
 

 

PPE D I AT R I C  (Ages 0 -11) 

H EALTH  R ECORD  
 

Patient  Demographics (*R EQUIRED  PER  F EDERAL  G UIDELINES )    
 
 
NAME:   PARENT’S HOME PHONE:_________________________  

STREET ADDRESS / P.O. BOX   PARENT’S MOBILE PHONE:    

CITY / STATE / ZIP:    * GENDER: □  MALE   □ FEMALE      

SOCIAL SECURITY NUMBER:    CHILD’S BIRTHDATE:    

MOM’S NAME: __________________________________DOB:________________________  INSURED’S EMPLOYER:    

DAD’S NAME: __________________________________DOB:________________________  FAMILY EMAIL:   

NAMES / AGES OF OTHER CHILDREN AT HOME:      

WHO IS THEIR FAMILY MEDICAL DOCTOR?   FACILITY / CITY:    

HOW WERE YOU REFERRED? □MY M.D. □INS. PLAN □ANOTHER PERSON:   OTHER:  

          *DRUG ALLERGIES: □NONE  -OR- □ LIST:   

        

 H ISTORY  OF  P RESENT  I LLNESS  /  I NJURY  
FILL OUT THIS SECTION BY MARKING THE AREA WITH THE DESCRIBED SENSATION USING SYMBOLS FROM THE LEFT. 

 
 
 

  X X X BURNING PAIN  

  ( ( ( ( ACHING PAIN 

 0 0 0 PINS & NEEDLES 

 - - - - NUMBNESS 

 : : : : SHARP PAIN 

 
      PLEASE COMPLETE: 

   CONSTANT 
   COME & GO 

 
   GETTING BETTER 
   GETTING WORSE 
   STAYING SAME 

 
BETTER:                 WORSE: 
    AM        ______ 
  MID-DAY ______ 
                 PM        ______ 

 
 

 

 

I F  A PPLICABLE ,  R ATE  Y OUR  D ISCOMFORT /S YMPTOM ( S ):  
           ENTER THE NUMBER BELOW THAT CORRESPONDS WITH YOUR DEGREE OF DISCOMFORT. “0” IS NO PAIN/SYMPTOM(S), “100” IS INTOLERABLE PAIN/SYMPTOMS. 

 
  

NONE              DISCOMFORT SCALE             EXTREME! 
           0 5         10 15 20 25       30       35 40       45 50 55 60 65 70       75 80 85       90  95     100 

| | | | | | | | | | | | | | | | | | | |            | 
 

 
   
 

 

 
 

 



 

OFFICE  USE  ONLY :  

    Blood Pressure: _______/ _______ ( Sit / Stand) 

Height: ______inches; Weight: ___ ___lbs.;                                       Temp: ________ Resp:_______ Pulse:_______ 
 

 

 

 
 

WHAT POSITIONS DO THEY SLEEP IN?______________________  HOW OLD IS THEIR MATTRESS?   

 

      *CURRENT PRESCRIPTION MEDICATIONS DOSE FORM FREQUENCY 
      NAME OF PRESCRIPTION (BRAND OR GENERIC) (MG, ML, ETC. (TAB, CAPS, INJ., ETC.) (# PER DAY/WEEK/MO.) 

 
     _______________________________          ________              ______________               _____ X PER ____________  

           ____________________________       ________         _____________           ____ x per ___________  
 ____________________________       ________         _____________           ____ x per ___________ 

 
 
 

DO YOU HAVE A SPECIFIC CONCERN FOR YOUR CHILD THAT BRINGS YOU IN? 
 

DESCRIBE SPECIFIC SYMPTOM(S) OR CONCERN(S):                           

HOW DID IT BEGIN?   WHEN DID IT START?    

WHAT HAVE YOU TRIED SO FAR TO REMEDY THE PROBLEM(S):    

YES NO 

□ □ ANY RECENT LOSS OF APPETITE OR CHANGE IN EATING HABITS? HOW?   

