitamins, herbs currently used:

	Name
	Dosage / Frequency
	Duration

	
	
	

	
	
	

	
	
	

	
	
	


For parents: What changes do you hope to see as your daughter/son begins taking herbal medicines?  

For children: What do you hope to change about your health and the way you feel?  

What are your special talents?  What are you really good at?

What are your goals for the future?

General Questions:

How many hours of TV do you watch per day? ________________________________________​

Which shows do you watch? __________________________________________________
How many hours of video, computer or similar games do you play each day? ______________
How many hours do you spend on homework or schoolwork each day? ____________________​
●-----------------------------------------------------------------------------------●

As an infant or young child



Was there anything unusual or difficult

( Frequent ear infections



about this time? (i.e. fussy child, frequent
( Frequent use of antibiotics


vomiting, poor sleeper, etc?)
( Cradle cap






( Eczema or dermatitis

( Breastfed (How long? ___________)

( Bottlefed (How long? ___________)

Emotional and Mental Wellness

( Acts up in school

( Irritable

( Difficulty concentrating

( Withdrawn

( Short tempered

( Prefers to be with others

( Prefers to be alone

( Hyperactive

( Difficulty getting along with friends and family

Digestion and Elimination

( Daily bowel movements

( Tends to constipation

( Tends to diarrhea

( History of urinary tract infection

( Picky eater

( Frequent gas and/or bloating

( Tendency to upset stomach

( Strong hunger

( Frequently not hungry

Immune System

( Hay fever or allergies

( Asthma

( Gets ill frequently

( Eczema

( Cold bodied

( Warm bodied

( Injuries heal slowly

( Dry skin, frequent chapped lips

( Oily scalp or hair

( History of pneumonia or bronchitis

( History of chicken pox 

( Acne

( Impetigo

Other

( Bad dreams/night mares

( Frequent earaches

( Chemical exposure (wooden play structures, lawn sprays, pet’s flea medication, new carpet, lead paint, etc.)

( Can’t gain weight

( Can’t loose weight

( Muscle spasms or cramps

( Difficult to call asleep

( Doesn’t sleep through night

( Bed wetting

( Difficult to wake in morning

( Frequent headaches

( Nosebleeds

( Cold sores

( Frequent sore throat

( Warts

( Low energy/often fatigued

ADDITIONAL THINGS YOU WANT TO MENTION:
Favorite 

Taste:__________ Season: _________ Weather:__________ Color: ________ Music:________
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