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QUESTIONNAIRE FOR INFANTS AND CHILDREN

Name___________________________________________ M/F_____ DOB__________
Parent’s Name(s)__________________________________________________________
Address_________________________________________________________________     

Phone _______________________________ Email _____________________________

List the primary physicians who care for your child's health:

Why are you seeking nutritional health services for your child:

History of the mother and child- pre-natal/newborn/infant:

Did you have difficulty getting pregnant?  yes_____ no_____

Did you use any fertility treatments to conceive?  yes_____ no_____

Did you experience any nausea or morning sickness, water retention, toxemia, back ache, kidney or yeast infections, or other symptoms during pregnancy?  yes_____ no_____ Please list_____________________________________________________________
Did you take pre-natal or other vitamins during pregnancy?  Please list_____________
_______________________________________________________________________
Was your child born vaginally _____ or by C-section _____?

Was your child born on time______ early_____ late_____?

Any complications of birth?_________________________________________________

As a newborn, did your child have jaundice, rashes, difficulty sleeping or eating? ______________________________________________________________________ Did you breastfeed your child?  yes_____ no_____ If yes, how long?_______________

At what age did you introduce solid foods?  ______ 

Has your child been vaccinated?  yes_____ no_____ did your child experience any reactions after vaccination (fever, irritability, fatigue, rashes, etc)?  yes_____ no_____
Has your child had any surgeries?  yes_____ no_____ if yes, please describe:

Does your child take any vitamins, herbs, or homeopathic remedies?  yes_____  no_____  If yes, please list:
Does your child take any medications?  Describe their purpose and frequency of use.

Has your child taken antibiotics?  yes_____ no_____ If yes, approximately for how long 

and how many times?

Give a brief description of your child's current, average daily diet:

What types of beverages does your child consume?  How often?

Does your child have an aversion to certain foods?  Please list:

What are your child's favorite foods?

Has your child now or ever had difficulty gaining or losing weight?

How often does your child have a bowel movement?_____________  Describe the average consistency of the stool if the child still uses a diaper, or describe the form of the stool if the child is potty trained______________________________________________

________________________________________________________________________

Symptom Questionnaire:

Has your child now, or in the past, experienced any of the following?  Put a check mark next to those symptoms that apply.

allergies_____
     bedwetting_____     diaper rash_____     runny nose_____     asthma_____     colic_____     cries easily_____     headaches_____     gas_____
ear infections_____     sore throats_____     constipation_____     diarrhea_____



nosebleeds_____     fear of the dark_____     hyperactivity_____     restless sleeper_____

bad dreams_____     other__________________________________________________

Please use the following space to describe any other information about your child that would be helpful which has not already been covered:

I hereby acknowledge that the above information is correct to the best of my knowledge:

________________________________________________

(Parent's name)

________________________________________________

(Parent's signature)

I have read the following and understand and accept that:

1.  Donna Pessin is not a medical doctor or practitioner and does not diagnose or treat disease and that I am not 

     here for medical diagnostic or treatment procedures.

2.  The services performed by Donna Pessin, whether in person or by mail or by phone, are at all times 

     restricted to consultation on the subject of nutritional matters intended for the best possible state of 

     nutritional health and do not involve the diagnosing, treatment, or prescribing of remedies for the treatment 

     of disease.

3.  I understand that it is my constitutional right to decide how I wish to care for the health of my body.  Donna

     Pessin has not suggested that I cease current medical care I am receiving, be it drug therapy, x-ray treatment, 

     Chemotherapy, surgery, or any other medical procedures that my medical doctor deems necessary to my 

     health.  If I choose to not follow recommendations made by my medical doctor, I understand that such a 

    decision is my responsibility and will not hold Donna Pessin responsible for any consequences of such a 

    decision.

4.  I accept full responsibility for actions taken while under the care of Donna Pessin and I release Donna Pessin 

     of all liability associated with those actions taken as a result of recommendations made to me.

Policies and Procedures

Unique Healing ® by Donna Pessin (303) 440-3559

www.UniqueHealing.com
*Please read this carefully*

* Payment is due at the time of service. I accept cash, check, Visa, and MasterCard. Payment can also be made by PayPal through my website at www.ThisWorksCrutchesDont.com. If you are a long distance client, visits and supplements need to be pre-paid for, or else charged to your Visa or MasterCard. If you are a local or long distance client, and you have paid with a credit card in the past, this will be kept on file and automatically charged for future visits and supplements. 

* Payment for supplements that are picked up outside of your office visit at my office is to be made by check or credit card and deposited in the black mailbox out front on the day of purchase. If I have your credit card number on file that will automatically be billed instead for your purchase. If you need to pay by cash please let me know. For convenience, do your best to be aware of which supplements you may be running low on when you have an appointment. 

* Unopened supplements that have been purchased within the last six months may be returned for a full refund if necessary.

* There will be a charge for missed visits unless 24-hour notification is given. There will be a one missed visit "grace period;" the charge will be incurred when more than one visit is not cancelled within 24 hours of the visit time.

* In order to ensure the effectiveness of this program, regular appointments must be kept. If you need to space your appointments out further please let me know, however progress will not be made, and supplements will not be sold to you, unless appointments are made so that I can analyze and assess your current biochemical needs. If you are doing this program on your own without my personalized guidance, you must re-read my book many times, as well as my emails, and watch my videos on www.YouTube.com. 

*Visits will be charged according to time. Please see the “Scheduling” page of my website for my fees. For example, if we have  a 30 minute visit planned but you still ask for/need advice beyond that time, you will be charged for the extra time.
*If you began working with me directly but it has been more than six weeks since your last appointment, you must reduce the amount of supplements you are taking to no more than the maximum levels given in my book, “This Works, Crutches Don’t”

*Do not add additional vitamins, herbs, other supplements, or modalities (like massage, chiropractic) into your program without notifying me first.

* Any questions, needs or problems that occur in between office visits should be handled in the following way:

     1. If you need supplements, leave me a message with your name and the supplements that you need. If you are picking them up from my office, I will call you back to confirm when these will be left out for you. If you need to pick these up outside of my office hours, I will put them in the black mailbox outside to the right of the main office door. If you are a long distance client in need of supplements, these will automatically be sent within 1-2 business days.

     2. If you have simple, general questions in between visits, these will be answered by phone or email. If you leave me an email that is longer than 2-3 sentences long, or a message or email that is complex and/or asking for individualized advice about the supplements you are taking or symptoms you are experiencing, you will be asked to schedule an appointment (often brief, up to 15 minutes) to discuss it. If you leave me an email in-between visits concerning information that you want to cover in our next visit, that email will be copied, and I will go over it at our next visit.

     3. A visit should be scheduled if you are experiencing any new symptoms that concern you, you have a worsening of your current symptoms that lasts for more than three days, or you experience a new case of constipation or diarrhea that lasts more than three days. If you have an emergency or are concerned about your illness, please contact your doctor and let me know afterwards about the incident.

* Phone calls will be returned to you between the hours of 9 a.m. and 5 p.m. Monday-Friday and occasionally on Saturdays. I do my best to return calls within 24 hours after I receive them.

* Appointments will not go over the scheduled time if you are late, so please try to get to the office early, or be readily available if I am scheduled to call you. Occasionally I am running behind schedule, so allow a little extra time when scheduling appointments. Thank you!

_________________________________________________     __________________________________

(signature of parent guardian)                                                                                                   (date)

