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Pediatric Intake
Patient Name: Today's Date:
Parents’ or Guardians’ Names:
Mailing Address: City: St: Zip:
Guardians' Primary Phone (circle one) home/cell/work #: Guardians' Secondary Phone
(circle one) home/cell/work #: Email Address:
[IMale OFemale Birth Date: Current Age:
Emergency Contact Name/Number: Relationship:
Preferred Language: Race: Ethnicity:

Has the patient seen a chiropractor before? OYes CNo If yes, when? :

Whom may we thank for referring you to our office? :

Please check v all symptoms the patient has ever had, even if they do not seem related to their current problems:

O Back pain OHeadaches OAsthma
OBack Curvature OChest Pain OAllergies
OMental / Emotional Disorders ODifficult Breathing ORinging in Ears
ODiabetes CHeart Problems OCancer
OSwollen or Painful Joints ONumbness or Tingling OConvulsions / Epilepsy
OSkin Problems OCarpal Tunnel Syndrome OLow Blood Pressure
CBruise easily ODizziness OHigh Blood Pressure
OHearing Loss OLiver Trouble OFrequent Colds
OLoss of Balance OGall Bladder Trouble ODigestive Problems
OStiffness OExcessive Gas ODepression
OPain with cough, or strain OConstipation OADHD
OGrowing Pains ODiarrhea OAnxiety Disorder
OEating Disorder OTemper Tantrums ORecurring Colds/Fevers
OKidney Problems OTrouble concentrating OStroke
OFrequent Urination OLoss of memory O Menstrual Problems / PMS
OIEar Infections OTrouble sleeping OLearning Disability
OColic OBed-wetting O Other, what? :
Number of Doses of Antibiotics the patient has taken during the past 6 months: ____ Total during lifetime:
Number of Doses of Prescription Medications the patient has taken during the past 6 months: ___ Total during lifetime:

Vaccination History:




Prenatal History:

Name of Obstetrician / Midwife:
Complications during Pregnancy? CON [OY, List (if any):
Ultrasounds during Pregnancy? CIN 0Y, How many (if any): Tobacco/Alcohol Use during Pregnancy?IN OY
Medications during Pregnancy/ Delivery? CJN OY List (if any):
Location of Birth: ODHospital CIBirthing Center COHome Birth Intervention: [JForceps [Vacuum Extraction
——————————————————————— [JCaesarian Section; [J Emergency or [JPlanned?
Complications during Delivery? [IN OJY List (if any):
Genetic Disorders or Disabilities: [CINLIY List (if any):
Birth Weight: _____ Birth Length: APGAR Scores:

Feeding History:
Breast Fed: [IN [JY How Long: Formula Fed: [N Y How long: Type:
Introduced to Solids at: _ Months, Cow's Milk at __ Months

Food/Juice Allergies or Intolerances: [IN [V, List (if any):

Developmental History:

During the following times your child's spine is most vulnerable to stress and should routinely be checked by a doctor or
chiropractor for prevention and early detection of vertebral subluxation (spine nerve interference). Was our child able to
meet all “milestones” within average recommended timelines?

[JRespond to Sound [ICross Crawl [JRespond to Visual Stimuli  [JStand Alone

[JHold Head Up [IWalk Alone  [ISit Up

According to the National Safety Council, approximately 50% of children fall head first from a high place during their first
year of life (i.e., a bed, changing table, down stairs, etc.) Was this the case with your child? [TIN 1Y

Is / Has your child been involved in any high impact or contact type sports (i.e., Soccer, Football, Gymnastics, Baseball,
Cheerleading. Marital Arts, etc.)?[] N [JY List (if any):

Has Your Child Ever Been involved in a Car Accident? [ N [JY List (if any):
Has Your Child Ever Been Seen on an Emergency Basis? [IN LY List (why):
Any Surgeries: [IN LJY List type and year (if any):

Childhood Diseases (please check if the patient has had any of these disease and provide the age in the space
provided):
OChicken Pox CRubella OWhooping Cough OMumps

FOR FEMALE PATIENTS ONLY: has the patient had a menstruation: CIN CJY Age of 1st menses: ___

This office conforms to the current HIPAA guidelines. You may request a copy of our HIPPA policy at the front
desk. Please initial here to indicate you have been made aware of its availability:

The statements made on this form and accurate and true to the best of my recollection and | agree to allow
this office to examine the minor patient for further evaluation. By signing this form you are waiving receipt of
a clinical summary after every visit. You have the right to request a copy of your notes at any time.

| hereby authorize this office and its Doctors to administer care to this child as they deem necessary. | clearly
understand and agree that | am personally responsible for payment of all fees charged by this office.

Parent (or guardian) Signature: Date:




