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Child Patient Questionnaire 

 

 CONFIDENTIAL PATIENT INFORMATION  

Child’s First Name:                                 Middle Initial:          Last Name:                                           Date:      /    /20___ 

SSN:              -            -                                           Date of Birth:        /        /                         Gender: Male/Female/Other 

Street Address:                                                                                                                                   Height:           ft.           in. 

City:                                                                       State:                         Zip Code:                           Weight:                  lbs. 

Email:                                                                   Cell Phone: (          )                           Other Phone: (          )                   

Parent/Guardian names: 

Emergency Contact:                                                                     Relation:                       Phone: (          ) 

Ethnicity:  Non-Hispanic     Hispanic/Latino           Preferred Language:    English      Other: 

Race:  White    Asian    Black/African American     Native Hawaiian/Pacific Islander    American Indian/Alaska Native         

How did you hear about us?    Internet       Location         Referral:                                   Other:         

Who is the child’s primary care physician? 

Date and reason for child’s last doctor visit: 

Is the child receiving care from any other health professionals?     No      Yes 
~If yes, please name them and their specialty: 

Please note any significant family medical history: 

Please note any allergies/reactions:                                                                  

Does the child smoke or use tobacco?   No     Yes    If yes, for how long?                Quit date? 

PAYMENT STATUS:   Cash/Check/Credit card/HSA or FLEX card     Insurance*: ___________________________   

*Please provide a copy of your insurance card(s) to the front desk.                    
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CHIROPRACTIC HISTORY 

What would you like your child to gain from care?    Resolve existing condition(s)   Overall wellness     Both 

Has the child ever visited a chiropractor?     No          Yes                   How long ago? 
~If Yes, what is their name/location? 

 

CURRENT HEALTH CONDITIONS 

What health condition(s) bring your child into our office? 
 

Has the child received care for this problem before?     No         Yes, please explain: 

When did the condition(s) first begin?                                What caused it? 

Where is it located?  Location: ______________________     Right side         Left side          Both          Other: 

How did the problem start?    Suddenly           Gradually           Post-Injury         Other:  

Is this condition:        Getting worse           Improving           Intermittent           Constant           Unsure 

What makes the problem better?                                                                Worse? 

Is the problem better or worse a certain time of the day?       No         Yes, when? 

Type of Pain:      Sharp      Dull      Throbbing      Numbness      Aching      Burning      Cramping               
 Shooting      Stiffness/Tightness      Swelling      Tingling      Other: 

Does it radiate/travel?    No     Yes    If yes, where to?                      

Does this pain affect his/her ability to perform daily tasks?   No     Sitting     Standing    Walking                
 Sleeping      Working        Household chores       Lifting          Bending         Laying down          Other: 

What is his/her pain RIGHT NOW? (0-no pain, 10-pain is unbearable)          0  1   2   3   4   5   6   7   8   9   10 

What is his/her TYPICAL or AVERAGE pain?          0  1   2   3   4   5   6   7   8   9   10 

What is his/her pain level AT ITS BEST? (How close to “0” it gets)?          0  1   2   3   4   5   6   7   8   9   10 

What is his/her pain level AT ITS WORST (How close to “10” it gets)?          0  1   2   3   4   5   6   7   8   9   10 

 

HEALTH GOALS FOR YOUR CHILD 

1. 
2.  
3. 
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GROWTH & DEVELOPMENT HISTORY 

Birth Weight:            lbs.          oz.       Birth Length:             inches         Full term?   Yes    No: ____________________     
 Vaginal Birth           C-section                  Complications:                

Is/was your child breastfed?  No           Yes        If yes, how long? 

Did he/she ever use formula?   No           Yes        If yes, what age?                      What type?                                                      

Did/does your child suffer from colic, reflux, constipation or ear infections?   No     Yes: ____________________ 

How would you describe your child’s diet?  
 Mostly whole, fresh foods        Average        High amount of processed foods      Other:            
Please list any food intolerance or allergies for your child and when they began: 
 
 
 Please list any drugs/medications/vitamins/herbs/other your child is taking, and why: 
 
 
List any problems with play time and/or flexibility (ex. Turning head one way/grasping toys, etc): 
 
 
Exercise Frequency?    None            1-2 times per week           3-5 times per week            Daily 
What types of exercise? 
How does the child normally sleep?       Back            Side            Stomach     
How does the child wake up in the morning?         Refreshed and ready to go        Stiff          Tired 
Night terrors, bed wetting, difficulty sleeping, or staying asleep?    No    Yes: __________________________________ 
Have you chosen to vaccinate your child?    No       Yes, on schedule      Yes, on delayed/selective schedule 
Please list any vaccination reactions: 

Has your child received any antibiotics?     No     Yes: # of times & reason: ____________________________________    

Behavioral, social, or emotional issues?  No     Yes: # of times & reason: ______________________________________     

How many hours per day does your child typically spend watching a TV, computer, tablet or phone? 
 
Has the child ever had any significant falls, surgeries, hospitalizations or other injuries?   No          
 Yes, please explain:  
 
Other questions or concerns: 
 
 
 
 

 

ACKNOWLEDGEMENT & CONSENT 

 

Parent/Guardian Name:  ____________________________ Signature:  ___________________________  Date:      /      /20___  
 














