PEDIATRIC PATIENT INTRODUCTION

CHILD's NAME: MOTHER'S NAME: DOB:
Case NUMBER: FATHER'S NAME: DOB:
ADDRESS: CiTy/TOowN: STATE: Zip:

HOME PHONE: MoOTHER'S WORK PHONE: MoTHER'S CELL PHONE:

EmaiL: FATHER'S WORK PHONE: FATHER'S CELL PHONE:
BIRTH DATE: AGE: Sex: NUMBER OF SIBLINGS:_____ REFERRED BY:
BIRTHWEIGHT: ____ BIRTHLENGTH:___~ CURRENTWEIGHT:______ CURRENT LENGTH:
THIRD TRIMESTER PRESENTATION: VERTEX BREECH TRANSVERSE________ Face/Brow.
TrPe OF BIRTH: NORMALVAGINAL____~ Forceps______  CESAREAN_________ SucTioN CAP OR VACUUM
LocaTiON: HoMmMe_____  BIRTHINGCENTER______~  HosPITAL________

PrOBLEMS DURING PREGNANCY:

PrOBLEMS DURING LABOR/DELIVERY:

APGAR SCORES: WAS THERE PRESENCE AT BIRTH OF: JAUNDICE (YELLOW)? _______ CvANOsIs (BLUE)?
CONGENITALANOMALIES/DEFECTS?_____ |F YES, PLEASE EXPLAIN?

INFANT FEEDING: BREAST BoTTLE IF BoTTLE, WHICH FORMULA?

NuMBER OF HOURS SLEEPING PERNIGHT:___ QUALITY of SLeer: Goob, FAIR Poor

OBSTETRICIAN/MIDWIFE:

PEDIATRICIAN/FAMILY MD:

DATE OF LAST VISIT: PURPOSE:

IMMUNIZATION HISTORY:

NUMBER OF DOSES OF ANTIBIOTICS YOUR CHILD HAS TAKEN: DURING THE PAST SIX MONTHS____ DuURING HIS/HER LIFETIME.

Previous CHIROPRACTOR:

DATE OF LAST VisIT: PURPOSE:

HAS YOUR CHILD EVER BEEN TREATED ON AN EMERGENCY BASIS?_______ |F YES, PLEASE EXPLAIN:

PURPOSE OF THIS APPOINTMENT:

INSURANCE/BILLING INFORMATION: Pouicy #:

R I I

AUTHORIZATION FOR CARE OF MINOR

| HEREBY AUTHORIZE THIS OFFICE AND ITS DOCTOR(S) TO ADMINISTER CARE AS THEY SO DEEM NECESSARY TO MY
SON/DAUGHTER/WARD (UPON APPROVAL OF PARENT OR GUARDIAN).

SIGNED: WITNESSED: DATE

| REALIZE THAT | AM RESPONSIBLE FOR ALL FEES CHARGED BY THIS OFFICE AND | AGREE TO PAY FOR ALL SERVICES PROVIDED.
X-RAYS REMAIN THE PROPERTY OF THIS OFFICE.

SIGNED: DATE
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PEDIATRIC CASE HISTORY

DEeLIVERY/BIRTH HISTORY:

AT WHAT AGE DID THE CHILD: .

ResPONDTOSOUND______ FoLLow AN OBjecT wiTH His/HEREYes______ Howp Heap Up

SITALONE_______ CRAWL STAND WALK ALONE.

AT WHAT AGE, IF EVER, DID THIS CHILD SUFFER FROM THE FOLLOWING CHILDHOOD DISEASES?

CHICKENPOX______ Mumps_____ MEASLES RuBeLta_____

Rueota_____~~ WHooOPINGCOUGH_______ OTHER________

HAS THIS CHILD EVER SUFFERED FROM:

[J HEADACHES [J OrTHOPEDIC PROBLEMS [ DIGESTIVE DISORDERS [J BEHAVIORAL PROBLEMS
[J DizziNEess [J NEeck PROBLEMS [J PoOOR APPETITE [J ADD/ADHD
[J FAINTING [J ArM PrOBLEMS [J StomAcH AcHEs [J RuPTURES/HERNIA
[J Seizures/ConvuLsions [ LeG PROBLEMS [J RerFLux [J MuscLe PaIN
[J HearT TROUBLE [J JOINT PROBLEMS [J CoNnsTiPATION [J GROWING PAINS
[J CHRONIC EARACHES [J BACKACHES [J DIARRHEA [J ALLERGIES TO
[J SiNus TROUBLE [J Poor PosTure [J DiaBETES [J ALLERGIES TO
[J AsTHMA [J Scoviosis [J HYPERTENSION [J ALLERGIES TO
[J Corps/FLu [J WALKING TROUBLE [J ANEMIA [J OTHER
[J Couic [J BROKEN BONES [J Beo WETTING [J OTHER
HAS THIS CHILD EVER SUFFERED THE FOLLOWING SPINAL TRAUMAS?
[J FALL IN BABY WALKER [J FALL FROM BED OR COUCH [J FALL OFF SKATEBOARD OR SKATES
[J FALL FROM CRIB [J FALL OFF SWING [J FALL OFF BICYCLE
[J FALL FROM HIGHCHAIR [J FALL OFF SLIDE [J FALL DOWN STAIRS
[J FALL FROM CHANGING TABLE [J FALL OFF MONKEY BARS [J OTHER
HAS THIS CHILD EVER SUSTAINED AN INJURY PLAYING ORCANIZED SPORTS?__ IF YES, PLEASE EXPLAIN:
HAS THIS CHILD EVER SUSTAINED INJURIES IN AN AUTO ACCIDENT? IF YES, PLEASE EXPLAIN:

PRESENT HISTORY:

SURGERY:

MEDICATIONS:

ACCIDENTS:

FAMILY HISTORY:
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