□ □ ANY RECENT CHANGE IN BATHROOM HABITS?  HOW?   

□ □ ANY CHANGE IN SLEEPING HABITS?  HOW MANY TIMES DOES IT WAKE THEM UP?   

□ □ DO THEY SLEEP WITH A PILLOW? HOW MANY?   WHERE ARE THEY PLACED?  

      W HAT  M AKES  THE  C ONDITION B ETTER ? 
HEAD / NECK _____________________________________________ 
MID BACK _______________________________________________ 

LOW BACK _______________________________________________ 

SHOULDER, ARM, HAND _____________________________________ 

HIP, LEG, FOOT ___________________________________________ 

OTHER  ________________________________________________ 

      W HAT  M AKES  THE  C ONDITION W ORSE ? 
HEAD / NECK ______________________________________________ 
MID BACK _______________________________________________ 

LOW BACK _______________________________________________ 

SHOULDER, ARM, HAND _____________________________________ 

HIP, LEG, FOOT ___________________________________________ 

OTHER  ________________________________________________ 

P ARENTAL  I NSTINCTS  
DO YOU FEEL YOUR CHILD IS DEVELOPMENTALLY APPROPRIATE FOR THEIR AGE, 

INTELLECTUALLY: □ YES □ NO, EXPLAIN________________________________________________________________________________________________ 

EMOTIONALLY: □ YES □ NO, EXPLAIN: _____________________________________________________________________________ 

PHYSICALLY: □ YES □ NO, EXPLAIN:______________________________________________________________________________ 

 
WHAT IS YOUR PRIMARY GOAL(S) FOR YOUR CHILD AT OUR CLINIC?________________________________________________________________ 

F AMILY  H EALTH  H ISTORY  
HEALTH STATUS OF FAMILY MEMBERS. (LIST ANY CURRENT OR PAST HEALTH CONDITIONS. OR IF DECEASED, AT WHAT AGE AND FROM WHAT?) 

MOTHER:______________________________________________________________________________________________________________ 

FATHER:______________________________________________________________________________________________________________ 

SISTER(S):_____________________________________________________________________________ HOW MANY?_____________________ 

BROTHER(S):___________________________________________________________________________ HOW MANY?______________________ 



P AST  M EDICAL  H ISTORY  
HOW MANY TIMES HAS YOUR CHILD HAD THE CONDITION THAT THEY ARE SEEING US FOR TODAY? □ NEVER □ 1-3 TIMES □ 4 OR MORE TIMES 

HAS YOUR CHILD SUFFERED FROM ANY OF THE FOLLOWING CONDITIONS NOW OR IN THE PAST? 

□ ADD/ADHD □ ASTHMA □ AUTISM □ BACK PAIN □ BED-WETTING □ RASHES □ EAR INFECTIONS 

□ FREQUENT COLDS □ SCOLIOSIS □ GROWING PAINS □ HEADACHES □ TONSIL PROBLEMS  □ HEAD TILT  □ STOMACH PAINS 

□ FREQUENT FALLS □ ANXIETY □ REFUSAL TO EAT □ ALLERGIES □ SPORTS INJURIES □ LEARNING DIFFICULTIES 

YES NO 

□ □ DOES YOUR CHILD SUFFER FROM ANY OTHER HEALTH CONDITION(S)? (DIABETES, CANCER, OTHERS) IF YES, PLEASE EXPLAIN: 

 
 

 
 

□ □ HAS YOUR CHILD EVER SEEN A CHIROPRACTOR BEFORE? 

 WHEN WAS THE LAST TIME THEY WERE SEEN?   WHICH DR.?   

 FOR WHAT PROBLEM(S)?   WERE THEY HELPED?   

 HOW OFTEN WERE THEY BEING SEEN?   WHY DID YOU LEAVE?   

