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Name: ____________________________________   Age: __________   Date: __________________

Address: ______________________________ City: __________________ State: ____ Zip: ________

Mother’s Name: ____________________________ Father’s Name: ___________________________

Phone #: _____________________  SSN: ______________ Birth date: ___________ □ Male □ Female

Reason for consulting our office: ________________________________________________________
___________________________________________________________________________________

Whom may we thank for referring you? ___________________________________________________
Why is this form important?
As a family chiropractic office, we focus on your child’s ability to be healthy.

Our goals are first: to address the issues that brought you to this office, & second, to offer you & your child the opportunity of improved health potential & wellness services.


If your child has no symptoms or complaints, and is here for wellness services, please check: □  Others need to briefly describe the chief area of complaint, including the effect it has on the child: 

___________________________________________________________________________________

If he/she is experiencing pain, is it: □ Sharp □ Dull □ Comes and Goes □ Travels □ Constant

Since the problem started, is it:  □ About the same □ Getting better □ Getting Worse?
What makes it worse? _________________________________________________________________

It interferes with: □ School □ Sleep □ Walking □ Sitting □ Hobbies □ Other: _________________

Other doctors seen for this problem:

Chiropractor: ________________________ Ph # _________________
Medical Doctor: ______________________ Ph # _________________

Other: ______________________________ Ph # _________________
List medications the child is taking or surgeries the child has had:

____________________________________________________

____________________________________________________

____________________________________________________
Daily we experience physical, chemical, and emotional stresses that can accumulate and result in serious loss of health potential.  Most times the effects are gradual and begin very early in life.  Answering these questions will give us information that will allow us to better assess the challenges to you child’s health potential.
Pregnancy:

Were there any complications to the pregnancy? ______________________________________

Was Mom on any medications, prescription or over-the-counter?  □ Yes
□ No
If yes, explain: _________________________________________________________________

Did Mom or Dad smoke during pregnancy? □ Yes
□ No   Who? ________________________

Was the baby ever in the Breech position?   □ Yes
□ No   

How many ultrasounds were preformed? _______________

Birth & Delivery

Where was the baby born?  □ Home  □  Hospital  □  Birthing Center  □  Other: ___________

Was the delivery: □ Vaginal   □ C-section     Were any devices used?  □ Forceps   □ Vacuum

How long was the labor? _______________
   How long was the delivery? _________________

Was oxytocin/pitocin used?  □ Yes □ No
    Was as epidural administered?  □ Yes □ No
Infancy:

Was the infant vaccinated?   □ Yes □ No

Was there any prolonged use of medicines or an inhaler? □ Yes □ No   If yes which? ________

Did the infant suffer any traumas such as serious falls or car accidents?  □ Yes □ No

Has the infant been under regular chiropractic care?  □ Yes □ No

Childhood years:

Did the child have any childhood illnesses?  □ Yes □ No Explain: _______________________

Does the child play youth sports?

□ Yes □ No Which sport(s)? _________________

Has the child had any surgery? 

□ Yes □ No Explain: _______________________

Has the child fallen from a height over 3 ft?
□ Yes □ No Explain: _______________________

Was the child involved in any car accidents? □ Yes □ No Explain: _______________________

Has there been any prolonged use of meds? 
□ Yes □ No Explain: _______________________
Has the child suffered emotional traumas?
□ Yes □ No Explain: _______________________

Please give us any other health information you feel would be helpful: _____________________

______________________________________________________________________________

The statements made on this form are accurate to the best of my recollection and I request and give consent to this office to chiropractically examine and care for my child.

Parent’s Signature: _______________________________________ Date: _______________________

CHIROPRACTIC INFORMED CONSENT TO TREAT

I hereby request and consent to the performance of chiropractic procedures, including various modes of physio therapy, diagnostic x-rays, and any supportive therapies on me (or on the patient named below, for whom I am legally responsible) by the doctor of chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who now or in the future treat me while employed by, working or associated with or serving as back-up for the doctor of chiropractic named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not.

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the nature and purpose of chiropractic adjustments and procedures. 

I understand and I am informed that, as is with all Healthcare treatments, results are not guaranteed and there is no promise to cure.  I further understand and I am informed that, as is with all Healthcare treatments, in the practice of chiropractic there are some risks to treatment, including, but not limited to, muscle spasms for short periods of time, aggravating and/or temporary increase in symptoms, lack in improvement of symptoms, fractures, disc injuries, strokes, dislocations and sprains.  I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best interests.

I further understand that Chiropractic adjustments and supportive treatment is designed to reduce and/or correct subluxations allowing the body to return to improved health. It can also alleviate certain symptoms through a conservative approach with hopes to avoid more invasive procedures.  However, like all other health modalities, results are not guaranteed and there is no promise to cure.  Accordingly, I understand that all payment(s) for treatment(s) are final and no refunds will be issued.   However, prorated fees for unused, prepaid treatments will be refunded if I wish to cancel the treatment. 

I further understand that there are treatment options available for my condition other than chiropractic procedures.  These treatment options include, but not limited self-administered, over the counter analgesics and rest; medical care with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery.   I understand and have been informed that I have the right to a second opinion and secure other opinions if I have concerns as to the nature of my symptoms and treatment options.

I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions about its content, and by signing below I agree to the above-named procedures.  I intend this consent to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Name of Patient:________________________________________________________________

Signature of Patient:_____________________________________________________________

Name Printed of Guardian/Parental and Relationship to Patient:___________________________

Guardian/Parental Signature:______________________________________________________

Date:____________________

Doctor of Chiropractic Name:_____________________________________________________

Signature of Doctor of Chiropractic:________________________________________________

Date:____________________

Pt# _______
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Addressing The Issues That Brought You To The Office








