
Beatty Naturopathic
Dr. Jonathan Beatty N.D.

Autism Spectrum Intake Form

Please complete this form and bring it with you to your first appointment. Do not mail it.
---------------------------------------------------------------------------------------------------------------------
This is a very important part of your visit and will allow the doctor to more efficiently 
evaluate your case. Please allow 2.5 hours for your first visit. You may want to arrange 
to bring the child in halfway through the visit as this can be a long time for some children 
to be in an office.
==================================================================

Name:__________________________________! Age:____! Gender:  M  F
Birthdate:_________________ Child’s current Height _________ Weight _________
!           (YYYY/MM/DD)

Parents’ Names _______________________________________________________
Address: ___________________________________________________ Apt:_____
City: _____________________  Province: _______ Postal Code: _______________
Home Phone: (     )__________ Bus. Phone: (     )__________ Cell: (     )__________   

Name of Family Physician (or clinic) ________________________________________
Address:_____________________ City:____________ Postal Code:______________
Phone: (     )___________ !Fax: (     )___________

Who Referred you to our office: _____________________ Travel Time to office: ______

Please describe your major concerns for your child or their symptoms (If none exist, 
please describe the purpose of the consultation). Please be as concise as possible in 
your description but include the time the symptom first started. If you need more space 
please attach a separate page.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Please bring to the first appointment recent medical records: laboratory tests, 
vaccination record, neurological assessments, hospital reports, or other 
information you feel is important for your child’s care.

!

Please do not wear perfumes, aftershaves or other scents to the office as some patients are allergic.



What are your long term treatment goals for your child: __________________________
______________________________________________________________________
______________________________________________________________________
What triggers, activities or other factors do you consider to have contributed to your 
child’s condition?  _______________________________________________________ 
______________________________________________________________________

Current Non-Prescription Medications: _______________________________________
______________________________________________________________________
______________________________________________________________________

Current Prescription Medications: ___________________________________________
______________________________________________________________________
______________________________________________________________________

Current Nutritional or Other Supplements: ____________________________________
______________________________________________________________________
______________________________________________________________________

Allergies or Sensitivities: __________________________________________________
______________________________________________________________________
______________________________________________________________________

Has your child ever been prescribed prolonged or frequent antibiotic therapy: Y  /  N

Has your child ever had an adverse reaction to a medication or vaccination? Y  /  N
If yes, please describe: ___________________________________________________
______________________________________________________________________
______________________________________________________________________

Has your child ever regressed in development (lost a skill they had previously 
developed)? Y  /  N   If yes, please describe: __________________________________
______________________________________________________________________
______________________________________________________________________

Any problems during pregnancy with your child? (illness, smoking, stress, medications, 
alcohol) _______________________________________________________________
______________________________________________________________________

During pregnancy did you have any: Chemical exposure  Y  /  N  __________________
Injections  Y  /  N ____________________ Medications Y  /  N ____________________
Dental Procedures  Y  /  N  ________________  Radiation Exposure  Y  /  N  ________
______________________________________________________________________

!

Please do not wear perfumes, aftershaves or other scents to the office as some patients are allergic.



Mother’s age and occupation during pregnancy: ___/____________________________ 
Father’s age and occupation during pregnancy ___/_____________________________

Any difficulty with labour or delivery? ________________________________________
As a newborn:      Jaundice Y  /  N          Colic  Y  /  N       Breathing Problems   Y  /  N
How long did you breast feed? __________ Type of formula used: _________________

Circle any of the following childhood illnesses your child has experienced:  Colic,  
Eczema,  Asthma,  Allergies,  Bronchitis,  Pneumonia,  Meningitis,  Recurrent Colds,  
Ear infections,  Tonsillectomy,  Thrush,  Cradle cap,  Persistent diaper-rash,  
Bedwetting,  Recurrent nightmares,  Meningitis,  Persistent diarrhea

List any hospitalizations: Please give dates, locations, reasons, length of stay, surgeries
______________________________________________________________________  
______________________________________________________________________
______________________________________________________________________

Living Environment:

Please list all members of the household (and age) including pets: _________________
______________________________________________________________________  
______________________________________________________________________
______________________________________________________________________
How is your home heated? _______________________ Any mold or dampness: Y  /  N
How old is your home? ___________ Has the home ever been treated for pests? Y  /  N
Is there visible mold in the house?  Y  /  N   Are there smokers in the house?  Y  /  N
Are there carpets/rugs in your child’s room?  Y  /  N  Do you have an air filter?  Y  /  N
Do your use feather or down covers, comforters or jackets?  Y  /  N
Do you live near power lines or hydro towers?  Y  /  N    

!

