Broadneck Family Chiropractic
Dr. Carrie Dugan and Dr. Jennifer Wall
ADOLESCENT INTAKE FORM
We look forward to getting to know your child and your family. Please complete the following information as thoroughly as you can. Your child may answer questions they are able to answer, with a parent/guardian filling in the rest.
CHILD & FAMILY INFORMATION
Child's Name: ______________________________________________  Nickname: ______________________________________________
Birth Date:   ____/____/______   Age: _____	_   Gender: ______________   Height: __________   Weight: __      _______	
Parent/Guardian(s): _______________________________________________________________________________		
Address: ____________________________________________________________________________________________		
Phone: __________________________________  Email: __________________________________________________			
Emergency Contact (name/relationship): __________________________________  Phone: _______________________	
Pediatrician: ____________________________________________			__    Date of last visit: ____/____/______
Previous Chiropractor: _____________________________________		       Date of last visit: ____/____/______
Whom may we thank for referring you? ___	______________________________________________________________	
REASON FOR TODAY'S VISIT
What brings your child in today? _____________________________________________________________________		
What are your goals for care? _________________________________________________________________________		
Has your child seen another doctor/provider for this concern?  ☐ No  ☐ Yes
Who? __________________________________  What treatment/testing was done? ______________________________	
______________________________________________________________________________________________________			
CURRENT CONCERN
Main concern/problem: _________________________________________________________________________________		
When did it begin? ____/____/______   ☐ Sudden   ☐ Gradual   ☐ After an injury/event   ☐ Unsure
How often does it bother your child?  ☐ Constantly  ☐ Daily  ☐ Several times/week  ☐ Occasionally
What makes it better? ______________________________________  What makes it worse? _______________________________
Does it interfere with:  ☐ Sleep  ☐ School  ☐ Sports/play  ☐ Daily activities  ☐ Mood/behavior
If your child uses a 0–10 scale, how bad is it today? ______ / 10   Best: ______ / 10   Worst: ______ / 10
HEALTH HISTORY
Is your child currently being treated for any health condition?  ☐ No  ☐ Yes
If yes, please explain: _________________________________________________________________________________________________
__________________________________________________________________________________________________________________________
Check any that your child has experienced or currently experiences:
	☐ Headaches
	☐ Neck pain/stiffness
	☐ Back pain/stiffness

