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Burlington, WI 53105 
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Patient Information 

Child’s Name: ___________________________________________  Parent(s)/Guardian(s) Name: __________________________ 
  LAST   FIRST       M.I. 

Address: ____________________________________________________________________________________________________ 
  STREET ADDRESS      CITY   STATE  ZIP 

Birthdate: _______/_______/_______            Age: ______          

Phone: (home)__________________________________ (cell) ___________________________________   

Email: ______________________________________________________________________________________________________      

Gender :  Female  Male 

Have you or your child ever had chiropractic care before?   Yes      No         

If yes, please tell us the doctor’s name __________________________________  Were you pleased with your care?   Yes      No 

Please share any relevant details about previous care ________________________________________________________________ 

How did you find out about our office? ____________________________________________________________________________ 

Is this appointment related to an auto accident?   Yes      No          If yes, please fill out the Auto/WC Questionnaire 

Is your child receiving care from other health professionals?   Yes      No 

If yes, please name them and their specialty ________________________________________________________________________ 

Who is your family’s primary care physician? _______________________________________________________________________ 

Are you seeking chiropractic for   Health maintenance/optimization      Health problems      Both 

Health Insurance Information:   

Policy Holder Name:  ___________________________________ Birth Date:   ___/___/____  Relationship to you: ________________ 
          LAST  FIRST                 M.I. 

Ins Company Name:_________________________  Phone # _____________  Subscriber # ________________  Group # __________ 

Current Health 

Please list any drugs or medications your child is taking_______________________________________________________________ 

Please list any vitamins/herbs/homeopathics/other your child is taking__________________________________________________ 

____________________________________________________________________________________________________________ 

Please list allergies your child has_________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

What health condition brings your child to our office? ________________________________________________________________ 

____________________________________________________________________________________________________________ 

When did the symptoms first begin? ______________________________________________________________________________ 

Was the onset?     □ Sudden     □ Gradual      □ Post-Injury   

Is the condition          □ Getting Worse □ Improving   □ Intermittent       □ Constant     □ Not Sure 

What makes the problem better? ________________________________________________________________________________ 

What makes the problem worse? ________________________________________________________________________________ 

Has your child ever had a similar condition?   Yes      No 

Please explain ________________________________________________________________________________________________ 

Does your child have daily bowel/bladder movements?   Yes      No       Explain _________________________________________ 

 

PEDIATRIC PATIENT QUESTIONNAIRE 



Does your child eat well?    Yes      No         

What does your child’s diet consist of?  (check all that apply) 

□ Vegetables  □ Fruits    □ Grains   □ Water 

□ Juice   □ Milk: Type_________  □ Yogurt   □ Cheese 

□ Meat   □ Fruit Snacks   □ Candy   □ Baked Goods 

□ Pizza   □ Chicken Nuggets  □ Pasta   □ Nuts/Seeds 

□ Other _____________________________________________________________________________________________________ 

____________________________________________________________________________________________________________  

Health History 

Child’s birth was    At home       At a birthing center       At a hospital 

My obstetrician/midwife/family physician was ______________________________________________________________________ 

Child’s birth was    Natural vaginal (no medications/interventions) 

   Vaginal with interventions 

    Induction       Pain medication       Epidural       Episiotomy       Vacuum extraction       Forceps 

    Other ________________________________________________________________________________ 

   C-section 

    Scheduled       Emergency 

Please list reasons for any interventions/complications _______________________________________________________________ 

____________________________________________________________________________________________________________ 

Child’s birth weight ____________  Child’s birth height ____________  Current weight ____________  Current height ____________ 

APGAR score after birth __________   APGAR score after 5 minutes __________ 

Growth & Development 

Was your child alert and responsive within 12 hours of delivery?   Yes      No 

If no, please explain ___________________________________________________________________________________________ 

At what age did the child: 

   Respond to sound ___________   Follow an object ___________   Hold head up ___________   Vocalize ____________ 

  Sit alone ___________   Teethe ___________   Crawl ___________   Walk ____________ 

Hospitalization/Surgical History (please list all including the year) 

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 

Please list any major injuries, accidents, falls and/or fractures your child has sustained in his/her lifetime, including the year 

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 

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

Formula introduced at age __________     What type? _______________________________________________________________ 

