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NEW PEDIATRIC PATIENT INFORMATION

7  E MAIN STREET SUITE 4
EVANSVILLE, WI 53536
608-882-1388
FAX: 608-882-1399

To be filled out by parent or guardian:

Child’s Name:  _____________________________________________ Date: ________________
Age:     ___________ Date of Birth: ____________________    Birth gender:  F     M

Address: _______________________________________________________________________
City:  ___________________________ State: _____________Zip: _________________

Parent/Guardian Information:
Name: ______________________________________________ Relationship: ________________

Phones:  Cell: ____________________  Work: ________________ Home: ___________________
Parent’s email:__________________________________________

In case of emergency and neither parent can be reached:
Name:  ______________________ Relationship:  ________________ Phone: ____________________

Pediatrician Name: ___________________________________ Phone: ______________________
How did you hear about us: _________________________________________________________

YOUR CHILD’S HEALTH

Please tell us about your child’s health concerns, history and family.
First of all, does your child have any special needs?   No     Yes:  

______________________________
What goals/issue do you have for your child coming in to see us today?

_________________________________________________________________________________
If a diagnosis has already been made by a previous doctor, please list below (with dates):

_________________________________________________________________________________
_________________________________________________________________________________

__
Does he/she have any known allergies?  No   Yes: 

__________________________________________
Please list any prescriptions, over-the counter, homeopathics & supplements your child takes:

_________________________________________________________________________________
_________________________________________________________________________________

__
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How was the pregnancy and childbirth for mom?_________________________________________
_______________________________________________________________________________

Breast fed:  Y   N   How long: ________   Formula:  Y   N    Type (milk, soy) ___________________

X-Rays & Special Studies:      X-Rays          CAT Scans          MRIs

When/Why?_____________________________________________________________________

Immunizations:
Polio
Pertussis
Tetanus

Diphtheria
Measles/Mumps/Rubella
Varicella (Chickenpox)

HPV
Other: _____________

Height:  _______    Weight: _________    
Average hours sleep: _________            Sleep well?     Y      N               Nightmares?     Y       N   

What are your child’s favorite activities and hobbies: ______________________________________ 
Does your child have any fears:_______________________________________________________

Play/Exercise:  Y   N   If so, what kind and how often:______________________________________
Watch TV:    Y   N  If so, how many hours?_______  Read:  Y   N       If so, how many hours?_______

Play video games:  Y   N  If so, how many hours?  ____
How would you rate the general health of your child:       (poor) 1  2  3  4  5  6  7  8  9  10 (excellent)

How would you rate your child’s academic performance: (poor) 1  2  3  4  5  6  7  8  9  10 (excellent)

Typical Food Intake:
Breakfast:  

________________________________________________________________________________
Lunch: 

________________________________________________________________________________
Dinner: 

________________________________________________________________________________
Snacks: 

________________________________________________________________________________
Beverages: 

________________________________________________________________________________

7  E MAIN STREET SUITE 4
EVANSVILLE, WI 53536
608-882-1388
FAX: 608-882-1399
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FAMILY HISTORY

SYMPTOMS: C = current, P = past

7  E MAIN STREET SUITE 4
EVANSVILLE, WI 53536
608-882-1388
FAX: 608-882-1399

____  Mood swings

____  Anxiety
____  Rashes

____  Headaches
____  Earaches

____  Hay fever
____  Canker sores

____  Wheezing
____  Pneumonia

____  Frequent urination
____ Stomach aches

____  Joint pain/stiffness
____  Anemia

____  Irritability

____  Sleep problems
____  Eczema/hives

____  Head injury
____  Frequent colds

____  Sinus problems
____  Breath odor

____  Asthma
____  Heart disease

____  Bed wetting
____  Constipation

____  Muscle spasms
____  Easy bleeding

____  Hyperactivity

____  Fatigue
____  Acne/boils

____  Dizzy spells
____  Nose bleeds

____  Sore throat
____  Cough

____  Bronchitis
____  Heart murmurs

____  Belching/gas
____  Diarrhea

____  Broken bones
____  Easy bruising

Anything else you would like to tell us about your chid? __________________________________
______________________________________________________________________________

____  Heart disease

____  Hypertension
____  Cancer

____  Mental illness 
____  Diabetes

____  Arthritis

____  Allergies
____  Osteoporosis

____  Birth defects
____  Tuberculosis

____  Asthma

____  Other:__________
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I am requesting and hereby authorize services offered to (child’s name) ____________________  by Dr. 
Allison Becker including physical examination, specialized tests, and treatment deemed appropriate by 
Dr. Becker.  As a parent or legal guardian, I am to be fully informed of benefits and possible 
complications, as well as alternatives to the proposed treatment, including no treatment. 

I understand that I am responsible for all fees at the time of service, regardless of insurance coverage or 
treatment outcome. 

I recognize that Dr. Becker is a licensed naturopathic doctor in the State of Vermont, and that she has 
been trained to act on my behalf as a primary care general practice physician.  However, Dr. Becker 
does recommend the child has a primary care provider licensed by the State of Wisconsin. I am aware 
that in the State of Wisconsin, there is no licensure regulating the practice of naturopathic medicine, 
therefore clinical diagnoses may not be made. 

