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Pediatric History Form

Personal Information

Dear New Patient,

It is a pleasure to welcome you to our family of happy and healthy chiropractic new patients.  We look forward to working with you to build better health for your family.

Patient Name:____________________________Age:______Social Security Number:__________________

Address:_____________________________ City / State / Zip Code: _______________________________
Primary Phone Contact:________________________  Secondary Phone Contact;_____________________
Date of Birth:_________________Sex: _____  Weight:_______________  Height:____________________
Referred By:____________________________________________________________________________
Names of Parents/Guardians:_______________________________________________________________
Purpose for Contacting Us?  _______________________________________________________________

Other Doctors seen for this condition and Prior Treatments:

Other Health Conditions?_____________________________________________________________________

Circle any of the following health conditions your child has had during the past six months:

	Ear Infection
	Headaches
	Asthma/Allergies

	Scoliosis
	ADHD
	Colic

	Seizures
	Recurring Fevers
	Growing/Back Pains

	Chronic Colds
	Digestive Problems
	Bed Wetting

	Temper Tantrums
	Other:
	


Family History:  ____________________________________________________________________________

Previous Chiropractor:  ____________________ Last Visit____________ Reason:_______________________

Name of Pediatrician:  _____________________ Last Visit:____________ Reason:______________________

Are you satisfied with the care your child has received there?  _______________________________________

Number of Antibiotic Doses your child has taken

During the past six months:  _______________________Total During His/Her Lifetime:__________________
List:  _____________________________________________________________________________________

Vaccination History:  ________________________________________________________________________

Prenatal  History

Name of Obstetrician/Midwife:  ______________________________________________________________

Complications During Pregnancy?  ____________________________________________________________
Ultrasounds During Pregnancy?  ______________________________________________________________

Medications During Pregnancy/Delivery?  ___________  List:  ______________________________________

Cigarette/Alcohol Use During Pregnancy?  ______________________________________________________

Location of Birth:   _________________________________________________________________________

Birth Intervention: ___Forceps  ___Vacuum Extraction  ___Caesarean Section, Emergency or Planned?

Why This Form Is Important: Answering the following questions will give us a profile of the specific stresses, past and present, allowing us to better assess the challenges to your health and well-being.
Please describe your chief concern, including the effect it has had on your life:

______________________________________________________________________________

______________________________________________________________________________

Health Concerns

(list according to severity)    Rate Severity         When did this         If you had the         Are symptoms 




   1 = mild                  episode start?         condition                constant or 




   10= worst                    

     before, when?
intermittent?





   imaginable


1.  ______________      ___________        ____________        ____________       ___________   

2.  ______________      ___________        ____________        ____________       ___________        

3.  ______________      ___________        ____________        ____________       ___________ 


4.  ______________      ___________        ____________        ____________       ___________ 

Other Doctors seen for this condition: (circle)          Chiropractor          Medical Doctor          Other

      1. Name: _____________________________________Date seen: ___________________

          What was the diagnosis?  __________________________________________________

          What was done? _________________________________________________________

General Health
Please circle all symptoms you have had over the past 6 months, even if they do not seem related to your current problem:

Headaches
Pins and needles in legs
Fainting


Neck Pain

Dizziness
Pins and needles in arms
Pain in low back

Loss of balance

Sciatica
Stiffness / pain in neck
Heartburn / acid reflux
Numbness in toes 

Depression
Light sensitivity

Miscarriage


High blood pressure

Heart disease
High cholesterol

Insomnia


Anxiety

ADHD

Diabetes


Fatigue



Disc problems

Shoulder pain
Numbness in fingers

Ear infections


Scoliosis

Mid-back Pain Cancer



Arthritis


Osteoporosis

List any medications you are taking and why (prescription and non-prescription):  __________

______________________________________________________________________________

______________________________________________________________________________

On a daily basis we all experience physical, biochemical, and psychological/emotional stresses, that can accumulate and may result is serious loss of health potential. Most times the effects are gradual and may not even be felt until they become serious. Please list top three stresses in each category:

1. Physical stress (surgeries, falls, accidents, work postures, etc.)

a. __________________________________________________________________

b. __________________________________________________________________

c. __________________________________________________________________

2. Bio-chemical stress  (smoke, unhealthy food, missed meals, don’t drink enough water, drugs, etc.)

a. __________________________________________________________________

b. __________________________________________________________________

c. __________________________________________________________________

3. Psychological stress  (work, relationships, finances, self-esteem, etc.)

a. __________________________________________________________________

b. __________________________________________________________________

c. __________________________________________________________________

I have read the above and answered the questions to the best of my knowledge.  I consent to a professional and complete chiropractic examination and to any radiographic examination that the doctor deems necessary.  I understand and agree that any fee for service rendered is due at the time of service

Signature: _________________________________________      Date: ____________________
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When a patient seeks chiropractic health care at and we accept a patient for such care, it is essential for both to be working toward the same objective.

It is important that each patient understand both the objective and the method that will be used to attain your goals. This will prevent any confusion or disappointment. Chiropractic has only one goal.

Adjustment: An adjustment is a specific application of forces to facilitate the body’s correction of vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine.

Health: A state of optimal physical, mental, and social well being, not merely the absence of disease or infirmity.

Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which cause alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if during the course of chiropractic spinal examination, we encounter non-chiropractic or unusual finding, we will advise you. If you desire advice, diagnose, or treatment of those findings, we will recommend that you seek the service of another health care provider.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by others. Our only practice objective is to eliminate a major interference to the expression of the innate wisdom of the body. Our method is specific adjusting to correct vertebral subluxations.

I, ____________________________________ have read and fully understand the above statements.

                          (Print name)

  ____________________________________       _____________________________________

                           (Signature)                                                                    (Date)

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction. I therefore accept chiropractic care on this basis.

Consent to evaluate and adjust a minor child:

I, _____________________________ being the parent or legal guardian of _______________________________

have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care.

 _____________________________________         _____________________________________

                            (Signature)                                                                    (Date)

Pregnancy Release

This is to certify that to the best of my knowledge, I am not pregnant and the above doctor and his/her associates have my permission to perform an x-ray evaluation. I have been advised that x-rays can be hazardous. If pregnant, I agree to cervical x-rays with the use of filters and a lead apron. Date of last menstrual period: _________________

 _____________________________________          ___________________________

                            (Signature)                                                                    (Date)


We keep a record of the health care services we provide you. You may ask to see and copy that record. You may also ask to correct that record. We will not disclose your record to others unless you direct us or unless the law authorizes or compels us to do so. You may see your records or get information about it by contacting Conroe Family Chiropractic: A Health & Wellness Center.

Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed, and how you can access your information.

*You may refuse to sign this acknowledgment*

By my signature below I acknowledge receipt of the Notice of Privacy Practices

Patient or legally authorized individual signature                            Date                                               Time

Printed name if signed on behalf of patient                                     Relationship

For office use only

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but acknowledgment could not be obtained because:

1. Individual refused to signature

2. Communication barriers prohibited obtaining acknowledgment

3. An emergency situation prevented us from obtaining acknowledgment

4. Other (Please Specify)

Additional Disclosure Authority

In addition to the allowable disclosures describe in the “Notice of Privacy Practices,” I hereby specifically authorize disclosure of my protected health care information to the person indicated below.

Any member of my immediate family:         Yes___ No___

Spouse Only:                                               Yes___ No___

Other (Please Specify)                                Yes___ No___

Signature: ___________________________________

Relationship to Patient: _________________________
Terms of Acceptance





Acknowledgment of Notice of Privacy Practices
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