
Pediatric Intake Form

Prenatal History

Dear New Patient,
It is a pleasure to welcome you to the Chiropractic & Acupuncture Centre! To help us serve you better, please complete the 
following information. We look forward to working with you to build better health for your family.

Name________________________________________________ Date_ ______________________________qMale  qFemale

Address______________________________________________ City________________Prov________ Postal Code__________

Date of Birth__________________________ Home Phone#_____________________Work Phone #______________________

Name of Parents/Guardians________________________________________________________________________________

Have you previously received chiropractic care?  qYes    qNo ____________________________________________________

How did you hear about our office?  	qYellow Pages    qNewspaper    qInternet    qSign    qOther_____________________

	 qPatient (Name)_____________________qPhysician (name)_ ____________________

Reason for contacting us?_ ________________________________________________________________________________

Have you seen anyone else for this condition  qYes    qNo

If yes, who did you see and when?_ _________________________________________________________________________

Other Health problems?___________________________________________________________________________________

Name of Pediatrician_ __________________________________ Date of last visit_____________________________________

Reason_ _______________________________________________________________________________________________

Medications your child has taken or regularly takes:____________________________________________________________

Vaccination history_______________________________________________________________________________________

Check any of the following conditions your child has suffered from during the past 6 months
qEar infections	 qScoliosis	 qChronic colds	 qHeadaches	 qSeizures
qAsthma/Allergies	 qDigestive problems	 qRecurring fevers	 qColic	 qBed wetting
qGrowing pains	 qCar Accident	

YYYY         MM          DD

First                                                                     Last

Name of Chiropractor                                                   Date of last visit

Name of Obstetrician/Midwife_ ___________________________________________________________________________

Complications during pregnancy?  qYes    qNo		  Complications during previous pregnancies?  qYes    qNo

List_______________________________________________ 	 List_ _____________________________________________

Medications during pregnancy/delivery?  qYes    qNo		  Alcohol or tobacco use during pregnancy?  qYes    qNo

List_______________________________________________ 	

Location of birth:      q Hospital    qHome     qOther_ __________________________________________________________

Birth Intervention:    qForceps       qVacuum Extraction     qBreach     qCaesarian Section: Emergency or planned?

Complications during delivery?  qYes    qNo		  Genetic disorders or disabilities?  qYes    qNo

List_______________________________________________ 	 List_ _____________________________________________
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Feeding History

Childhood Diseases

Developmental History

Breast Fed:   qYes    qNo      How long: ____________   	 Formula Fed:    qYes    qNo     How long: ____________  

Introduced to solids at:  ____________  months	 Introduced to cow’s milk at  ____________  months

Food/juice allergies or intolerance  qYes    qNo     

List:_ __________________________________________________________________________________________________

Chicken Pox:	 qYes    qNo 	 Age_____

Whooping Cough:	qYes    qNo 	 Age_____

Rubeola:	 qYes    qNo 	 Age_____

At what age (approximately) was your child able to:

Respond to sound:__________________________________ 	 Respond to visual stimuli_ ___________________________

Hold Head up:______________________________________ 	 Sit up:____________________________________________

Crawl:_ ___________________________________________ 	 Stand Alone:_______________________________________

Walk Alone:________________________________________

According to the National Safety Council, approximately 50% of children fall head first from a high place during their first 
year of life (ie. bed, change table, stairs, etc). Was this the case with your child?  qYes    qNo

Is/has your child been involved in any high impact or contact type sports (ie. soccer, football, gymnastics, baseball, hockey,  
martial arts, etc. ) qYes    qNo

List:_ _________________________________________________________________________________________________

Has your child ever been involved in a car accident?  qYes    qNo

List:_ _________________________________________________________________________________________________

Has your child been seen on an emergency basis (fever, trauma, etc)?  qYes    qNo

List:_ _________________________________________________________________________________________________

Was surgery required?  qYes    qNo

List:_ _________________________________________________________________________________________________

Rubella:	 qYes    qNo 	 Age_____

Mumps:	 qYes    qNo 	 Age_____

Other:	 qYes    qNo 	 Age_____
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