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Personal Information
Date Questionnaire Received Date of Initial Consultation
Child’s Name First Name: Last: M.l.:
Child’s D.O.B. Sex: Social Security #:
Parents’ Names:
Address: Street: City:
State: Zip: Phone Number: ()
Cell Phone: ()

Siblings:  Name: Sex: CBO.

Male/Female

Male/Female

Male/Female

Male/Female
Parent’s Occupation(s): Mother:

Father:

Referred by:
Primary Care Physician:
Street Address: City: State:
Zip: Phone Number: ()

Please list diagnoses and explanations (includatgs) given for child’s condition:

Other problems to be addressed:

Please bring several pictures of your child, thatmay keep, specifically portraying the change h&he hag
experienced i.e. if your child has regressed, binngjctures that clearly show them before regmgsand
after regression. We would also appreciate a valdxefore regression and after regression. Yauwish
keep a video as he/she undergoes treatment.




PERSONAL INFORMATION (Continued)

Describe your child to me, including his or hertbirg. Please be as detailed as possible.

When did you notice your child’s problem?

What did you notice?

Was the onset of your child’s problem sudden odgad?

Was there any event or iliness that you or oth@rktbrought on your child’s symptoms?

Please make note of any other event, action, let.ybu think may have some bearing/relationshipotar
child’s condition. Again, be detailed as poss#dohel do not hesitate to mention anything no mater small
or insignificant, that you believe is related tauy@hild’s problems:




CHILD'S MEDICAL HISTORY

PRIMARY DOCTOR(S)

NAME

PHONE NUMBERS

CITY/STATE

THERAPIST(S)

Speech-Occupational-Physical-Other

NAME

TYPE OF
THERAPIST

PHONE

CITY

STATE

HOURS/WEEK

OTHER CARE GIVERS

NAME

PHONE

CITY

Date of
Evaluation

SPECIALTY

SPECIALIST(S)

NATUROPATH(S)/HOME

OPATH(S)

NUTRITIONIST

OTHER




PRENATAL HISTORY

Maternal age at delivery: # oédhancies/births prior After thigdch

llinesses during pregnancy:

Medication during pregnancy:

Heavy Metal Exposure during pregnancy (increased/swordfish/sea bass consumption; dental work: r
canal, amalgams; fluvax; Rhogan injection

Other complications during pregnancy:

Complications during labor and delivery:

Mode of delivery: C-section/vaginal? If C-sectiexplain why:

If vaginal delivery, did you have forceps/vacuum?

Medication(s) during labor and delivery?

Full term/premature? How many weeks?

Complications after delivery?

Medications given to child during hospital stay?c{uding Immunizations)




DIETARY/NUTRITIONAL HISTORY

Breast-fed? If yeswhong? months
Bottle-fed? If yes, brand of formila Begun at what age?  How long?
Foods? Begun at what age? First foods?

Know allergies to food?(please list)

Suspected sensitivities to foods? Please list):

Food cravings:

FOODS MY CHILD EATS: (Place an X in appropriate column)

Used to eat a lot but no

3-5 times 1-3times Never or
longer does

FOOD Daily per wee per week | Almost Never

Cookies

Candy

Sweet foods

Caffeine (soda,
tea, etc.)

Chocolate

Milk: whole

2%

1%

Skim

Cheese

Ice cream

Salt foods

Meat

Pasta

Bread: white

wheat

aher




DIETARY/NUTRITIONAL HISTORY (continued)

Place an X in the most appropriate descriptionwealbyour child’s diet:
Mostly baby food

Mostly carbohydrates (bread, pastg, etc

Mostly dairy (milk, cheese, etc)

Mostly meat

Mostly Vegetarian

Other Describe:

Please describe your child’s stool pattern (Examaily, foul, large, mushy, etc.):

Please list the foods and beverages normally coaduoy your child for three typical days:

DAY 1

Breakfast

Morning Snack

Lunch

Afternoon snacks

Dinner

Other

DAY 2

Breakfast

Morning Snack

Lunch

Afternoon snacks

Dinner

Other

DAY 3

Breakfast

Morning Snack

Lunch

Afternoon snacks

Dinner

Other




FAMILY HISTORY

List any allergies, major illnesses, genetic disgaseurologic, bipolar, obsessive compulsive tieeroproblems for child’s family members.

Mother:

Father:

Siblings:

Maternal Grandparents:

Paternal Grandparents:

Others:

SOCIAL HISTORY

Who lives in the home with your child?