	☐ Growing pains
	☐ Joint pain
	☐ Muscle pain/tightness

	☐ Numbness/tingling
	☐ Dizziness
	☐ Balance concerns

	☐ Ear infections
	☐ Sinus/cold issues
	☐ Asthma/allergies

	☐ Digestive problems
	☐ Constipation/diarrhea
	☐ Reflux/heartburn

	☐ Trouble sleeping
	☐ Bedwetting
	☐ Frequent fatigue

	☐ ADHD/attention concerns
	☐ Anxiety/mood concerns
	☐ Other


Please explain any items checked: ____________________________________________________________________		
______________________________________________________________________________________________________			
MEDICATIONS, ALLERGIES & MEDICAL CARE
Current prescription or over-the-counter medications/supplements: _______________________________________	
______________________________________________________________________________________________________			
Medication allergies: ☐ No  ☐ Yes   List: ______________________________________________________________		
Food/environmental allergies or intolerances: ☐ No  ☐ Yes   List: ________________________________________	
Surgeries or hospitalizations: ☐ No  ☐ Yes   What/when? _________________________________________________	
Other significant medical history: ______________________________________________________________________		
______________________________________________________________________________________________________			
INJURIES, FALLS & TRAUMA
Has your child ever been involved in a car accident?  ☐ No  ☐ Yes  When/what happened? _________________	
Has your child ever had a significant fall or head impact?  ☐ No  ☐ Yes  Explain: _________________________	
Other injuries/trauma (sports, playground, bike, etc.)?  ☐ No  ☐ Yes  Explain: ___________________________	
Has your child ever needed emergency care because of an injury?  ☐ No  ☐ Yes  Explain: __________________	
BIRTH & DEVELOPMENTAL HISTORY
Pregnancy complications?  ☐ No  ☐ Yes  Explain: _______________________________________________________		
Delivery:  ☐ Vaginal  ☐ Cesarean  ☐ Forceps/Vacuum  ☐ Other: ________________________________________	
Delivery complications?  ☐ No  ☐ Yes  Explain: _________________________________________________________		
Birth weight: __________________  Birth length: __________________
Any known genetic condition, developmental diagnosis, or disability?  ☐ No  ☐ Yes  Explain: ______________	
______________________________________________________________________________________________________			
Were there concerns about developmental milestones?  ☐ No  ☐ Yes  Explain: _______________________________
______________________________________________________________________________________________________			
SCHOOL & DAILY LIFE
School/Grade: __________________________________________
How is your child doing in school?  ☐ Very well  ☐ Well  ☐ Some difficulty  ☐ Significant difficulty
Any concerns with attention, focus, learning, handwriting, behavior, or sitting comfortably?  ☐ No  ☐ Yes
Please explain: ______________________________________________________________________________________		
______________________________________________________________________________________________________			
Does your child carry a backpack?  ☐ No  ☐ Yes   Any concerns with how it is carried? _____________________	
Typical screen/device time per day: __________________________
Favorite activities/hobbies: __________________________________________________________________________		
SLEEP
Typical bedtime: __________  Wake time: __________  Approx. hours/night: __________
Sleep concerns?  ☐ No  ☐ Trouble falling asleep  ☐ Wakes often  ☐ Restless  ☐ Snores  ☐ Other: __________	
Preferred sleep position:  ☐ Back  ☐ Side  ☐ Stomach  ☐ Changes frequently
Does your child seem rested during the day?  ☐ Yes  ☐ No  ☐ Sometimes
ACTIVITY, SPORTS & PHYSICAL DEVELOPMENT
Does your child participate in sports or regular physical activities?  ☐ No  ☐ Yes
Activities/sports: ___________________________________________________________________________________		
How often? __________________________   Competitive?  ☐ No  ☐ Yes
Any current or previous sports injuries?  ☐ No  ☐ Yes  Explain: ________________________________________	
Any activity your child avoids because of pain, weakness, or discomfort?  ☐ No  ☐ Yes  Explain: ___________	
______________________________________________________________________________________________________			
Has your child started menstruating ? ☐ No  ☐ Yes, age of first period: _______ Any concerns?_________________
DIGESTION, NUTRITION & BATHROOM HABITS
Any concerns with appetite, digestion, constipation, diarrhea, or abdominal discomfort?  ☐ No  ☐ Yes
Explain: _____________________________________________________________________________________________		
Typical bowel movement frequency: __________________________
Food allergies/intolerances: ☐ No ☐ Yes  List: __________________________________________________________		
Any foods your child avoids or has difficulty eating? ____________________________________________________		
FAMILY HISTORY
Are there family members with any significant health conditions that may be important for us to know? 
☐ No ☐ Yes
______________________________________________________________________________________________________			
______________________________________________________________________________________________________			
VACCINATION & PREVENTIVE CARE
Is your child's vaccination history up to date?  ☐ Yes  ☐ No  ☐ Unsure
Any reactions or concerns related to vaccinations?  ☐ No  ☐ Yes  Explain: _________________________________	
Other preventive or specialty providers your child sees: _________________________________________________	
ANYTHING ELSE WE SHOULD KNOW? Please share anything about your child's health, development, personality, routines, or concerns that you feel would be helpful for the doctor to know: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PARENT/GUARDIAN AUTHORIZATION FOR CARE OF MINOR
I hereby authorize this office and its Doctors to administer chiropractic care to my child as they deem necessary. I understand that I am personally responsible for payment of all fees charged by this office.
Insurance Company: ________________________________________	__  Policy #: ______________________________	
Parent/Guardian Name: _________________________________________________________________________________		
Signature: _________________________________________________		     	_          Date: ____/____/______
Witnessed: ___________________________________________________________________________________________		
INFORMED CONSENT
We encourage and support a shared decision-making process regarding your child's health needs. You have the right to be informed about the condition of your child's health and the recommended care or treatment so that you can make an informed decision.
A chiropractic examination may include spinal and physical examination, orthopedic and neurological testing, palpation, specialized instrumentation, and referral for further imaging and/or laboratory testing when indicated. Chiropractic adjustments may be delivered by hand, instrument, or other specialized equipment. Physiotherapy or rehabilitative procedures may also be included in the management protocol.
Among other things, chiropractic care may reduce pain, increase mobility, and improve quality of life. Acceptance of treatment does not imply a guarantee of results. Risks associated with some chiropractic treatment may include soreness, musculoskeletal sprain/strain, and fracture. Other procedures may have additional risks, which will be discussed as appropriate.
I have been informed of the nature and purpose of chiropractic care, the possible consequences of care, and the risks and limitations of care, including the possibility that care may not accomplish the desired objective. I understand that no guarantees have been made concerning results. I have had the opportunity to ask questions and authorize the doctors of Broadneck Family Chiropractic to proceed with chiropractic care and treatment for my child.
Parent/Guardian Signature: _____________________________________________		_       Date: ____/____/______
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