Introduction of cow’s milk at age __________     Began solid foods at age ____________ 

Please list any foods/juice intolerance _____________________________________________________________________________ 

Did mother smoke during pregnancy?   Yes      No            Did mother drink alcohol during pregnancy?   Yes      No 

Any illness of mother during pregnancy?   Yes      No      

If yes, please explain including treatment/medications/supplements ____________________________________________________ 

List any drugs/medications (including over the counter) taken during pregnancy ___________________________________________ 



____________________________________________________________________________________________________________ 

List any supplements taken during pregnancy _______________________________________________________________________ 

Any exposure to ultrasound?   Yes      No     If so, how many and what was medical reason? ______________________________ 

____________________________________________________________________________________________________________ 

Any pets at home?    Yes      No     Any smokers at home?    Yes      No        Number of siblings and ages   _________________ 

Has the child received any vaccinations?    Yes      No 

If yes, which ones and list any reactions ___________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Has the child received any antibiotics?    Yes      No If yes, how many times and list reason ________________________ 

____________________________________________________________________________________________________________ 

Any difficulty with breastfeeding?    Yes      No If yes, please explain ________________________________________ 

____________________________________________________________________________________________________________ 

Any difficulty with bonding?    Yes      No                  If yes, please explain_______________________________________________ 

____________________________________________________________________________________________________________ 

Any behavior problems?    Yes      No             If yes, please explain ____________________________________________________ 

____________________________________________________________________________________________________________ 

Any night terrors, sleepwalking or difficulty sleeping?    Yes      No            If yes, please explain _____________________________ 

____________________________________________________________________________________________________________ 

Age child began daycare __________     Average number of hours of TV per week ________      

Does your child seem normal for their age?    Yes      No             If no, please explain _____________________________________ 

____________________________________________________________________________________________________________ 

Family Health History 

Check those involving immediate family and add identification: M= Mother; F= Father; S= Siblings; G= Grandparents 

 Cancer, type ___________  Depression  Diabetes  Back problems 

 M   F   S   G  M   F   S   G  M   F   S   G  M   F   S   G 

 Heart Disease  Liver Disease  High Blood Pressure  High Cholesterol 

 M   F   S   G  M   F   S   G  M   F   S   G  M   F   S   G 

 Lung Problems  Scoliosis  Neck Problems  Osteoporosis 

 M   F   S   G  M   F   S   G  M   F   S   G  M   F   S   G 

 Seizures  Osteoarthritis  Rheumatoid Arthritis  Osteoporosis 

 M   F   S   G  M   F   S   G  M   F   S   G  M   F   S   G 

 Other ____________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

What would you like to gain from chiropractic care? _________________________________________________________________ 

____________________________________________________________________________________________________________ 

Are there other health concerns or anything else you’d like us to know about your child? ___________________________________  

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 
 



Core Chiropractic & Wellness Center 
116 N Dodge Street, Unit 2 

Burlington, WI 53105 

Authorizations and Releases 
HEALTH CARE AUTHORIZATION FORM 

I have been provided with a copy of the Notice of Privacy Practices for Protected Health Information.  The Notice of Privacy Practices describes the types of uses and 

disclosures of my Protected Health Information (PHI) that will occur in my treatment, payment of my bills or in the performance of health care operations of this 

chiropractic office.  A copy of our notice is attached, and we encourage you to read it and request your own copy if you would like one. 

This Notice of Privacy Practices also describes my rights and the duties of the chiropractic office with respect to my protected health information.  I hereby give 

permission to Core Chiropractic & Wellness Center (CCWC) to use and/or disclose Protected Health Information in accordance with the following: 

SPECIFIC AUTHORIZATIONS: 

• I give permission to CCWC to use my address, phone number and clinical records to contact me with appointment reminders, missed appointment notification, 

birthday cards, holiday related cards, newsletters, information about treatment alternatives or other health related information. 

• If CCWC contacts me by phone, I give them permission to leave a phone message on my answering machine or voicemail. 

• I give permission to CCWC to use any testimonial written by me for marketing purposes such as, sharing with other patients or potential patients, in their brochure, 

on their website or in ads in print media. 

• I give CCWC permission to treat me in an open room where other patients are also being treated.  I am aware that other persons in the office may overhear some of 

my protected health information during the course of care.  Should I need to speak with doctor at any time in private, the doctor will provide a room for 

these conversations. 