I understand the treatment by a naturopathic doctor is different from treatment by a conventional doctor.  
While naturopathic medicine is intrinsically safer than other systems of medicine, there are potential risks 
in what Dr. Becker does as well.  The care  provided may or may not be directed at a specific disease or 
disorder.  It may be preventative in nature, designed to improve overall health and well-being, and 
restore the body’s innate healing ability.  Dr. Becker will always strive to provide full disclosure of all 
information relevant to the child’s health care.  I understand that in providing treatments Dr. Becker is 
relying on the information that I am providing to her about the child’s health.  I agree that the information 
I provide will be true and accurate and that I will disclose to her everything needed for treatment.  If the 
child has any reactions, I will advise Dr. Becker immediately. 

Notice to pregnant women: All female patients must alert Dr. Becker if they know or suspect that they are 
pregnant as some of the therapies used could present a risk to pregnancy.  

Dr. Becker requires a 24 hour cancellation notice for all appointments.  Missed appointments will be 
charged a $60.00 cancellation fee. 

With this knowledge, I voluntarily consent to the above procedures and I realize that no guarantees have 
been given to me by the doctor or staff of Dr. Allison Becker, LLC regarding cure or improvement of the 
child’s condition. 

Privacy notice: Dr. Allison Becker, LLC is required by law to respect the child’s privacy by following 
HIPPA guidelines. By signing I acknowledge I have received and reviewed the attached privacy policy. 

I confirm that I have read and fully understand the above prior to my signing. 

__________________________ _________________________ ________________________ 
Signature of Parent or Legal Guardian                  Date 

___________________________________________    ______________________________________ 
Printed Name of Parent of Guardian                    Patient Name 

INFORMED CONSENT FOR TREATMENT

7  E MAIN STREET SUITE 4
EVANSVILLE, WI 53536
608-882-1388
FAX: 608-882-1399
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NOTICE OF PRIVACY PRACTICES

This notice describes how your medical information may be used and disclosed (provided to 
others) and how you can get access to this information.  Please review this notice carefully.

This notice describes your privacy rights as 
they relate to information from your health 
records and explains the circumstances 
under which information from your health 
records may be shared with others.  If you 
do not understand the information in this 
notice, please ask for further explanation.

     Under the law you have the right (with 
      certain limitations) to:

• Inspect and request copies of your 
records or to appeal any denial of 
your request for inspection or 
copying.  Dr. Allison Becker, LLC may 
charge a reasonable fee for record 
copies. If your request to inspect and 
copy the record is denied, we will 
inform you of the reason of the denial 
and the process of appeal.

• Request that your health care 
provider append information to your 
medical record.

• Receive a notice of your privacy 
rights by your health plan upon 
enrollment, annually and when their 
privacy practices are substantially 
amended.

• Obtain a copy of privacy practices.
        

Uses of Health Information
Dr. Allison Becker, LLC uses your protected 
health information to provide you with health 
care services.  Under the law, she and such 
entities as health plans may use your health 
information for the following purposes:

• Treatment:  We will use and disclose 
your protected health information to 
provide, coordinate or manage your 
h e a l t h c a r e a n d a n y r e l a t e d 
services.This includes the coordination 
or management of your health care 
with a third party.  For example, we 
would disclose your protected health 
information, as necessary, to a home 
health agency that provides care to 
you.  For example, your protected 
health information may be provided to 
a provider to whom you have been 
referred to ensure that the provider 
has the necessary information  to 
diagnose or treat you.

• Payment:  Your protected health 
information will be used, as  needed, 
to obtain payment for your health care 
services.  For example, obtaining 
approval for a hospital stay may 
require that our relevant protected 
health information be disclosed to the 
health plan to obtain approval for the 
hosp i ta l admiss ion .  Append 
information to your medical record.

• Health Care Operations:  We may 
use or disclose, as needed, your 
protected health information in order to 
support the business activities of our 
practice.

7  E MAIN STREET SUITE 4
EVANSVILLE, WI 53536
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Dr. Allison Becker, LLC is required, under 
specific circumstances, to use or disclose 
your protected health information without your 
written authorization.  Examples include:
• Public Health activities; judicial & 

administrative, proceedings, correctional 
institutions & other law enforcement 
situations.

• Disclosure regarding victims of abuse, 
neglect, or domestic violence; health 
oversight activities.

• Law enforcement; military & veteran 
activities, government programs providing 
public benefits & workers compensation.

These activities include, but are not limited to, 
quality assessment, employee review, and 
training of medical student, licensing, and 
conducting or arranging for other business 
activities.  In addition, we may use a sign-in 
sheet at the registration desk where you will 
be asked to sign your name and indicate your 
provider.  We may also call you by name in 
the waiting room when your provider is ready 
to see you.

Uses of Protected Health Information

Dr. Allison Becker, LLC will  not use or disclose your health information without your 
authorization except for the purposes described in this information sheet or in accordance with 
existing laws.  You may authorize the use or disclosure of your health information for other 
purposes by completing a written authorization, which meets the requirements of the law.  If you 
choose to do so, you may revoke the authorization in writing any time.

Limiting Disclosure of Your Protected Health Information

You have the right to limit the disclosure of your protected health information if you choose not to 
use any health insurance or third party payments as payment for services, in which case, you 
may only limit the disclosure if you have advised the provider prior to the delivery of services and 
have paid for the health care services yourself.

If you have any questions regarding your confidentiality rights, or if you wish to request a copy of 
this Notice of Privacy Practices and/or written procedures established to exercise your rights as 
stated above, please ask our front desk.

I hereby acknowledge that have I received a copy of Dr. Allison Becker, LLC NOTICE OF 
PRIVACY PRACTICES.

_________________________________________________              _____________________
Signature       Date

7  E MAIN STREET SUITE 4
EVANSVILLE, WI 53536
608-882-1388
FAX: 608-882-1399


