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Dear Patient and Families,
Thank you for taking the time to fill out the following new patient forms before your first visit. If possible, at least one week prior to your appointment, return the completed forms to our office. This will ensure that you are seen as quickly as possible after you’ve walked through our front doors. I hope it will make our time together more efficient and productive. If you prefer you may email or fax us your new paperwork in advance to expedite the process. As a reminder, please bring the following with you to your appointment: 

• Completed new patient forms. Please be as detailed and accurate as possible when filling out the forms. 

• A copy of any blood (lab) work that has been done in the past year. Your provider/practitioners office may fax this directly to us. Fax: 208-938-5679 

• If you take nutritional supplements, please bring your bottles with you to your appointment. 

• Your insurance card or a copy of the front and back of your insurance card. 

• Credit card, check, or cash for your insurance co-payment. 
• Driver’s License (parent/guardian)
No Show Policy --- We require a 24-hour cancellation notice for all scheduled appointments no kept or you may be charged a $75.00 fee for that missed appointment. Insurance does not cover this charge. We ask that you arrive promptly so you will have sufficient time for your appointment.   Initial ___________
Financial ---We participate with most major insurance companies. As a courtesy to you, we will bill your insurance. It is your responsibility to verify your benefits and our participation with your insurance company, prior to your appointment. Patients are responsible for the full balance on their accounts. Deductibles, co-payments and co-insurance amounts are due in full at the time services are rendered. Prior authorization must be received prior to your appointment (s). It is your responsibility to verify authorization has been received. Self pay or no insurance ---Payment is due in full at the time services are rendered, unless special arrangements have been approved by our business office.   Initial ___________
Please feel free to call us if you have any questions or concerns. 

Sincerely, 

Cynthia Culp, NP 

Kara DeLacy, NP 
Colleen Shackelford, NP
Board Certified Family Nurse Practitioners
Name_____________________________________________Date:_________________

GENERAL INFORMATION
Child’s Name: ______________________________________________________________________________
    First 



Middle 




Last 
Preferred Name:   ______________________________________________________________________

     Date of Birth:  ______________________________________________________________________

      Age:   ______________________________________________________________________

Gender
   Male Female 
Mother’s Name:  ____________________________Occupation:_____________________________________
Father’s Name:    ____________________________Occupation: ____________________________________ 

Home Address: _________________________________________________________________________________ 

City, State, Zip: _________________________________________________________________________________ 

Home Phone: ____________________ Work Phone: ______________________ Cell Phone: ___________________ 

Race: African-American Native American Asian Caucasian Hispanic Other ____________________________________________________________________________________ 

Email: _____________________________________________________________________________________

Emergency Contact Name: ____________________ Relation: _______________ Phone: ____________ 

Religious Preference: ______________________________________ 

Referred by: Radio Website Media Friend or Family Member Other_____________
INSURANCE INFORMATION 
Primary Insurance Secondary Insurance 

Primary Ins. Name: __________________________ Secondary Ins. Name: ________________________ 

Group Number: _____________________________ Group Number: _____________________________ 

ID Number: ________________________________ ID Number: ________________________________ 

Guarantor’s Name: __________________________ Guarantor’s Name: __________________________ 

Date of Birth: ______________________________ Date of Birth: _______________________________ 

PHARMACY INFORMATION 
Primary Pharmacy Name _________________________________________________________________ 

Cross Streets ___________________________________________________________________________ 

Phone Number ________________________ 

Compounding Pharmacy Name ____________________________________________________________ 

Phone Number ________________________ 

Mail Order Pharmacy Name _______________________________________________________________ 

Phone Number _________________________
Current/Previous Provider or Physician:

 Name 





Phone Number


Fax Number 
_____________________________________________________________________________________________

Name 





Phone Number


Fax Number 
____________________________________________________________________________________
Name 





Phone Number


Fax Number 
____________________________________________________________________________________

Pediatric Medical Questionnaire
Allergies

Medication/Supplement/Food



Reaction

______________________________________________     
___________________________________________

______________________________________________ 
___________________________________________

______________________________________________ 
___________________________________________

______________________________________________ 
___________________________________________

Complaints/Concerns

What do you hope to achieve in your visit with us? ___________________________________________

____________________________________________________________________________
If you had a magic wand and could help your child in three ways, what would they be?