• By signing this form, you are giving CCWC permission to use and disclose your protected health information in accordance with the directives listed above. 

The use of this format is intended to make your experience with our office more efficient and productive as well as to enhance your access to quality health care and 

health information.  This authorization will remain in effect for the duration of my care at CCWC plus 7 years or until revoked by me. 

RIGHT TO REVOKE AUTHORIZATION: 

You have the right to revoke this authorization, in writing, at any time.  However, your written request to revoke this authorization is not effective to the extent that 

we have provided services or taken action in reliance on your authorization.   

You may revoke this authorization by mailing or hand delivering a written notice to the Privacy Official of CCWC.  The written notice must contain the following 

information: 

 Your name, Social Security number and date of birth; 

A clear statement of your intent to revoke this authorization;  

The date of your request; and 

Your signature. 

The revocation is not effective until it is received by the Privacy Official. 

This authorization is requested by CCWC for its own use/disclosure of PHI.  (Minimum necessary standards apply.)  

I have the right to refuse to sign this authorization.  If I refuse to sign this authorization, CCWC will not refuse to provide care. However, it will not be possible for 

CCWC to file third party billing on my behalf and I will be responsible for 1) payment in full at the time services are provided to me 2) scheduling my own 

appointments since CCWC will be unable to contact me 3) all contact with CCWC regarding my care.  Additionally, any collection activity as permitted by law is not 

waived by refusal to sign the authorization.  

I have the right to inspect or copy, within boundaries, the protected health information to be used/disclosed.  A reasonable fee for copying will apply.  A copy of the 

signed authorization will be provided to me.  I have read and understand this Healthcare Authorization Form and acknowledge receipt of The Notice of Privacy 

Practices for Protected Health Information.  My signature below represents agreement with these practices. 

Signature_________________________  Date ___________ 
 

Consent to Professional Treatment (Informed Consent) 
We encourage and support a shared decision-making process between us regarding your health needs. As a part of that process you have a right to be informed 

about the condition of your health and the recommended care and treatment to be provided to you so that you can make the decision whether or not to undergo 

such care with full knowledge of the known risks. This information is intended to make you better informed in order that you can knowledgably give or withhold your 

consent. 

• Chiropractic is based on the science which concerns itself with the relationship between structures (primarily the spine) and function (primarily of the 

nervous system) and how this relationship can affect the restoration and preservation of health.  

• Adjustments are made by chiropractors in order to correct or reduce spinal and extremity joint subluxations. Vertebral subluxation is a disturbance to the 

nervous system and is a condition where one or more vertebra in the spine is misaligned and/or does not move properly causing interference and/or 

irritation to the nervous system. The primary goal in chiropractic care is the removal and/or reduction of nerve interference caused by vertebral 

subluxation. 

• A chiropractic examination will be performed which may include spinal and physical examination, orthopedic and neurological testing, palpation, 

specialized instrumentation, radiological examination (x-rays), and laboratory testing. 

• The chiropractic adjustment is the application of a precise movement and/or force into the spine in order to reduce or correct vertebral subluxation(s). 

There are a number of different methods or techniques by which the chiropractic adjustment is delivered but are typically delivered by hand. Some may 

require the use of an instrument or other specialized equipment. In addition, physiotherapy or rehabilitative procedures may be included in the 

management protocol. Among other things, chiropractic care may reduce pain, increase mobility and improve quality of life. 

In addition to the benefits of chiropractic care and treatment, one should also be aware of the existence of some risks and limitations of this care. The risks are 

seldom high enough to contraindicate care and all health care procedures have some risk associated with them. Risks associated with some chiropractic treatment 

may include soreness, musculoskeletal sprain/strain, and fracture. Risks associated with physiotherapy may include the preceding as well as allergic reaction and 

muscle and/or joint pain. In addition, there are reported cases of stroke associated with visits to medical doctors and chiropractors. Research and scientific evidence 



does not establish a cause and effect relationship between chiropractic treatment and the occurrence of stroke; rather, recent studies indicate that patients may be 

consulting medical doctors and chiropractors when they are in the early stages of a stroke. In essence, there is a stroke already in process. However, you are being 

informed of this reported association because a stroke may cause serious neurological impairment.  

