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Pediatric Intake Form

Dr. Gigi Vincentine, R.Ac., R. TCM. P.

Confidential

Personal Profile
Patient Name ___________________________ Age____ Date of Birth ______________

Emergency Contact ________________H___________W___________C___________

Mailing Address ____________________________________________PC:___________

Email Address ___________________________________________________________
Reason for Visit __________________________________________________________

Physician’s Diagnosis _____________________________________________________

What other Therapies have you Tried ________________________________________

Have you Tried Acupuncture Before _________________________________________

Medical History
Birthing Details: _____Lbs, Location _________, Breastfed Y/N, How Long? ________

Any Complications _______________________________________________________

Vaccinations Y/N   Any Complications? ______________________________________

Illnesses Past or Present ___________________________________________________

Medications ____________________________________________________________

Supplements ____________________________________________________________

Social Behaviour or Mood Tendencies _______________________________________
______________________________________________________________________

Food/ Environmental Allergies ____________________________________________

Typical Daily Diet: _____________________________________________________




Good   Fair      Poor 

Bowel Movements
G
F
P
_________________________________

Urination           
G
F
P 
​​​​​​​​​​_________________________________

Sleep


G
F
P
_________________________________

Breathing/Phlegm
G
F
P
_________________________________

Avoiding Colds
G
F
P
_________________________________

Exercise  

G
F
P
_________________________________

High Fevers
Y / N  ____________________________________________________

Seizures    
Y / N  ____________________________________________________

Skin problems Y / N  ____________________________________________________

Headaches 
Y/ N  ____________________________________________________

Family Medical History

Please list any family history conditions ____________________________________

_____________________________________________________________________
Please let me know of any other pertinent information _________________________
_____________________________________________________________________

Signature ___________________________Date______________________________

