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1. Check off any of the following symptomsyour child may have experienced in the past 6 months

[0 Headaches O Allergies O Ear problems O Pain/Tension/Numbness
[0 Sleepingdisorders O Breathing problems O Fatigue CONeck OLegs

O lrritability O Hyperactivity O Frequent colds OShoulders O Arms
O Flu O Bloody noses O Meningitis OLow back [ Hands
[ Diarrhea O Congtipation [ Calic [ Bladder trouble

[0 Rashes [ Milk or lactoseintolerance [0 Bedwetting [ Weight trouble

[0 Digestiveproblems [ Nervousness O Hormonal spikes O Other

Which of the above concerns you most?

How long has your child been bothered by this condition?

Describe how it feels or affects your child when itisat itsworst.

2. Doesthis cause 3. Doesthis affect your . T
your child to be: child’s ability to learn: L
[0 Moody [ Shortened attention span [0 Unableto communicate what’swrong
O Irritable O Comprehension problems [0 Unableto get along with parents, siblings, or
[ Interrupt Seep [ Nervousness friends
[J Restrict daily activities [0 Temper tantrums [ Other children make fun of him/her
[ Prescribed medications [ Poor attitude O Hinders ability to exercise or participatein
sports, hobbies, or other desired activity