1.___________________________________________________________________________________

2.___________________________________________________________________________________

3.___________________________________________________________________________________

When was the last time you felt your child was well? __________________________________________

____________________________________________________________________________
Did something trigger your child’s change in health? __________________________________________

____________________________________________________________________________
Is there anything that makes your child feel worse? ___________________________________________

____________________________________________________________________________
Is there anything that makes your child feel better? ___________________________________________

____________________________________________________________________________

When was your child’s last exam? (If applicable) 
Last Physical Exam: ___________ 

Last Lab Work: ___________ 

Last Dental: ___________ 

Last Eye Exam: ___________ 
Last Pap Smear:___________
Cardiac Test  (EKG, Echo)_____________

Has your child had any recent imaging done? (MRI, CT Scan, Ultrasound) : ____________________
Please list current and ongoing problems in order of priority:[image: image2.wmf]Check all family members that 
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	Describe Problem
	Mild
	Moderate
	Severe
	Prior Treatment/Approach
	Excellent
	Good
	Fair

	Example: Difficulty Maintaining Attention
	
	X
	
	Elimination Diet
	X
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


MEDICATIONS

Current Medications

	Medication
	Dose
	Frequency
	Start Date (month/year)
	Reason for Use

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Previous Medications: Last 10 years

	Medication
	Dose
	Frequency
	Start Date (month/year)
	Reason For Use

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Nutritional Supplements (Vitamins/Minerals/Herbs/Homeopathy)

	Supplication and Brand
	Dose
	Frequency
	Start Date (month/year)
	Reason for Use

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


HOSPITALIZATIONS  
None 

	Date
	Reason

	
	

	
	

	
	

	
	


IMMUNIZATIONS

Is your child up to date with immunizations?    Yes   No

Do you feel immunizations have had an impact on your child’s health?    Yes    No

If relevant, attach a copy of your child’s immunization record or see addendum.

PSYCHOSOCIAL
Has your child experienced any major life changes that may have impacted his/her health?   Yes   No

Have your child ever experienced any major losses?   Yes   No

STRESS/COPING
Have you ever sought counseling for your child?  Yes  No

Is your child or family currently in therapy?  Yes   No      Describe: ___________________________

Does your child have a favorite toy or object?  Yes   No

Check all that apply: Yoga  Meditation  Imagery  Breathing  Tai Chi  Prayer  Other: ______

Has your child ever been abused, a victim of a crime, or experienced a significant trauma?  Yes   No

SLEEP/REST

Average number of hours your child sleeps per night: >12  10-12  8-10  < 8

Does your child have trouble falling asleep?   Yes  No

Does your child feel rested upon awakening?   Yes  No

Does your child snore?  Yes  No

ROLES/RELATIONSHIPS
List Family Members:
	Family Member and Relationship
	Age
	Gender

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Who are the main people who care for your child? ____________________________________________

Their Employment/Occupation: ___________________________________________________________

Resources for emotional support?

Check all that apply:  Spouse  Family  Friends  Religious/Spiritual  Pets Other: _____________

GYNECOLOGIC HISTORY (FOR WOMEN ONLY)
Menstrual History

Age at first period: ______ Menses Frequency:______ Length:______ 
Pain: Yes No      Clotting: Yes No 

Has your period ever skipped? ______ For how long? ______

Last Menstrual Period: ___________

Use of hormonal contraception such as: Birth Control Pills  Patch  Nuva Ring     How long?______

Do you use contraception? Yes No  Condom  Diaphragm  IUD  Partner vasectomy

GI HISTORY

Has your child traveled to foreign countries? Yes No Where? ________________________________

Wilderness Camping? Yes  No Where? _________________________________________________

Ever had severe: Gastroenteritis   Diarrhea

DENTAL HISTORY

Silver Mercury Fillings    How many? __________ 

Gold Fillings   Root Canals   Implants   Tooth Pain   Bleeding Gums

Gingivitis   Problems with Chewing 

Do your child floss regularly? Yes   No

PATIENT BIRTH HISTORY

Mother’s Past Pregnancies
Number of: Pregnancies: __________ Live births: __________ Miscarriages: __________
Mother’s Pregnancy Check box if yes and provide description if applicable 
Difficulty getting pregnant (more than 6 months)________________________________

Infertility drugs used Specify:___________
In vitro fertilization____________________ 
Drink alcohol________________________ 
Drink coffee_________________________ 
Smoke tobacco_______________________ 
Take Progesterone____________________ 
Take prenatal vitamins_________________ 
Take antibiotics   During Labor?________
Take other drugs Specify:_______________
Excessive vomiting, nausea (more than 3 weeks) _________________________________
Have a viral infection__________________
Have a yeast infection__________________
Have amalgam fillings put in teeth________
Have amalgam fillings removed from teeth _______________________________________

