
Pediatric History Form
Deer New Pati€Dt'
tt is a pleasure to welcome you to oui family ofhappy and healthy ohtopraotic patients. Please let us know ifthore is any way we oan make you

rnd your family feel more comfortable. To help us serve you better, please complete the following information. lVo look forward to working

with you to build better health for your family,

Patient Name SS#

Name ofParents / Guardians

Address City State

Birth Date / / Sex_ W Height_ Number of siblings_

care:

Other Doctors seen for this condition N Y

Dr.'s Name and prior Eeatnent

Other Health Probloms

l{as your child ever suffered from: (Check all dut apply)

D Backachos

D Tuberculosis

o Headachos

D Digestive Diso(ders

O Rheumatic Fever

o Hyperastivity

O Convulsions

D Walkitrg probleEs

O Ara probleBs

E Blood disorders

E Chrodc oarachos

E colds / Flu

tr All€r8ies

o Constipation

o Dianhea

D BehaYioral probl€Nns

O Musclo jerkiry

D Ruptures / Hemias

o "Growiog pain8"

D Other

Family Health History

Frevious Chiropractor: Date oflast visit y' /
Reason:

Name of Pediarician: Date oflastvisit / I
Reason:

Are you sarisfied with the care your child received there? N_Y
Nurnber of doses of antibiotics your child has taken:

Dring the past 6 months Total during his/her lifetime_
Number of doses of other prescription medications your child has taken:

During the past 6 months_ Total duting his/her lifetime_

Iipe oiBirfi Atrtndant: OBGYN CNM Lay Mdwife Name of attendmt:

Locaicr: of Birrir; Home Birtiring Center Hospital

Soaplicarions &riag p'e_rnanc.v: N _Y List:

V*.iluion hisrory

P.etatal HistorJ-

Lba-ror$ drring Fegrrffl': _N_Y Number: _

[Iome Phone Parcnt Work Phone Email Address

FIow did you hear about our office?

Reason for seeking chlropractic

0 Dizziness

E Diabelos

B Arthlitis

D Neuritis

D Aae@ia

O Poor Appetite

O Bed Wetting

D Faintilg

D Nsok ProbLols

D Joint ltobleos

O Horrt houblo

O Hyportonsion

B Aslhlns

O Sinus bouble

E frhopedic probl€ms

0 Sugar concenuation

D Paralysis

tr Brok€o boaes

D Leg problems

0 StoDrach aches



A4edlcatloDs durng pfegm[cy / delvery: 
-_N _y Llst:

Cigarctte / Aloohol use during pregnancy: _N _Y
Birttr intervention: Forceps acuum Cacsarian; Planned or Emergency
Complications during delivuy: _N _y List:
Genetic disorders or disabilities: N _y List:
Birth weight_
Feoditrg hfutory

Birth length_ ApGARscores_--___-._._

Breast Fed:

-N 
_Y How long?_ Fonnula fed: _N ---._y How long?_

Ivoe: Intoduced to solids at monttrs, Cow,s milk at montls
Food /juice allqgies or intolerances

Developmental Eistory
Nunber ofhours sleeping p€r dsht: euality of sleep: Good
At what age was your child able to: 

*espond to sound

N Y List:

Fair Poor

Rospond to visual stimuli

_ Hold hesd up

-,- 
Sit up

According to the National Safety Council, approximately 50% of ohildren fall head first from a high place during their ftst year of
life (i.e., a bd ohanging table, down stairs, etc.). Was this the caso with your child? N _y

Is / has your child been involved in any high impact or contact type sports? _N _y Type:
llas your ohild wer been involved in a csr accident? N y Date:
Has your child been seen on an ernergenoy basis? _N _y Reason and Date:
Other traumas not desc,ribed above? _N _y Date:

Prior surgery: _N _y Type and Date

Childhood Diselres
Menarche: _N _Y Ago:

Cross crawl

-- 

Stand alone

_ W.lk alole

N/Y
N/Y
N/Y

Age 

-
Age 

-
Ago-

lnsurance

Dd you have medical insurance? _N _y Insurance Company Name
Policy Number

lnsured's Name

hsured's DOB

Insurance Compaay Phone number

to patient

Insured's SS#

tnsued's Employer Insured's Employee Address

WE ARE HERE TO SERVE YOU, A}ID ENCOURAGE YOU TO ASK QI'ESTIONS.
YOI'R PARTICIPATION IS VITALA}ID WILL HE,LP DETERMIIIE YOI]RRTSULTS.

AI'TEORTZATIONTOR CARE OF MINOR
hereby a[ftorize this ofEc.e and its Doctors to admhister care to my Son / Daughter as they deern necessary, I.olear$ undersand
rd agree rhrt J @ personally responsible for payment ofall fees oharged by this office.

Jligned Witressed Date:

lr

I

Chicken Pox

RubellE

Ruboola

N/Y Age_ Munps

NiY Age_ Whooping cough

N/Y Ase othor



AUTHORIZATION FOR CARE OF MINOR

l/ We, the undersigned parent(s) and/or guardian(s) of

SS#:

-t

minor, do hereby authorize this office and its doctors to administer chiropractic care to my

child, as they deem necessary.

Parent or legalguardian's name (please print)

Parent or legal guardian's signature

\l/itness's signature

Date

Agreement for Payment of Seruices

By signing the authorization above I affirm that I understand and agree that:

o health and accident insurance policies are an arrangement between patients and
their insurance carriers;

o this office will prepare any necessary reports and forms to assist me in making
collection from the insurance company;

o any amount that is authorized to be paid directly to this office will be credited to my
account upon receipt. I permit this office to endorse insurance payments to be applied
to my account;

o all services rendered to me are charged directly to me and that lam personally
responsible for the payment of my account; and

o it is the policy of this chiropractic office to collect for services as they are rendered,
unless other financial arrangements are made.

\

(

\i


