Optimum

" CHIROPRACTIC inc.

PERSONAL INFORMATION

Name: Preferred Name: Date:
Birthday: Age:_ Gender: MO rFrO
Address:
City Prov. Postal Code:
Home #: Cell #: Work #:
E-Mail Address:
Mother’s name: Father’s name:
Sibling Age:_ Gender: MOrFrQO Sibling Age: __ Gender: MOFO
Who may we thank for referring you to our office?
O Family/ Friend (name) 0] Health Practitioner
0 Facebook D Walk-in
[] website O Print Advertisement
[l Workshop (which group) O Other

CHIROPRACTIC HISTORY
Has your child ever been to a chiropractor before? O No QYes Date of last visit:

Has a family member previously seen a chiropractor? (No OYes ifyes, Parent Sibling

Name of chiropractor:

Reason for seeing them:

Describe your experience?

How frequently did you go for adjustments?

What made you decide not to return to see them?

PREGNANCY HISTORY

Were any supplements taken during the pregnancy? ONo QYes
Medications taken during pregnancy (Presc. or over the counter) QNo OYes
During the pregnancy did the mother Smoke?  ONo QYes How much?

Drink? ONo QOYes How much?
Any ultrasounds or other radiation? ONo OYes

If so, how many and for what reasons?

Were there any invasive procedures during the pregnancy (amniocentesis, CVS etc.)?Q No OYes

Please explain

Trauma/ illness during pregnancy
Please describe any emotional stress the mother experienced during the pregnancy:
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LABOUR AND BIRTH HISTORY

Position during labour: [Jon back [side DSitting DStanding
Was labour induced? ONo Oves Reason?
Did the mother have an episiotomy? ONo OYes
Was monitoring used? O1internal  OExternal
Location of birth? D Home DHospital DBirthing center
Birth assistants? [IMidwite [poula [IMedical Doctor [INone
Was the mother administered any drugs? O Epidural DMorphine [ other
Was there any intervention used during birth? [no [yes DForceps [Jcaesarean [ IVacuum extraction
How many hours did labour last? Birth weight Birth length
Was there any evidence of birth trauma to the infant? Check all that apply:
] Bruising D Stuck in birth canal Respiratory depression
[ odd shaped head O Fast or excessively long birth [ cord around neck

Were there any other complications during birth or Congenital anomalies/ defects present? Q No Q Yes
Please explain:

MEDICAL HISTORY

Has your child been vaccinated? ONo QYes QPartial Q Alternate Schedule Q) Homeopathic
Did you notice any negative reactions? QONo QYes

History of antibiotics? ONo _(QYes Reason?

Which ones and how many rounds?

Has your child taken prescription medications ONo _(QYes Reason?

Which ones and how many times?

Has your child taken over-the-counter medications? ONo QYes Reason?

Which ones and how many times?

Has your child had any surgery? ONo (Yes Reason?

GROWTH AND DEVELOPMENT

Was child breast fed? ONo QOYes For how long?
Difficulties with lactation: ONo QOYes

Was Formula introduced? ONo OYes Reason?

Was cow’s milk introduced? ONo QYes Atwhat age?
Have solid foods been introduced? ONo (OYes Atwhatage?_  1stfoods

Food intolerance?

Quality of Sleep: OGood QFair QOPoor Number of hours

Did your child favour turning their head to one side while sitting, sleeping or nursing? ONo QVYes; QLeft or QRight

At what age did your child start: Roll Over Crawl Walk

Describe any complications or delays with motor development:

Any complications or delays noticed with speech development:

Any falls from couches, beds, change tables, etc..? QNo QVYes

HEALTH CONCERNS: Please check (V) all that he/she has experienced in the last 12 months:

DADD/ADHD D Colic DFood Sensitivities DSensory Processing
DAHergies D Constipation D Fever DSkin issues

[JAnxiety [Jcramps [ JFocus []Memory Issues []Sleep Difficulty
DAsthma D Depression |:| Headaches |:| Migraines DSpeech Development
DAutism Spectrum D Diabetes I:l Heart Conditions DSWollen Tonsils

D Back pain D Diarrhea [ ]Hip Dysplasia DTorticollis

DBalance |:| Coordination |:| Dizziness D Vertigo |:| Neck |:| Shoulder Pain DUrinary Tract Infection
DBedwetting []Ear Infections DAches D Plagiocephaly/Odd head shape [ |Vision I:lHearing Issues
D Behaviour Issues [JEpilepsy |:| Seizure D Pneumonia [ |Bronchitis [ JWalking Development

[JcCancer [JFeeding Difficulty [ ]Respiratory Issues [ JOther:



Fill out ALL detail below for the 3 most concerning conditions that you checked off on the last page:

#1:
On a scale of 1-10 (10 being severe), how significant is the problem? / 10
When did it start? How?

Is it? getting better (O getting worse_(Q) staying the same(Q)
Describe the problem?
Are you taking medication for this condition? NoQ Yes Please List:

#2:
On a scale of 1-10 (10 being severe), how significant is the problem? / 10
When did it start? How?

Isit? getting better O getting worse O staying the sameQ
Describe the problem?
Are you taking medication for this condition? NoQ YesQ) Please List:

#3:
On a scale of 1-10 (10 being severe), how significant is the problem? / 10
When did it start? How?

Is it? getting better O getting worse ) staying the same_O
Describe the problem?
Are you taking medication for this condition? No{) YesQ) Please List:

IGEIBNEIY Have you taken any medication within the last 24 hours? No QO Yes O
Please List:

What parts of life is this interfering with: School O] Sleep O Play [J Hobbies [] Exercise L1 Family [J social []

Positive mental attitude L] Other
Which part of life is most important to get back to ASAP?
Beyond feeling better, what 3 reasons you want to be healthier?
1)
2)
3)

Informed Consent

Chiropractic care has been proven to be safe, both clinically and scientifically for children of all ages. The risk of injuries and
complication is so small that chiropractors carry the lowest malpractice insurance premiums of all the health care professions in
the world. Although Chiropractic is reported to be the safest health care system in the world, there are a few “side effects”
associated with it and we feel that it is responsible to let you know:

a.Research shows that the most common unpleasant effect following chiropractic care is temporary muscle soreness
associated with the adaptive changes after the adjustment. This however is only temporary and generally not severe
soreness.

b.While extremely rare, there have been reports of ligament sprains and rib fractures.

(] 1have read and understand the above consent. If I have any questions or concerns, [ will discuss them with my
Chiropractor.

[ 1understand that research is an important aspect for all health care disciplines. For this reason, I consent to my
information being used for research data purposes. (Your full name will not be used).

[J 1consent to the care recommended by my Chiropractor and extend this consent to include all other Chiropractors
in this office.

Child’s name: Parent/ Guardian:

Signature: Witness: Date:

SAVE RESET PRINT EMAIL
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