Number of fillings in teeth when pregnant? _______________________________________
Have bleeding (which months?)__________ 
Have birth problems___________________ 
Group B strep infection________________
Have c-section because of______________
Use induction for labor (such as Pitocin) __
Have anesthesia -what was used?_________
Use oxygen during labor________________
Have an x-ray________________________
Have Rhogam, if so how many shots______

How many when pregnant?__________
Gestational Diabetes___________________
High blood pressure (pre-eclampsia)______
High blood pressure/toxemia____________
Have chemical exposure________________
Father have chemical exposure___________
Move to a newly built house_____________
House painted indoors_________________
House painted outdoors________________
House exterminated for insects___________
PREGNANCY

Total weight gain during pregnancy: __________lb    Total weight loss during pregnancy: __________ lb

Please describe diet during pregnancy: ______________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe labor: ____________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PERINATAL

Pregnancy duration: X  following the week of gestation.
24  25  26  27  28  29  30  31  32  33  34  35 

36  37  38  39  40 (full term)  41  42  43  44 Weeks 

Very active before birth? Yes  No 

Hospital/Birthing Center? Yes  No 

Needed Newborn Special Care? Yes  No 

Appeared healthy? Yes  No 

Easily consoled during first month? Yes  No 

Antibiotics first month? Yes  No 

Experienced no complications first month of life? Yes  No

BIRTH WEIGHT AND APGAR

Weight at birth: ________ lbs Apgar score at one minute: ________ Apgar score at 5 mins: ________

EARLY CHILDHOOD ILLNESSES

Number of earaches in the first two years: ________
Number of other infections in the first two years: ________
Number of times you had antibiotics in the first two years of life: ________
Number of courses of prophylactic antibiotics in first 2 years of life: ________
First antibiotic at ________ months. 
First illness at ________ months.

DESCRIPTION OF DEVELOPMENTAL PROBLEMS

If your child has developmental problems, at what age did they occur? 

0-1months  2-6 months  6-15 months  16-24 months  After 24 months

Is this impression shared among parents and others caring for the child? Yes  No

Does this impression, as to the timing of onset, differ among parents and others caring for the child? Yes  No

Is the impression, as to the timing of onset, weak? Yes  No

Or is the impression strong? Yes  No

DEVELOPMENTAL HISTORY

Please indicate the approximate age in months for the following milestones: (example: walking 14 months): 
Sitting up          _______ months            Never 

Crawl              ________ months            Never 

Pulled to stand ________months            Never 

Potty trained   ________ months            Never 

Walked alone ________ months            Never 

Dry at night    ________ months            Never 

First words (mama, dada) ____months     Never 
Spoke clearly ________  months              Never 

Lost language ________  months             Never

Lost eye contact _______months              Never
Have any medications or supplements ever caused your child unusual side effects or problems? 
Yes No   Describe: ________________________________________________________________

Has your child used NSAIDS (Advil, Aleve, Motrin, Aspirin etc.) for an extended time?  Yes  No

Has your child regularly used Tylenol?  Yes  No

Has your child regularly used Acid Blocking Drugs (Tagamet, Zantac, Prilosec, etc.)      Yes No

Frequent antibiotics > 3 times/year  Yes  No

Long term antibiotics  Yes  No

Use of steroids (prednisone, nasal allergy inhalers) in the past  Yes  No

Use of oral contraceptives  Yes  No

BLOOD TYPE:  A   B   AB   0 

Rh+   unknown

Family History 
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NUTRITIONAL HISTORY

Has your child ever had a nutrition consultation?  Yes    No

Have you made any changes in your child’s diet because of health problems?  Yes   No Describe_____________________________________________________________________________
Does your child follow a special diet or nutritional program?  Yes   No

Check all that apply:
Yeast Free Feingold Weight Management Diabetic Dairy Free Wheat Free Ketogenic

Specific Carbohydrate Gluten Free/Casein Free Gluten Restricted Vegetarian Vegan Low Oxalate

Food Allergy (Ex. Peanuts, Eggs, etc.): _________________________________________________

Height (feet/inches) __________ 



Current Weight __________

Longest Weight Fluctuations  Yes  No 

Does your child avoid any particular foods?  Yes  No  If yes, types and reason: __________________

_____________________________________________________________________________________

If your child could eat only a few foods daily, what would they be?_______________________________

_____________________________________________________________________________________

Who does the shopping in your household?__________________________________________________