 LIST ANY OTHER CHIROPRACTORS YOUR CHILD HAS SEEN IN THE PAST: (USE MORE PAPER AS NEEDED.) 

| DATE | DR. NAME | CONDITION(S) | WHY DID YOU LEAVE? 
 

| | | | 
 
 

□ □ HAS YOUR CHILD EVER SEEN A MEDICAL DOCTOR FOR THIS CONDITION? (USE MORE PAPER AS NEEDED.) 

| DATE | DR. NAME | CONDITION(S) | RESULTS 
 

| | | | □ COMPLETE RECOVERY □ COMPLICATIONS 

| | | | □ COMPLETE RECOVERY □ COMPLICATIONS 

| | | | □ COMPLETE RECOVERY □ COMPLICATIONS 

| | | | □ COMPLETE RECOVERY □ COMPLICATIONS 

□ □ DESCRIBE ANY MAJOR ILLNESSES, INJURIES, FALLS, HOSPITALIZATIONS, AUTO ACCIDENTS, AND/OR SURGERIES: 

| DATE | DR. NAME | CONDITION(S) | RESULTS 

| | | | □ COMPLETE RECOVERY □ COMPLICATIONS 

| | | | □ COMPLETE RECOVERY □ COMPLICATIONS 

     

□ □ HAVE THEY EVER HAD X-RAYS?  WHEN?   WHAT BODY PARTS?  

□ □ DOES YOUR CHILD TRY TO “CRACK” THEIR OWN NECK AND/OR BACK?  EXPLAIN:   

B IRTH  & R EARING  H ISTORY  
WERE THERE ANY COMPLICATIONS DURING PREGNANCY?  □ NO  □ YES, EXPLAIN:     

WAS YOUR CHILD’S BIRTH: □ ON TIME □ EARLY  □ LATE EXPLAIN:    

WAS THE CHILD’S DELIVERY:  □ VAGINAL  □ CESAREAN (C-SECTION)  HOW LONG WAS LABOR?   

WAS THE CHILD BORN: □ AT HOME □ IN HOSPITAL   □ WHO WAS YOUR MIDWIFE / DOCTOR?   

WHAT WAS THE CHILD'S BIRTH MEASUREMENTS? □ WEIGHT:    □ LENGTH:   

YES NO 

□ □ WERE EXTRACTION AIDS (FORCEPS/SUCTION) USED?   

□ □ WAS THERE MORE THAN ONE FETUS? IF YES, EXPLAIN:   

□ □ DID THE MOTHER USE ANY ALCOHOL OR SMOKE DURING PREGNANCY? IF SO, HOW MUCH?  

□ □ DID THE MOTHER USE ANY PRE-NATAL VITAMINS? IF NO, WHY NOT?   

□ □ IS/WAS YOUR CHILD VACCINATED? IF YES, DESCRIBE ANY ADVERSE REACTIONS:   

□ □ IS/WAS YOUR CHILD BREASTFED? IF YES, DESCRIBE ANY DIFFICULTIES:   

□ □ DID/DOES YOUR CHILD USE FORMULA? IF YES, DESCRIBE ANY DIFFICULTIES/ALLERGIES:   



 

 

 

Dr.’s notes 
 

Is there anything else you would like to discuss with the doctor? 
 

MY SIGNATURE IS AN ACKNOWLEDGEMENT THAT ALL OF THE ABOVE STATEMENTS ARE TRUE. I HEREBY AUTHORIZE THE DOCTOR TO EXAMINE AND TREAT MY 

CONDITION AS HE/SHE DEEMS APPROPRIATE THROUGH THE USE OF CHIROPRACTIC CARE, AND I GIVE AUTHORITY FOR THESE PROCEDURES TO BE PERFORMED. 

 

PATIENT SIGNATURE:   DATE: ___________________________ 

 

GUARDIAN SIGNATURE:   DATE: ___________________________ 

 

D.C. / C.T. SIGNATURE:  ____________________________________________________ DATE:___________________________ 

  


