
1 

 

Dawn Tames, D.C.
10615 N Hayden Road, C106

Scottsdale, Arizona 85260
480-315-8444

PEDIATRIC PATIENT INFORMATION 
It is a pleasure to welcome you to our family of happy and healthy chiropractic patients. We look forward to working 
with you to build better health for you and your family. 

 Patient Information  

Full Name:    Date: 
 Last First M.I.   
 

Address:   
 Street Address Apartment/Unit # 
 

    

 City State ZIP Code 
 
Parents/Guardians:  

 
Phone:  Email 
 
Date of Birth:    Age:    

Sex:   Weight/Height:    

 
Who can we thank for referring you to our office?    

Health Information 
 
Reason for contacting our office: 
 

1.    
 
2.      
 
3.      

 
Have you seen any other doctors for this?  (___) Yes   (___) No        (___) MD     (___) DO   (___) DC 
 
Doctor’s Name & Prior Treatments:    
 
  
 
Results:    
 
Family History:    
 
  
 
Type and Number of doses of medications or antibiotics your child has taken during lifetime:   
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Vaccination History:   Regular Series     or      Half Doses 

 

Vaccination Reactions, if yes explain:    

  

Prenatal History 
 
Name of Obstetrician / Midwife:    
 
Complications during pregnancy/delivery?    Yes        No 
 
  
 
 
Number of Ultrasounds during pregnancy?       
 
Medications during pregnancy / deliver?     
 
Location of Birth:      Hospital               Birthing Center             Home         Other    
 
Birth Intervention (Child’s head bruised, swollen or malformation) 
 
      Forceps              Vacuum Exertion Caesarian Section 
 
Apgar Score   Birth Weight:    Birth Length:    
 
 
Genetic Disorder / Disability (Yes / No):        
 
Feeding History: 
 
Breast Fed:  Yes  /  No How long?:    Formula Fed:  Yes  /  No How long?:    
 
Any problems breastfeeding?   Yes  /  No 
 
Introduced:     Solids at _______ Months   Cow’s Milk at ______ Months 
 
Allergies or intolerance:   Yes  /  No List:      
 
  
Developmental History: 
During the following times your child’s spine is the 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 _____ Respond to Visual Stimuli 

_____ Hold up head _____ Sit up alone _____ Cross Crawl 

_____ Stand Alone _____ Walk Alone _____ Skip 

 

According to the National Safety Council approximately 50% of children fall from a high place during their first year of 
life (bed, changing table, down stairs, etc.) was this the case with your child?   Yes  /  No 
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Has your child been involved in any high impact / contact type sports (soccer, football, gymnastics, baseball, cheer 
leading, volleyball, martial arts, etc.)?   Yes  /  No 

    

 

Has your child ever been involved in a car accident?  Yes  /  No 

    

 

Has your child been seen on an emergency basis or hospitalized?   Yes  /  No 

   

 

Handiness:     Right Left 

 

Childhood Illness - Does your child have any of these problems? 

 

_____ Frequent Ear Infections _____ Tonsillitis _____ Strep Throat 

_____ Bed Wetting _____ Digestive Disorders _____ Hyperactivity 

_____ ADD _____ Asthma _____ Allergies 

_____ Constipation or Diarrhea _____ Blood Disorder _____ Headaches 

_____ Growing Pains _____ Frequent Upper Respiratory Infections 

_____ Seizures _____ Unusual Behavioral Problems 

 

Child’s disposition / personality:     

   

 

Childhood Disease: 

Chicken Pox Y N Age _____ Rubella Y N Age _____ 

Rubeola Y N Age _____ Mumps Y N Age _____ 

Whooping Cough Y N Age _____ Other ________________________ 

 

We are here to serve you and encourage you to ask questions.  Your participation is vital and will help determine your 
child’s results. 

 

I ______________________________ being the parent or legal guardian of ____________________________ have 
read and fully understand the above information and hereby grant permission for my child to receive chiropractic care.  
I authorize this office and its doctors to administer to my son/daughter as they deem necessary.  I clearly understand 
that I am responsible for payment of all fees charged by this office. 

 

Patient’s 
Signature:  Date: 
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CHIROPRACTIC WELLNESS CARE 

 

In order for us to be able to better serve you, we would like you to understand what will take place during care 
with us.  Our Mission is to educate and adjust as many families as possible toward optimal health through natural 
and unique chiropractic care. 
 
New Patient Visit - your first visit will consist of a one-hour in-depth consultation, which will include x-rays (for 
non-pregnant patients).  You will get an adjustment and traction if appropriate.   Our initial consultation is $60.00 
(age 0-10), $125.00 over age 10. 
 
When X-rays are taken, we will review your solution report.  You will receive a copy of this solution report for your 
records.  Due to the seriousness of this report, your spouse, or the person who helps you with your health and 
financial decisions, we suggest to be present.   We have this policy so you will have support in making this most 
important health care decision and for you to thoroughly understand your condition and how we can help you.  We 
look forward to working with you. 
 
 

Welcome to our chiropractic family! 

_____ We at Sacred Touch Chiropractic (STC) understand that situations may arise that requires you to cancel 
your appointment; however, we do require a 24-hour notice of such cancellation.  We may charge a 
$60.00 fee or apply the visit to your care plan, for any appointments that have not been cancelled 
within this time frame. 

 
_____  Our Mindbody software does retain your cc information securely.  If there is a payment that is owed such 

as a no-show we will charge your card for the amount due.  
 
_____ We have created care plans based on your commitment of achieving and maintaining your wellness.  

Please review our Wellness Care Plans and let us know which plan is best for you.  We offer AutoPay to 
assist you with your payments. 