I have been informed of the nature and purpose of chiropractic care, the possible consequences of care, and the risks of care, including the risk that the care may 

not accomplish the desired objective. Reasonable alternative treatments have been explained, including the risks, consequences and probable effectiveness of 

each. I have been advised of the possible consequences if no care is received. I acknowledge that no guarantees have been made to me concerning the results of 

the care and treatment.   

I HAVE READ THE ABOVE PARAGRAPH. I UNDERSTAND THE INFORMATION PROVIDED. ALL QUESTIONS I HAVE ABOUT THIS INFORMATION HAVE BEEN ANSWERED 

TO MY SATISFACTION.  HAVING THIS KNOWLEDGE, I KNOWINGLY AUTHORIZE CORE CHIROPRACTIC & WELLNESS CENTER TO PROCEED WITH CHIROPRACTIC CARE 

AND TREATMENT. DATED THIS ______ DAY OF ____________________________, 20_____. 

Signature_____________________________________ 
 

Parental Consent for Minor Patient                            (FOR PATIENTS OVER AGE 18 YEARS, PLEASE CONTINUE TO NEXT SECTION) 

Patient Name: ________________________________________________________________________  DOB: ______________________  Patient Age: ___________ 

Printed name of person legally authorized to sign for the above named patient: _____________________________________________________________________ 

 

Signature: __________________________________________________________________ Relationship to Patient: ________________________________________ 

 

In addition, by signing below, I give permission for the above named minor patient to be managed by the doctor even when I am not present to observe such care. 

 

Signature_________________________  Date ___________ 
 

Consent to Perform and Interpret X-rays 
The patient consents to the performance of x-rays as deemed necessary by the doctor of this office. The patient acknowledges that certain risks are associated with x-
rays. The patient hereby states that they have no known limitations that would forbid the taking of x-rays.  The patient further agrees that this office may seek 
outside interpretation of patient x-rays by a qualified professional not employed by this office. The patient agrees to any additional fees associated with this service 
and assigns benefits to be paid directly to that professional by your third-party payer. 
INITIAL______ 

 
Assignment of Benefits and Release of Records 
The patient hereby assigns benefits to be paid directly to this provider by all of their third party payers. This assignment is irrevocable. Failure to fulfill this obligation 
will be considered a breach of contract between the patient and this office.  Understand that your insurance policy is a contract between you and the insurance 
company.  Any claim that is denied is the responsibility of the patient.  I understand that any insurance payment sent to me will be part of my balance due, and 
therefore it is my responsibility to forward such payment to Core Chiropractic & Wellness Center, LLC.  The patient authorizes this office to release any information 
required by a third party payer necessary for reimbursement of charges incurred.  
INITIAL______ 

 
Financial Obligation and Appointment Policy 
The patient accepts full financial responsibility for services rendered by this practice. This office reserves the right to charge fair market value for missed 
appointments or appointments canceled without any advanced notification required by this office. Out of consideration for other patients that may want to schedule, 
we require a minimum of 12 hours advanced notice when changing, rescheduling or canceling an appointment to avoid a charge of $25.  Payment in full is required 
for all services at the time of visit, unless alternative arrangements have been agreed to in advance. Patient accepts full responsibility for any fees incurred, including 
but not limited to legal fees, collection agency fees, and any and all other expenses incurred in the collection of past due accounts. Should you choose to discontinue 
care early, the account is refigured on a per visit basis (without any discounts) and you either a) are responsible for the outstanding balance or b) will receive a refund 
for the care not yet received. There is a 5% fee on all refunds. Patient should direct any questions regarding this financial obligation and appointment policy to the 
clinic manager or doctor.  The patient further authorizes the practice to retain credit card, debit card, checking account or other payment source(s) supplied by 
patient to the practice for current and future charges, when incurred.  
INITIAL______ 

 
 

Signature_________________________  Date ___________ 
 
Our software enables us to send appointment reminders via text message or email.  Please check below which method you prefer. 

□ Text Message 

Phone Number: ______________________ 
Cell Phone Provider:______________________________ Ex. Verizon, US Cellular, etc. 

□ Email 

Email Address: ____________________________________________________________________ 
 

 
 

 
 

Last Updated 3/19/26 
 