Any adopted children in your family?

Pets in the house?

Caregivers besides parents?

List the people most important in your child’s life

Recent changes, losses, births, deaths, divonogrrage, or moves?

Recent Travel

Child’s response to these changes:

Is your child involved in any sports, music, oretlactivities? Please describe:

How does your child interact with other children?

With adults?

What makes your child happy?

Sad?

Angry?

Stressed?

How do you as a parent deal with these emotioysum child?




ENVIRONMENTAL HISTORY

Do you, your child, or any family members practee relaxation, stress management techniques?eRleasribe

Circle appropriate answers to the following questias and describe:

1.) Location of home: City/ Suburban/ Wooded/ fattther (describe):

2.) Water: City/Well purification system:s/ao If yes what kind?

3.) Type of heat: Electric/gas/ oil/ other(descyibe

4.) Do you live near: Power linewoodg industrial area/ water

5.) If you live near water, what type? Swamp/rigeean/other(describe):

6.) Does your home have a lot of:  Dust/ molaAd/ or feather items? If so please describe:

Describe your child’s bedroom:

Bedding: synthetic/down/feather atiess enclosed: Yes/ No Crib/Jr. Bed ulAded

Flooring: Carpet: wall-to-wall €&t rug Wood Glued down Sgtithpad

Window treatments: Shades  Blinds Thimtains heavy curtains valance othesddbe):

Other items in room including furniture, toys, $&af animals, etc.:

Flooring in other rooms:

Child’s bathroom:

Living room?

Family room/play room?

Is your child sensitive to or bothered by the faliog?

Perfumes/cosmetics? mold? eas@list any other known allergies:
Cleaning products? Potlearstes?

Soaps? Animdds{ler)?)

Detergents? olpa?

Dust? Paint?

Other?




DEVELOPMENT HISTORY

Please list the age when the following skills werastered and any problems associated with theks ski

1.) First words:

2.) Phrases or sentence:

3.) Sitting up:

4.) Crawling:

5.) Pulling to a stand:

6.) Walking:

7.) Running:

8.) Walking up and down steps without help:

9.) Jumping:

10.) Put on clothing

11.) Learned to pedal

12.) Rode 2-wheel bicycle




MEDICAL HISTORY

Previous diagnostic studies — Please list datesesudts:

PREVIOUS STUDY

DATE(S)

RESULTS

X-rays

Hearing Tests

EEG

CT Scan (brain)

CT Scan (Other)

MRI
Other:
Other:
Other:
llinesses- Please list appropriate dates and any moplications:
ILLNESS DATE(S) COMPLICATIONS

Ear Infections

Sinus Infections

Bronchitis

Pneumonia

Thrush

Chicken Pox

Seizures

Mono

Other:

Other:




MEDICAL HISTORY (CONTINUED)

Major surgeries — Please describe and give dates:

SURGERY DATE(S) RESULTS

Major injuries — Please describe and give dates

INJURY DATE(S) RESULT(S)

IMPORTANT — Please provide copies of most recent sailts of the following:

BLOOD WORK URINE TESTS STOOL TESTS
IMMUNIZATIONS: Please list dates and any complicatons:
DESCRIPTION
DTP/DTaP

HIB (hemophilus)

Hepatitis B

OPVI/IPV (polio)

Varivax (Chicken Pox)

MMR (measles)

Rotavirus vaccine

Prevnar:

Other:




MEDICAL HISTORY (continued)

Please list approximate dates and any reactioasytanedications taken by your chiMd
THE PAST. If the dates are too numerous, just list the nunalb&mes the medication was
given per year.

TYPES OF

MEDICATIONS DATE(S) REACTION(S) NAME OF DRUG

Antibiotics:

Seizures medications:

Antihistamines:

Steroids:

Antifungal i.e. Nystatin,
Diflucan, Lamisil

Others

NAME DOSAGE PURPOSE RESULTS




MEDICAL HISTORY (CONTINUED)

Vitamins, Minerals, and Supplements — Please list

Brand Name (or Generic)

Dosage | Time of
day taken

Currently being taken

Multivitamins

YES/NO

YES/NO

YES/NO

Vitamin C

YES/NO

YES/NO

YES/NO

Vitamin B

YES/NO

YES/NO

YES/NO

YES/NO

Magnesium

YES/NO

YES/NO

Calcium

YES/NO

YES/NO

Others

YES/NO

YES/NO

YES/NO

Herbal/homeopathic and/or other therapies — Pleadest any other medication of this

type(s) your child has used.