Please do not wear perfumes, aftershaves or other scents to the office as some patients are allergic.

Autism Lupus

ADHD Rheumatoid Arthritis

Tourrette’s Hashimoto’s / Hypothyroid

Asperger’s Type 1 Diabetes 

Depression Chronic Fatigue Syndrome

Schizophrenia Fibromyalgia

Bipolar Crohn’s Disease

Have any family members ever been diagnosed with the following? (please cricle)



Any other thoughts about your child’s environment? ____________________________
______________________________________________________________________
______________________________________________________________________

Symptom review: Please put the appropriate letter in the box on the left side of the 
symptom. C = current problem. O = occasional problem. P = past problem. Do not put 
anything if the symptom does not apply. 

headaches recurring indigestion trembling/tremors

neck lumps or swelling nausea or vomitting seizures / epilepsy

blackouts / fainting intestinal gas / flatulence numbness / tingling

eye pain / itching belching dry skin

eye redness bloating acne

hearing trouble constipation skin rashes

ringing in the ears diarrhea / loose stool psoriasis

recurrent ear infections rectal itching dandruff / seborrhea

dental problems / decay bloody stools hives

sore / bleeding gums black stool itching / burning skin

coated tongue jaundice easy bruising

sores in the mouth hepatitis / pancreatitis hypothyroidism (low)

difficulty swallowing colitis hyperthyroidism (high)

cold sores / fever blisters frequent urination weight gain

sinus / nasal congestion brown / red urine weight loss

runny nose incontinence excessive warmth

frequent colds kidney / bladder infections excessive cold

sore throats aching muscles / joints loss of appetite

swollen glands arthritis constant hunger

recurrent fever / chills joint stiffness fatigue / weakness

wheezing / gasping back / neck pain nervousness / anxiety

coughing sought psychological help depression

pneumonia heart murmur suicidal thoughts

!

Please do not wear perfumes, aftershaves or other scents to the office as some patients are allergic.



Diet Survey: What foods does your child normally consume?

Weekdays Weekends

Breakfast

Snack

Lunch

Snack

Dinner

Snack

Does your child binge? Y  /  N   If yes, on what foods: ___________________________
______________________________________________________________________

What foods would be most difficult for your child to give up? ______________________
______________________________________________________________________

Does your child have specific food cravings? Y  /  N  If yes, which foods: ____________
______________________________________________________________________

List any known food sensitivities: ___________________________________________
______________________________________________________________________

!

Please do not wear perfumes, aftershaves or other scents to the office as some patients are allergic.



Please place a check in the appropriate box (Frequent = at least once per day, Often = 
several times per week, Occasional = once/week or less, Seldom = once per month or 
less, Never = almost total avoidance)

Frequent Often Occasional Seldom Never

alcoholic beverages

eat at restaurants

eat fast food

eat pastries, cookies, sweets

add sugar to food or drink

consume soft drinks

instant breakfast - doughnuts, bagels, pop tarts

consume cold cereals

consume caffeinated drinks - coffee, tea, soda

deep fried foods

margarine

whole grain hot cereal

meat (beef, pork, lamb, liver)

chicken or turkey (circle if free range)

fresh fish

processed meats (lunch meat, hotdogs)

fresh raw fruit

fresh vegetables (raw or cooked)

salads

whole grains or whole grain bread

white bread or pasta

beans, lentils, and legumes

yogurt (circle: whole or lowfat, plain or 
flavoured)

!

Please do not wear perfumes, aftershaves or other scents to the office as some patients are allergic.



Frequent Often Occasional Seldom Never

milk

cheese

salt

herbs, fresh or dried

drink water (circle: tap or filtered)

eat when bored or depressed

swallow food before chewing well

eat hurried or rushed meals

read and understand food labels

sneak or hide foods

eat artificial sweeteners

shop at health food stores

Please read and sign the following;

I have read and understand that the information given above regarding my past and present health is 
complete to the best of my knowledge. I acknowledge that the medical information collected will be 
kept confidential, but may be shared within my circle of care, where the dissemination of medical 
information is within my best interest for my safety.

A client’s care is of utmost priority to us, the time we have set up is of importance to your 
care; we do need 24 hours notice regarding cancellations, upon missed visits we will have to 
charge the full fee to recover the lost time.

Name (please print)  _________________________________________

Signature  _________________________________________________

Date: (YYYY/MM/DD)_________/_______/_______

!

Please do not wear perfumes, aftershaves or other scents to the office as some patients are allergic.