 
_____ We are happy to supply you with a copy of your medical records; however, this service is subject to a 

$25.00 processing fee.   We require patients to complete a Medical Release form.  After the form is 
completed and the fee is paid, please give our staff up to 7 business days to get these records together.  
We can fax medical records through a secure fax line to another medical provider. 

 

 _____ If you stop your treatment plan for longer than 90 days your Care Plan is void and the Standard 
Visit fee will be charged.  If you resume your care after the 90 days there will be a $65.00 Returning 
Patient fee before reinstating your Care Plan. If you have not seen longer than 3 years, this plan will 
be no longer valid. 

 
_____ Payment is due at time of visit. Sacred Touch Chiropractic is willing to work with you on a payment plan.   

All payment plans need to be on Auto Pay.  We will assign all accounts (30) days or more past due to an 
outside collection agency. This may be an automatic assignment unless management has approved prior 
arrangements. 

 
 
 
Patient Signature:              Date:      
 
Patient Name:               
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DOCTOR – PATIENT RELATIONSHIP IN CHIROPRACTIC 
 

 
Chiropractic 

Chiropractic is a health care discipline, which emphasizes the inherent recuperative power of the body to heal 
itself without the use of drugs or surgery.  The practice of chiropractic focuses on the relationship between 
structure (primarily the spine) and function (as coordinated by the nervous system) and how that relationship 
affects the preservation and restoration of health.  In addition, Doctors of Chiropractic recognize the value and 
responsibility of working in cooperation with other health care practitioners when in the best interest of the patient. 
 
Analysis 

A Chiropractor conducts a clinical analysis for the express purpose of determining whether there is evidence of 
Vertebral Subluxation Complexes (VSC).  When such complexes are found, chiropractic adjustments and 
ancillary procedures may be given in an attempt to restore spinal integrity.  It is the chiropractic premise that 
spinal alignment allows nerve transmission throughout the body and gives the body an opportunity to use its 
inherent recuperative powers.  Due to the complexities of nature, no physician can promise you specific results.  
This depends upon the inherent recuperative powers of your own body. 
 
Diagnosis 

Chiropractors are experts in diagnosing the Vertebral Subluxation Complex but are not internal medical specialist.  
Every Chiropractic patient should be mindful of his/her own symptoms and express any change in their condition 
to their physician.  Together the patient and physician can evaluate the situation and determine an appropriate 
course of action.  The chiropractor, being a primary health care provider has a network with other health care 
professionals and if warranted may advise a referral.  The STC patient is ultimately responsible for his or her own 
health care. 
 
Informed Consent for Chiropractic Care 

A patient, in coming to the chiropractic Physician, gives the doctor permission and authority to care for the patient 
in accordance with the Chiropractic tests, diagnosis, and analysis.  The chiropractic adjustment and procedures 
are usually beneficial and seldom cause any problem.  In rare cases, underlying physical defects, deformities, or 
pathologies may render the patient susceptible to injury.  The doctor, of course, will not give a chiropractic 
adjustment, or health care, if he/she is aware that such care may be contraindicated.  Again, it is the responsibility 
of the patient to make It known or to learn through health care procedures whatever he is suffering from:  latent 
pathological defects, illness, or deformities which would otherwise not come to the attention of the Chiropractor.  
The patient should look to the correct specialist for the proper diagnosis and procedures.  The Chiropractor 
provides a specialized, non-duplicating health service.  The doctor of Chiropractic is licensed in a special practice 
and is available to work with other types of providers in your health care regime. 
 
Results 

The purpose of Chiropractic services is to promote natural healing through the reduction of the Vertebral 
Subluxation Complex.  Since there are so many variables, it is difficult to predict the time schedule or efficacy of 
the Chiropractic procedures.  Sometimes the response is phenomenal.  In most cases there is a more gradual, 
but satisfactory response.  Occasionally, the results are less than expected.  Two or more similar conditions may 
respond differently to the same Chiropractic care.   Many medical failures find quick relief with Chiropractic care. 
In turn, we must admit that conditions, which do not respond to chiropractic care, may come under the control of 
or be helped through medical science.  The fact is that the science of Chiropractic and Medicine may never be so 
exact as to provide definite answers to all problems.  Both have achieved great strides in alleviating pain and 
controlling disease. 
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Chiropractic doctors do not treat disease; they adjust subluxations to remove nerve interference, thus 
allowing the body to improve its function and heal itself. 
 
All questions regarding the doctor’s objective pertaining to my care, in this office, have been answered to my 
complete satisfaction.  The benefits, risks and alternatives of chiropractic care have been explained to me to my 
satisfaction.  I have read and fully understand the above statements and therefore accept chiropractic care on this 
basis. 
 

HIPPA Laws 

Due to HIPPA Laws – Please refrain from talking on your cell phone in this office.  No picture taking allowed. 
 
Photograph/Video Release 

______   I give my permission for Dr. Dawn Tames to use my (and my children) photographs on Sacred Touch 
Chiropractic / Dr. Dawn Tames marketing material and social networking sites (website, Instagram, Facebook, 
Yelp, etc).  These photographs will be used exclusively for that purpose and will not be shared with anyone else I 
have the right to have my photograph taken off the website at any time upon my written request.  
 
Credit Card Authorization 

______   I understand and authorize that my credit/debit card will be on file. If I have an outstanding balance this 
credit/debit card will be used for those fees.   I may cancel this authorization at any time.  

 
 
 
Patient Name:               
 
Patient Signature:              Date:      

 
 