Medical/Therapy

Time when
taken

Effect




SIGNS AND SYMPTOMS

Please an (X) next to any signs/symptoms your ¢hdg demonstrate and note duration &

details is appropriate

nd

Description

Mild

Moderate

Severe

Duration

Unigue Details

Stimming (repetitive actions)

Rocking

Head banging

Self-mutilation

Nail biting

Hand/arm biting

Nail / skin picking

Aggressiveness (hitting,
kicking, biting others)

Mood swings

Irritability/tantrums

Fears/anxieties

Hyperactivity

Inability to concentrate/focus

Fidgety in seat

Impulsive

Dizziness

Seizures

Poor coordination

Problems with buttons, ties,
shaps, or zippers

Processing problems — visua

motor, language, sensory, et¢

Problems with social
interactions

Sensitive to crowds

Trouble remembering

Low self-esteem

Fatigue

Cold hands/feet

Cold intolerance

Recurrent/chronic fever

Flushing

Excessive sweating

Difficulty falling asleep

Night waking

Nightmares

Difficulty waking

Bed wetting/soiling

Daytime wetting/soiling

Numbness/tingling hands ang
feet

Headache

Blinking

Staring




Description

Mild

Moderate

Severe

Duration

Unique Details

Dark Circles/Puffiness under eyes

Eye Discharge

Night-blindness in child/family

Congestion

Dripping nose

Sensitivity to bright lights

Earaches

Ringing in ears

Sensitive to sounds/noise

Bad breath

Nose Bleeds

Acute sense of smell

Hoarseness

Sore throats

Cough

Wheezing

Geographic tongue

Swollen gums

Canker sores

Dry lips/mouth

Diarrhea

Constipation

Foul-smelling stools

Bloating

Passing gas

Belching

Stomachache

Refusal to eat

Sensitive to texture of food

Difficulty swallowing

Food cravings

Grinding teeth

Mucous/blood in stools

Anal itching

Muscle cramps

Tremors

Weakness

Stiffness

Eczema

Psoriasis

Hives

Acne

Seborrhea (cradle cap)

Other rashes

Easy bruising

Itchy scalp

Dry skin/Oily skin

Pale skin

Sensitivity to insect bites




DESCRIPTION Mild  |[Moderate Severe | Duration | Unique Details

Sensitive to texture of clothes

Cracking/peeling hands

Cracking peeling feet

Strong body odor

Soft nails

Thickening of nails

Ridges/pitting of nails

Hite spots/lines on nails

Brittle nails

Tics

SIGNS AND SYMPOMS

Describe any other symptoms you would like me to lkaw about your child:

List any other history, pertinent thoughts or questons that you want to address:
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Kenneth A. Bock, MD
Michael Compain, MD

Rhinebeck Health Center
108 Montgomery Street

Rhinebeck, NY 12572
914-876-7082

Steven J. Bock, MD

Christa Mitchell, RPA-C

METABOLIC CLEARING THERAPY

TESTING SCALE

Rate each of the following symptoms based upon your health profile for the past 30 days.

POINT SCALE

0 = Never or almost never have the symptom
1 = Occasionally have it, effect is not severe
2 = Occasionally have it, effect is severe

3 = Frequently have it, effect is not severe

4 = Frequently have it, effect is severe

DIGESTIVE
TRACT

Nausea or vomiting
Diarrhea
Constipation
Bloated feeling

Belching or passing gas

Heartburn

TOTAL

EARS

Itchy ears

Earaches, ear infections
Drainage from ear

Ringing in ears, hearing loss

EMOTIONS

Mood swings
Anxiety, fear or nervousness
Anger, irritability or aggressiveness

Depression

ENERGY/
ACTIVITY

Fatigue, sluggishness
Apathy, lethargy
Hyperactivity
Restlessness




Shortness of Breath
Difficulty breathing TR

Poor memory TOTAL
Confusion, poor concentration

Poor concentration

Poor physical condition

Difficulty in enacting decisions

Stuttering or stammering

Slurred speech

Learning disabilites ~ eeeeeeee

MOUTH/
THROAT

Chronic coughing TOTAL
Gagging, frequent need to clear throat

Sore throat, hoarseness, loss of voice

Swollen or discolored tongue, gums, lips

Canker sores e

NOSE

Stuffy nose TOTAL
Sinus problems

Hay fever

Sneezing attacks

Excessive mucus formation 0000 cceeeeeee
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