


Pediatric History Form
Ages 5 - 15 years old

It is a pleasure to welcome you to our family of happy and healthy chiropractic practice members. Please let us know if there is any way we can make you and your family feel more comfortable. Many types of stressors (physical, mental, and chemical) can interfere with your child’s growing brains, spine and overall nervous system. 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. 


Child’s Name: __________________________________________________ Birth Date: ____/____/_____ 
Male/ Female (Circle one)    Parent/ Guardian:_________________________________________________
Address:________________________________________ ______City:_____________________________
State:__________  Zip:__________  Mom’s Cell #:__________________ Dad’s Cell #:_________________
Referred by:____________________________________     Today’s Date: ____/____/_____

[bookmark: Check1][bookmark: Check2][bookmark: Check3]Reason for pursuing care:  |_| maintenance   |_| improved health   |_| problem:_____________________

Other doctors seen for this condition?  Y/ N  Doctor’s names and prior treatment:
____________________________________________________________________________________________________________________________________________________________________________

Family history: __________________________________________________________________________

Check any of the following conditions that currently apply:

____ ADHD/ADD			____Constipation			____Growing/back pains
____ Allergies/Asthma		____ Diarrhea			____ Headaches/migraines
____ Bed wetting			____ Digestive problems		____ Poor posture/scoliosis
____ Chronic colds		____ Ear infections		____ Sleeping issues


Other concerns: _________________________________________________________________________

Previous Chiropractic Care?   Y/ N				Last Visit: ___/___/___
Name of Chiropractor: _____________________________________________
Name of Pediatrician: ______________________________________________	

# of doses of antibiotics your child has taken:   Past 6 months__________  Total lifetime ______________

Present prescription drugs/ dosage? ________________________________________________________

Past prescription drugs/ dosage? ___________________________________________________________

Over the counter drugs (Tylenol, cough syrup, laxatives, etc.) ____________________________________
PLEASE FLIP OVER TO BACK PAGE

DEVELOPMENTAL HISTORY
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)
 
Did your child have a fall similar to what was described above?  Y/N   Explain:_______________________
Has your child been involved in any sports?  Y/N List: ___________________________________________
______________________________________________________________________________________
Has your child been seen by a physician on an emergency basis?   Y/N   Explain:_____________________
______________________________________________________________________________________

Has your child been involved in a car accident?  _______________________________________________

Other traumas not described above? ________________________________________________________

LIFESTYLE
[bookmark: Check4][bookmark: Check5]Does your child:	|_| Eat health foods (organic products, etc.)              |_| Drink water
[bookmark: Check6][bookmark: Check7]|_| Take vitamins    Type: __________________        |_| Take probiotics   Type: ______________________        
[bookmark: Check8][bookmark: Check9][bookmark: Check10][bookmark: Check11]Exercise:	   |_| None	|_| Moderate	     |_| Daily	  |_| Heavy
Hobbies/interests: _______________________________________________________________________
Is there anything else you would like us to know about your child? ________________________________
______________________________________________________________________________________

X-RAY AUTHORIZATION 

[bookmark: _GoBack]As your healthcare provider, we are legally responsible for your chiropractic records. We must maintain a record of your x-rays in our files. At your request, we will provide you with a copy of your x-rays in our files. The fee for copying your x-rays is $15.00. This fee must be paid in advance. Digital x-rays on cd will be available within 72 hours of prepayment on any regular practice hours day. Please note: x-rays are utilized in this office to help locate and analyze vertebral subluxations. These x-rays are not used to investigate for medical pathology. The doctors of atlas chiropractic do not diagnose or treat medical conditions; however, if any abnormalities are found, we will bring it to your attention so that you can seek proper medical advice. By signing below you are agreeing to the above terms and conditions. 

__________________________________________ 	____________________ 
PRINT YOUR NAME					 	TODAY’S DATE 

__________________________________________         ____________________
YOUR SIGNATURE 						CHILD’S NAME

[bookmark: _Hlk112232843]WRITTEN CONSENT FOR A CHILD 

I authorize the doctor and all Atlas Chiropractic staff to perform diagnostic procedures, radiographic evaluations, render chiropractic care and perform chiropractic adjustments to my minor/child. As of this date, I have the legal right to select and authorize health care services for my minor/child. If my authority to select and authorize care is revoked or altered, I will immediately notify Atlas Chiropractic. 

__________________________________________ 	____________________ 
NAME OF MINOR/CHILD					RELATIONSHIP TO MINOR/CHILD

__________________________________________ 	____________________ 
PRINT YOUR NAME					 	TODAY’S DATE 

___________________________________________________ 
YOUR SIGNATURE 
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