Who does the cooking in your household? __________________________________________________

How many meals does your child eat out per week? 0-1  1-3  3-5  >5 meals per week

Check all the factors that apply to your current lifestyle and eating habits:

Fast eater

Erratic eating pattern

Eat too much

Dislike healthy food

Time constraints

Eat more than 50% meals away from home

Poor snack choices

Sensory issues with food

Picky eater

Limited variety of foods <5/day

Prefers cold food

Prefers hot food

Every meal is a struggle 

Most family meals together

Use food as a bribe or reward

Erratic mealtimes

Most meals eaten at the table

High juice intake

Low fruit/vegetable intake

High sugar/sweet intake

Drinks soda or diet soda

Cow’s Milk 1  2  3+

Caffeine intake

TV or videos with meals

Challenges with food served outside the   home (Ex. childcare, friend’s home)

BREASTFED HISTORY
Breastfed? Yes  No How long? ________ Problems latching on? Yes  No 
Sucking quality? Very Good  Good  Poor  Exclusively breastfed for ________ months
BOTTLEFED HISTORY
Bottle fed? Yes No Type of formula: Soy Cow’s Milk Low Allergy 
Introduction of cow’s milk at ________ months.   Introduction of solid foods at _________ months.

First foods introduced at ________ months. Introduction of wheat or other grain at ________ months.

Choke/Gas/Vomit on milk? Yes No Refused to chew solids? Yes No

List mother’s known food allergies or sensitivities:____________________________________________

Please describe any other eating concerns that you have regarding your child:_______________________

_____________________________________________________________________________________
ACTIVITY

List type and amount of activity daily:

	Type
	Amount Daily

	
	

	
	

	
	

	
	

	
	


How much time does your child spend watching tv? ____________________

How much time does your child spend on the computer or playing video games? ____________________

SOME THINGS ABOUT YOUR PARENTS

When were your parents married: ________________________ If separated, when: _________________
If divorced, when: _________________________ If remarried, when: ____________________________
Custody arrangements: __________________________________________________________________
MOTHER – PERSONAL

Age at your birth _______________________
Education______________________________
Ethnicity ______________________________
Blood type _____________________________ 
FATHER - PERSONAL
Age at your birth _________________________
Education ______________________________
Ethnicity _______________________________
Blood type _____________________________

Patient Name:

SYMPTOM REVIEW
__________________________

Please check all current or past symptoms.

STRENGTHS
Especially attractive
Accepts new clothes
Cuddly
Physically coordinated
Happy
Pleasant/easy to care for
Sensitive/affectionate
Wants to be liked
Responsible
Draws accurate pictures
Sensitive to peoples’ feelings
OK if parents leave
Answers parent
Follows instructions
Pronounces words well
Unusual memory
Perfect musical pitch
Good with math
Good with computer
Good with fine work
Good throwing and catching
Good climbing
Strong desire to do things
Swimming
Bold, free of fear
Likes to be held
Likes to be swaddled

SLEEP
Sleeps in own bed
Sleeps with parent(s)
Awakens screaming/crying
Awakes at night
Difficulty falling asleep
Early waking
Sleeps less than normal
Daytime sleepiness
Jerks during sleep
Nightmares
Sleeps more than normal

PHYSICAL
Looks sick
Overweight
Underweight
Dark circles under eyes
Head warm
Night sweats
Abnormal fatigue
Cold hands and feet
Very hot/sweaty
Perspiration - odd odor
SKIN
Paleness
Fungus: Nails
Dandruff
Oily skin
Thick calluses
Athletes foot
Diaper rash
Odd body odor
Acne 
Eczema
Flushing
Stretch marks
Cradle cap
Dry Hair
Bites nails
Nails brittle
Dark birth mark(s)
Easy bruising
Birth mark(s)
Thickening of nails
Hands/feet cracking
Hands peeling
Itchy eyes
Itchy nose
DIGESTIVE
Increased salivation
Drooling
Burping
Nausea
Reflux
Spitting up
Vomiting
Abdominal bloating
Colic
Abdominal pain
Constipation
Diarrhea
Abnormal Stools 

