CHILDREN’S HEALTH RECORD

ABOUT THE CHILD

Name

Home Phone Birthdate
Age Gender UM QOF
Weight

Height

Address

City/State/Zip

Parent’s Name

Parent’s Employer

Parent’'s Work Phone

Payment Method © Cash T Check a1 Credit Card
Crdt Cd. # exp

Health Insurance Co. Name

Paolicy Number
Policy Holder's Name

Policy Holder’s Social Security #

MOTHER’S PREGNANCY £ LABOR

During pregnancy, did the mother;

.....1ake any medication? aNo QYes
Explain

.....smake or consumg alcohol? QNo QOYes

.....Bxperience any illness? O No QYes
Explain

Approximately how long did labor last? hours

Was labor chemically induced? DONo OYes

Was labor doctor assisted? O No QYes

Was a G-Section performed? T No QYes

Were forceps or vacuum extraction used?2 No 0 Yes
Did the delivery doctor pull or twist the
baby during delivery? ONo OYes
Was the delivery premature? G No QYes
If “Yes“, at ____ month and weight

Check any of the following if the child experienced it
immediately after birth.

2 Jaundice
O Feeding Problems
Q Other Condition(s)

01 Respiratory Problems
1 Displaced or Broken Joints

Explain

REASON FOR THIS VISIT

Describe the purpose of this visit.

Is the purpose of this appointment refated to

J sports Q auto afal 23 home injury
13 chronic discomfort 2 other

Explain

When did this condition begin?

Has this condition

0 gotten worse [0 stayed constant O comes and goes

Does this condition interfere with

2 sleep 0 daily routine 1 other activities

Explain

Has this condition occurred before? @ Yes QNo

Explain
Have you seen other doctors for this condition? O Yes QO No

Dr.’s Name(s)

Type of Treatment

Results

CHILD’S HEALTH HISTORY

Please checkeach of the diseases or conditions that the child has
now or has had in the past. While they may seem unrelated to the
purpose of the appointment, they can affect the overall diagnosis

Qaouoooaoaoao

Vision Problems O Pink Eve
Headaches ) Ear Problems
Sleeping Disorders O Tubes in the Ears
Irritability 0 Attention Problems
Skin Problems 0 Frequent Colds
Allergies O Colic

Breathing Problems 3 Digestive Problems
Asthma 0O Other
Hyperactivity

Constipation

Bed Wetting




CHILD’S CURRENT HEALTH STATUS .
GOALS FORMY CHILD’S CARE

Is your child accident prone? adNo QYes

Has your child:

....been hospitalized? aNo @ Ves Children see Ghiropractors for a variety of reasons. Some

.had a severe fall? aNo O Yes go for relief of pai_n, some ta com_act the cause o_f pain anq
been in a car accident? : GNo O Yes others for correction of whatever is malfunctioning in their

Has our child ever taken ;mtibiotics'? aNo QYes bodies. Your Doctor will weigh your needs and desires

i “Ygs” exolain ’ when recommending your child’s Chiropractic care

| o p T — - program. Please check the type of care desired so that we

Is your child currently taking any medication? T No [ VYes may be guided by your wishes whenever possible.

If “Yes, explain 3 Relief Care — Symptomatic relief of pain or

Does your child have difficulty interacting with schoolmates or discomfort
2 No 2O Yes 3 Corrective Care — Correcting and relieving the cause

iriends?
of the problem as well as the symptoms
Have you or anyone else noticed that your child is nervous, a CDmprZhensive Care Bringywr:)a tever is
twitches, shakes or exhibits rocking behavior? N Y o N .
exhibits g0 r Qo Qe malfunctioning in the body to the highest state of
What changes (if any) in your child’s heaith or behavior would you health possible with Chiropractic care.
like accomplished? O3 1 want the Doctor to select the type of care appropriate
for my child.
Parent/Guardian’s Signature Date
VACCINATIONS

Have you chosen to vaccinate your child? ONo QYes If“Yes”, checkall vaccinations the child has received.
2 DPT a2 MMR 0 Polio T Chicken Pox 1 Hepatitis 0 Other
Describe any and all reactions to vaccine(s).

AUTHORIZATION TO CARE FOR A MINOR CHILD

[ hereby authorize the Doctors in this Chiropractic office, and whomever they may designate as their assistants to administer
Chiropractic care, to work with my child (name) through the use of adjustments and pracedures to

the spine, as the Doctor deems appropriate.

I clearly understand and agree that all services rendered are charged directly to me and that | am personally responsibie for payment.
I agree that | am responsible for alf bills incurred at this office. The Doctor will not be held responsible for any pre-existing medically
diagnosed conditions nor for any medical diagnosis. 1also understand that if my child's care is suspended or terminated, any fees
for professional services rendered will become immediately due and payable.

{ understand and agree that heaith and accident insurance policies are an arrangement between an insurance carrier and policy
holder. 1 understand that the Doctor's Office will prepare any necessary reports and forms to assist me in coilecting from the
insurance company and that any amount authorized to be paid directly to the Doctor's Office will be credited to my account on
receipt. | hereby authorize assignment of insurance rights and benefits (if applicabie) directly to the provider for services rendered to

my child.

Patient’s Name (Print) Parent or Legal Guardian's Name (Print)
Parent/Guardian’s Signature Authorizing Care Date (M/D/Y) Witness' Signature
Whe shouid receive bills for payment on this account?
2 Parent 7 Personal Health insurance 3 Auto Insurance 3 Medicare 1 Medicaid

-




TERMS OF ACCEPTANCE

When a patient secks chiropractic health care and we accept a patient for such care, it is essential for both
to be working towards the same objective.

Chiropractic has only one goal. It is important that each patient understand both the objective and the
method that will be used to attain it. This will prevent any confusion or disappointment.

Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of
vertebral subluxation. Our chiropractic method of correction is by specific adjustment of the spine.

Health: A state of optimal physical, mental, and social well-being, not merely the absence of disease or
infirmity.

Vertebral Subluxation: A misalignment of one or more of the 24 vertebrae in the spinal column which
causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a
lessening of the body’s innate ability to express its maximum health potential.

We do not offer to diagnose or treat any diseases or condition other than vertebral subluxation. However, if
during the course of a chiropractic spinal examination, we encounter non-chiropractic or unusual findings,
we will advise you. If you desire advice, diagnosis or treatment for those findings, we will recommend that
you seek the services of another health care provider.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding
treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate a major interference
to the expression of the body’s innate wisdom. Our only method is specific adjusting to correct vertebral
subluxations.

I, . , have read and fully understand the above statements.
(Print name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to
my complete satisfaction.

1, therefore, accept chiropractic care on this basis.

Signature Date

Consent to evaluate and adjust a minor child

I, , being the parent or legal guardian of

have read and fully understand the above terms of
acceptance and hereby grant permission for my child to receive chiropractic care.

Pregnancy Release
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her
associates have my permission to perform an x-ray evaluation. I have been advised that x-ray can be
hazardous to an unborn child. Date of last menstrual period

Signature Date




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign Acknowledgement*

l, , have received a copy of this office’s
Notice of Privacy Practices on behalf of

Child’s Name

Parent Print Name

Parent Signature

Date

For Office Use Only

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgment
Other (Please Specify)

O B A




