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Pediatric History Form 
Dear New Patient,  
It is a pleasure to welcome you to our family of happy and healthy chiropractic patients. Please let us know if there is any way we  can make you and your family feel more comfortable. To help us serve you better, please complete the following information. We  look forward to working with you to build better health for your family.  
Patient Name: _________________________________________________ Address: __________________________________________________________
City, State: _____________________________________________ Zip: ______________ Home Phone: __________________________________________ 
Birth date: _____/_____/_____   Gender: ____________ Weight: ________ Height: ________ 
Names of Parents / Guardians: ____________________________________________________________________________________________________
Referred by: _____________________________ Purpose For Contacting Us? ____________________________________________________________ Other doctors seen for this condition? ___ N ___Y , Doctors’ Names and Prior Treatment: ______________________________________ 
_____________________________________________________________________________________________________________________________________Other Health Problems? ___________________________________________________________________________________________________________ Check any of the following conditions your child has suffered from during the past six months:  

· Ear infections
· Scoliosis
· Seizures 
· Chronic Colds  
· Headaches
· Asthma/Allergies  
· Digestive Problems  
· ADHD  
· Recurring Fevers
· Growing/Back Pains
· Colic  
· Bed Wetting  
· Car Accidents  
· Temper Tantrums
· Issues Breastfeeding 
· Other _________


Family History_____________________________________________________________________________________________________________________
Previous Chiropractor: __________________________ Date of last visit ___/___/___Reason: ___________________________________________ 
Name of Pediatrician: ___________________________ Date of last visit ___/___/___Reason: ___________________________________________ 
Are you satisfied with the care your child received there? _____________ N _____________ Y 
Number of Doses of Antibiotics your child has taken: During the past six months: ______, Total during their lifetime: _______ Number of Doses of Other prescription medications your child has taken: 
During the past six months: _________, Total during his /her lifetime: _________ Name: ___________________________________________
Vaccination History: _______________________________________________________________________________________________________________  
Prenatal History: 
Name of Obstetrician / Midwife: __________________________________________________________________________________________________
Complications during pregnancy? _____________ N ______________ Y 	List: ________________________________________________________ 
Ultrasounds during pregnancy? ________ N ________ Y,  Number: __________________________________________________________________ 
Medications during pregnancy / Delivery? ________ N _________ Y List: ___________________________________________________________
Cigarette / Alcohol use during pregnancy: ________ N _________ Y 
Location of birth: Hospital ____________________________ Birthing Center ____________________________ Home _______________________
Delivery Conditions: _____________ Forceps __________ Vacuum Extraction ________Caesarean Section (Emergency or Planned?)    
Complications during delivery? ____ N ____ Y List: ________________________________________________________________________________  
Genetic disorders or disabilities? ____ N ____ Y List: ______________________________________________________________________________  
Birth weight: _______ Birth length: _______ APGAR Scores: _______, _______  

Feeding History: 
Breast Fed: ____ N ____ Y, How long: ______ Formula Fed: ____ N ____ Y, How long: ______Type: ___________________________________  
Introduced to solids at: _________ months Cow’s milk at ________ months  
Food / Juice Allergies or Intolerance: _______ N ______ Y, List: _____________________________________________________________________  Developmental History: 
During the following times your child’s spine is most vulnerable to stress and should be routinely checked by a doctor of chiropractic for  prevention and early detection of vertebral subluxation (spinal nerve interference). At what age was your child able to?  
 			  ________ Respond to Sound 				________ Cross Crawl  
  ________ Respond to Visual Stimuli 			________ Stand Alone  
  ________ Hold Head Up					________ Walk Alone  
  ________ Sit 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? ______ N ______ Y  
Is / has your child been involved in any high impact or contact type spots (i.e., Soccer, Football, Gymnastics, Baseball, Cheerleading,  Martial Arts, etc.) ______ N ______ Y, List: __________________________________________________________________________
Has your child ever been involved in a car accident? ______ N ______ Y List: _____________________________________________________   
Has your child ever been seen on an emergency basis? ______ N ______ Y List: ___________________________________________________   Other traumas not described above? _______ N ______ Y List: ______________________________________________________________________   Prior Surgery: ______ N ______ Y, List: _______________________________________________________________________________________________   
Menarche: ______ N ______ Y, Age: _____  
Childhood Diseases: 
Chicken Pox N / Y, Age ____ 	Mumps N / Y, Age ____  		Rubella N / Y, Age ____ 
Whooping Cough N / Y, Age ____      Rubeola N / Y, Age ____ 	        Other N / Y, Age ____  

WE ARE HERE TO SERVE YOU, AND ENCOURAGE YOU TO ASK QUESTIONS.  
YOUR PARTICIPATION IS VITAL AND WILL HELP DETERMINE YOUR RESULTS. 

AUTHORIZATION FOR CARE OF MINOR 
I hereby authorize this office and its Doctors to administer care to my Son / Daughter as they deem necessary. I clearly understand and agree that I  am personally responsible for payment of all fees charged by this office.  
Name of Insurance Company: _________________________________________________________ Policy#: _________________________________  

Signed: ____________________________________ Witnessed: _________________________________________ Date: _______ / _______ / ________
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 the 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 so you can knowledgeably 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. 
A chiropractic examination will be performed which may include spinal and physical examination, orthopedic and neurological testing, spinal surface EMG, spine thermography, palpation, specialized instrumentation, referral for further imaging and/or laboratory testing. 
Adjustments are made by chiropractors in order to correct or reduce spinal and joint misalignments. The Chiropractic adjustment is the application of a precise movement and/or force into the joint in order to reduce misalignment(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. Acceptance of such treatment does not imply guarantee of results. 

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. 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 stroke may cause a 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 care may not accomplish the desired objective. 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 Dr. Carrie Dugan and Dr. Jennifer Wall TO PROCEED WITH CHIROPRACTIC CARE AND TREATMENT.


Signature of Patient or Guardian of Minor Patient					Date