EATING
Poor appetite
Extreme water drinking
Bingeing
Bread craving
Craving for carbohydrates
Craving for juice
Craving for salt
Pica (eating non-edibles)
Abnormal food cravings
Carbohydrate intolerance.
Sugar intolerance
Gluten Intolerance
Casein intolerance
Lactose intolerance
Behavior worse with food
BEHAVIOR
Unusual play
Aloof, indifferent, remote
Extremely cautious
Hides skill/knowledge
Lacks initiative
Lost in thought, unreachable
No purpose to play
Poor focus, attention
Sits long time staring
Uninterested in live pet
Watches television long time
Won’t attempt/can’t do
Poor sharing
Rejects help
Curious/gets into things 
Erratic
Destructive
Hyperactive
Tantrums
Self mutilation 
Runs away
Head banging
Does opposite/asked
Teases others
Holds hands in strange pose
Toe walking
Imitates others
Finger flicking
Flaps hands
Licking
Likes spinning objects
Rhythmic rocking
Chews on things

MOOD
Apathy
Depression
Eye contact poor
Isolates
Negative
Fright without cause
Inconsolable crying
Irritable
Phobias
Restless
Severe mood swings
Unhappy 
Agitated
Anxious 

ENT

Ear pain
Ear ringing
Hearing loss
Bothered by bright lights
Distorted vision
Eye crusting
Likes fans
Likes flickering lights
Looks out of corner of eye
Poor vision
Strabismus (crossed eye)
NEUROMUSCULAR
Clumsiness
Coordination
Fine motor poor
Gross motor poor
Holds bizarre posture
Hyperactivity
Muscle/Joint pain
Muscle tone tense
Muscle weakness, atrophy
Growing pains
RESPIRATORY
Pneumonia
Bronchitis
Congestion 
Cough
Post nasal drip
Runny nose
Sinus fullness
Wheezing
REPRODUCTIVE
Girls: Early first period
Boys: Undescended testicle
Early breast development
Early pubic hair
Girls: vaginal discharge
URINARY
Frequent urination
Bed wetting after age 4
Odd urinary odor
Urinary hesitancy
Urinary tract infections
Urinary urgency
CARDIOVASCULAR
Unusual fast heart beat
Heart murmur
Chest Pain

Palpitations 
Exercise Intolerance

Short of breath with exercise

NEURO
Seizures

Headaches

Numbness

Tingling

Fainting

Concussions
Other symptoms you would like to discuss:__________________________________________________________________________________




Patient HIPAA Consent Forms
Effective April 14, 2003 our office implemented the requirements of the Health Insurance Portability and Accountability Act (HIPAA), which was passed by the federal legislature. 

I understand that Rocky Mountain Health & Wellness and/or its practitioners may need to use and disclose information about my health or medical problems for the purposes of arranging, conducting, or referring my treatment; for obtaining payment of services, and for operating the practice. I consent to the use of my information for the purposes of treatment, payment, and health care operations. 

I understand that my consent is not needed if the law requires Rocky Mountain Health & Wellness and/or its practitioners to report some aspect of my protected health information to a government agency (for example, suspected abuse, communicable disease, and potential for serious bodily harm to myself or others). 

I understand that I have the right to review the privacy notice posted at Rocky Mountain Health & Wellness to request restrictions on the use of my information and to revoke my consent at a later date. 

Please review the “Privacy Notice” and indicated that you have reviewed this document by signing below. 

My signature below acknowledges that I have had an opportunity to view and/or receive a copy of the Provider Notice of Privacy Practice. 
______________________________________________________________________

Signature of Patient or Guardian 
               Printed Name

       Date

Success
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		Check all family members that apply.		Mother		Father		Maternal Grandmother		Maternal Grandfather		Paternal Grandmother		Paternal Grandfather		Brother		Brother #2		Brother #3		Sister		Sister #2		Sister #3		Child #1		Child #2		Child #3		Aunt		Uncle		Other

		Age (If Still Alive)

		Age at death (if deceased)

		Cancers

		Colon Cancer

		Breast or Ovarian Cancer

		Heart Disease

		Hypertension

		Obesity

		Diabetes

		Stroke

		Inflammatory Arthritis (Rehumatoid, Psoriatic, Ankylosing Spondylitis)

		Inflammatory Bowel Disease

		Multiple Sclerosis

		Auto Immune Disease (Such as Lupus)

		Irritable Bowel Syndrome

		Celiac Disease

		Asthma

		Eczema/Psoriasis

		Food Allergies, Sensitivities or Intolerances

		Environemntal Sensitivities

		Dementia

		Parkinson's

		ALS or Motor Neuron Diseases

		Genetic Disorders

		Substance Abuse (such as alcoholism)

		Psychiatric Disorders

		Depression

		Schizophrenia

		ADHD

		Autism

		Bipolar Disease

		Thyroid Disease

		Osteoporosis

		Migraines

		Anemia

		Other
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